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PreTreatment Screening

Completed prior to call

Name _____________________________________________________________________________________ 


Phone no. ___________________________________ Best time to contact ______________________________
Email Address________________________________Fax Number_____________________________________

Address ____________________________________________________________________________________

___________________________________________________________________________________________
DOB _________________________  Age ________  Sex     (   )  M  (   ) F
Reason for seeking treatment

	Substance
	________________________
	How long using?
	_________________________

	How much?
	________________________
	How often?
	
_________________________


	Has your drug use ever resulted in medical or legal problems? (  ) N  _________________________________
How many days out of the past 30 days have used the following: Roxicodone ___, oxycodone___,
Oxycontin ___ , hydrocodone___, cocaine ___,marijuana ___, alcohol ___,methamphetamine___, amphetamine(Concerta, Adderal, Ritalin, Vyvanse) ___, heroin ___, methadone ___, benzodiazepine (Xanax, Klonopin, Valium, Ativan, Librium,  Ambien) ___.
Are these drugs prescribed, bought on the street, or both?___________________________________________


Have you ever been treated for substance dependence or misuse (eg, detoxification program)?  (  ) N   

(Please describe setting, length) ________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you ever tried to quit on your own? (  ) N  (Please describe) ______________________________________
___________________________________________________________________________________________

Have you ever overdosed on alcohol or drugs?_________________________________________________
Have you ever been treated by a psychiatrist?  (  ) N   (Please describe treatment reason, setting, and length)_____
Have you ever been suicidal?____________________________________________________________________

Are you currently taking Xanax, Valium, Klonopin, Ambien or any benzodiazipine? __________ If so, which 

 one(s) and how much?________________________________________________________________________
Are you willing to taper off of the benzodiazepine listed above?________________________________________
Are you willing to stop drinking alcohol?__________________________________________________________

Are you willing to stop smoking marijuana?________________________________________________________

Have you ever had a seizure from alcohol or benzo withdrawal? _______Have you ever had DT’s?____________

Does anyone in your family (mother, father, brother/sister, child, aunt/uncle or grandparent) have a history

of substance abuse?   (  ) N   ____________________________________________________________________
___________________________________________________________________________________________
Do you have any medical conditions (diabetes, heart disease, hepatitis, HIV+, epilepsy, STDs)?   (  ) N ________
______________________________________________________________________________________________________________________________________________________________________________________
Are you currently taking any medications to treat these conditions? (  ) N  (List medication and dosage) 
___________________________________________________________________________________________
___________________________________________________________________________________________
Are you pregnant?   (   ) N/A     (   ) N     (   ) Y     (   ) Not Sure    

Are there any current legal issues we should be aware of (probation, parole)? (  ) N ________________________
___________________________________________________________________________________________
Are you currently employed?  (   ) N     (   ) Y      How many hours/week (avg.)? __________________________
Please describe your current living arrangements ​​​​​​​​​​​​​​​​​​___________________________________________________
___________________________________________________________________________________________

Do family or friends living in the same household use drugs or drink alcohol?_____________________________

___________________________________________________________________________________________Do you have a support person to drive you to the office and stay with you for one to two days if needed ?_______ 
Do you have medical insurance that covers the cost of medication? _____________________________________   
Other_______________________________________________________________________________________

___________________________________________________________________________________________ _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signature of Interviewer______________________________       Date__________________________________
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