
Please read this important statement

While some of the questions on the following forms may not appear to

be relevant to your situation, we are required by our Licensing Board to

gather certain information.

We also realize that some of the questions are very personal. Again, due

to licensing requirements, we must obtain this information as well. Rest

assured that your information will be kept strictly confidential, as is

explained in our confidentiality statement.

Thank you for your understanding and cooperation.

***********************************************************

I attest that all of the information I am providing is accurate, honest

and complete to the best of my knowledge.

If I am uncertain about any information I will disclose my uncertainty.

If I disclose any false information or omit any pertinent information, I

understand that my evaluation will be considered a false document and

cannot be used in the court of law.

Name_______________________________________________

Signature___________________________________________

Date______________________________________________
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APPLICATION
Columbia Addictions Center

Client Name___________________________________ Social Security #_______________________

Street Address__________________________________________ County______________________

City______________________________ Zip________________ Date of Birth__________________

Home Phone ________________________________ Cell Phone _____________________________

Offense ______________ Arrest date _______________ BAC ____________ Court date__________

Lawyer’s name and contact info________________________________________________________

__________________________________________________________________________________

Probation Officer’s Name and contact info________________________________________________

**************************************************************************************

Sex: Male / Female Are you pregnant? Yes / No Used tobacco in last 30 days? Yes / No

How long have you lived at your current address? ______________ Do you: Rent / Own

Race: 1) White 2) Black 3) Asian or Pacific Islander 4) Alaskan Native 5) American Indian 6) Other

Ethnicity: 1) Puerto Rican 2) Mexican 3) Cuban 4) Other Hispanic 5) Not of Hispanic Origin

Religious Preference _________________

**********************************************************************************

Have you been in a controlled environment in the past 30 days? Yes / No How many days? _____

If Yes: 1) Jail 2) Alcohol/Drug Trtmt 3) Medical Trtmt 4) Psychiatric Trtmt 5) Other ______________

**************************************************************************************

Medical History
How many times have you been hospitalized for medical problems? _______ How long ago? _______

Do you have any chronic medical problems that interfere with your life? Yes / No

Are you taking any prescribed medication on a regular basis for a physical problem? Yes / No

Do you receive a pension for a physical disability? Yes / No

Health Coverage: 1) No Health Coverage 2) Non-Managed Private Insurance 3) Medicaid

4) Private Managed Care/HMO 5) Medicare 6) Other Public Funds

How many days in the past 30 have you experienced medical problems? ________

How troubled are you by these problems?

1) Not at all 2) Slightly 3) Moderately 4) Considerably 5) Extremely

For Office Use Only
Client ID_____________
Days Waiting_________
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How important to you now is treatment for these medical problems?

1) Not at all 2) Slightly 3) Moderately 4) Considerably 5) Extremely

**************************************************************************************

Education/Employment History
Highest grade level of formal education you successfully completed?

Grade 10 / Grade 11 / Grade 12 / GED # of years in college __________

Do you have a valid driver’s license?Yes / No Do you have a car available for your use? Yes / No

Have you completed training/technical school? Yes / No

Do you have a profession/trade? Yes / No (specify)______________________________________

Employed by:_________________________________ Position:______________________________

Employment Status:

1) Full-time 2) Part-time 3) Student 4) Homemaker 5) Retired or Disabled 6) Unemployed

How long was your longest full-time job?_______ Last months approximate income? $_________

Does someone contribute to your support in any way? Yes / No

If yes, does this constitute the majority of your support? Yes / No

How many days were you paid for working in the last month? _________

What is your approximate family income per year? 1) Less than $9,999 2) $10,000-$19,999

3) $20,000-$29,999 4) $30,000-$39,999 5) $40,000-$49,999 6) $50,000-$74,999 7) Over $75,000

Primary Source of Income:

1) Wages or Salary 2) Self-Employment 3) Retirement 4) Disability 5) Unemployment Compensation

How many people depend on you for their support? ______ Number of dependent children ______

How many days in the past 30 have you experienced employment problems? ________

How troubled are you by these problems?

1) Not at all 2) Slightly 3) Moderately 4) Considerably 5) Extremely

How important to you now is counseling for these employment problems?

1) Not at all 2) Slightly 3) Moderately 4) Considerably 5) Extremely

**************************************************************************************

Substance Use History
How long was your last period of abstinence from either alcohol or drugs? __________ months

How long ago did this period of abstinence end? __________ months

How many times have you overdosed on drugs? __________

How many times have you been in alcohol counseling? __________ drug counseling? ________
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Where were you admitted?____________________________________________________

How many days in the past 30 have you been in alcohol/drug counseling? ____________

How much have you spent on alcohol in the last 30 days? $_________ drugs? $_________

How many days in the past 30 have you experienced ALCOHOL problems? ________

How troubled are you by these ALCOHOL problems?

1) Not at all 2) Slightly 3) Moderately 4) Considerably 5) Extremely

How important to you now is treatment for these ALCOHOL problems?

1) Not at all 2) Slightly 3) Moderately 4) Considerably 5) Extremely

How many days in the past 30 have you experienced DRUG problems? ________

How troubled are you by these DRUG problems?

1) Not at all 2) Slightly 3) Moderately 4) Considerably 5) Extremely

How important to you now is treatment for these DRUG problems?

1) Not at all 2) Slightly 3) Moderately 4) Considerably 5) Extremely

**************************************************************************************

Legal History
Are you currently on probation or parole? Yes / No

How many times in your life have you been arrested and charged with the following?

1) Shoplifting/Vandalism ______ 9) Arson ______

2) Parole/Probation violations ______ 10) Rape ______

3) Drug charges ______ 11) Homicide/Manslaughter ______

4) Forgery ______ 12) Prostitution ______

5) Weapons offense ______ 13) Contempt of Court ______

6) Burglary, Larceny, B&E ______ 14) Disorderly Conduct ______

7) Robbery ______ 15) DUI/DWI ______

8) Assault ______ 16) Major driving violations ______

How many of these charges resulted in conviction? ______________

How many months have you been incarcerated in your life? ______________months

How long was your last incarceration? ______________months

Are you presently awaiting charges, trial, or sentence? Yes / No

If yes, what for? __________________________________

How many days in the past 30 were you incarcerated or detained? ______________days

How troubled are you by these legal problems?

1) Not at all 2) Slightly 3) Moderately 4) Considerably 5) Extremely
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How important to you now is counseling for these legal problems?

1) Not at all 2) Slightly 3) Moderately 4) Considerably 5) Extremely

Total # of any arrests of any kind in last 12 months ______ Total # of arrests in past 30 days ______

**************************************************************************************

Living Situation
Marital Status: 1) Never married 2) Married 3) Widowed 4) Divorced 5) Separated

How long have you been in this marital status? _______________

Are you satisfied with this situation? 1) Yes 2) No 3) Indifferent

Current living situation:

1) Spouse or Equivalent Only 2) Spouse & Children 3) Children, No Spouse 4) Parents

5) Other Family 6) Roommate or Friends 7) Alone 8) Other _____________________

How long have you lived in these arrangements? _______________

Are you satisfied with these arrangements? 1) Yes 2) No 3) Indifferent

Do you live with anyone who has a current alcohol problem? Yes / No Drug problem? Yes / No

With whom do you spend most of your free time? 1) Friends 2) Family 3) Alone

Are you satisfied with spending your free time this way? 1) Yes 2) No 3) Indifferent

How many close friends do you have? _____________

**************************************************************************************

Mental Health
Are you currently in mental health counseling? Yes / No

How many days in the past 30 have you experienced psychological/emotional problems? ________

How troubled are you by these psychological/emotional problems?

1) Not at all 2) Slightly 3) Moderately 4) Considerably 5) Extremely

How important to you now is treatment for these psychological/emotional problems?

1) Not at all 2) Slightly 3) Moderately 4) Considerably 5) Extremely

**************************************************************************************

I am requesting services for alcohol/drug treatment from Columbia Addictions Center. I understand that

this may include an assessment of my drug/alcohol use and/or any education or counseling deemed

appropriate. All information provided in this application is accurate to the best of my knowledge.

__________________________________________ ____________________________
Client Signature Date



Columbia Addictions Center
HIV RISK ASSESSMENT

DRUG HISTORY:

a. Intravenous drug use ( ) Yes ( ) No
b. Shared needles ( ) Yes ( ) No
c. Skin popping ( ) Yes ( ) No
d. Tattoos ( ) Yes ( ) No

SEXUAL HISTORY:

a. Multiple sex partner (last 10 years) ( ) Yes ( ) No
b. Same sexual partner ( ) Yes ( ) No
c. Unprotected sex (no condoms) ( ) Yes ( ) No
d. Sex with a known HIV positive person ( ) Yes ( ) No
e. Sex with a known drug user ( ) Yes ( ) No
f. Victim of sexual assault ( ) Yes ( ) No

OTHER RISKS:

a. Blood transfusion in last 10 years ( ) Yes ( ) No
b. Diagnosed hemophiliac ( ) Yes ( ) No
c. Other known exposure to an HIV positive ( ) Yes ( ) No

person –Describe:__________________

Client Signature___________________________________ Date__________________

Counselor Signature________________________________ Date___________________

**********************************************************************
For Counselor Use Only

_____ No Referral Needed

_____ Referral to HIV Program given


