INTERVENTION MANUAL PRE-ADMISSION ASSESSMENT


	SMITH INTERVENTION SOLUTIONS

Gifford “Giff”  Smith, M.A., M.Div., BRI II

Interventions—Coaching—Monitoring—Case Management  

4607 Lakeview Canyon Road #243  ▪  Westlake Village   ▪   California  91361

Phone:  (818) 889-6264   ▪   Fax:  (818) 735-0027

Email:  giffordsmith@earthlink.net    Website:  www.smithinterventionsolutions.com
Patient’s Legal Name: (First, Middle, Last)

	SSN:

	DOB:
	SEX: Male___  Female___

	Address:

	Phone Numbers:

	Patient’s Occupation/Professional License/Employer:



	Drug of Choice
	How long has the patient been using?
	How much is the patient using?
	How is drug used?

	
	
	
	

	Secondary Substance
	How long has the patient been using?
	How much is the patient using?
	How is drug used?

	
	
	
	

	Third Substance
	How long has the patient been using?
	How much is the patient using?
	How is drug used?

	
	
	
	

	Has the patient ever had a black-out (a period of time during which the patient cannot remember what happened)?


	Has the patient ever been in treatment before?

	IF SO:  What month/year?
	What Facility?
	How long was patient’s treatment?
	Was treatment completed?
	Was treatment 12-step based?
	How long did patient stay sober following discharge?

	
	
	
	
	
	

	When attempting to stop using or cut down in the past has the patient had major problems, seizures? (If yes, what were the problems and how long did they last?)



	Has the patient ever been treated for any emotional or psychiatric conditions?

	IF SO:    What condition?
	Current Signs/Symptoms?
	Effectiveness of treatment:

	
	
	

	Has the patient ever thought, planned or attempted to injure himself or herself?

	IF SO:    When?
	Were they under the influence?
	Do they think about this when not using?

	
	
	

	Is the patient significantly underweight or overweight?

	IF SO:    Which one?
	Are they satisfied with their current weight?
	What are they doing to reach their goal weight?

	
	
	


	Has the patient had any recent exposure to any communicable diseases such as Hepatitis A/B/C, Measles, Mumps, Chicken Pox or Tuberculosis?

	IF SO:    What have they been exposed to?
	When was the exposure?
	Have they ever had that disease in the past?
	Have they seen an MD since the exposure?

	
	
	
	


	Does the patient have any medical problems?

	IF SO:    What are the medical problems
	How is this currently affecting the patient?
	Is the patient seeing an MD for this condition?

	
	
	

	Is the patient able to walk, feed, dress, bathe and care for himself or herself?



	Is the patient currently taking any medication?

	IF SO:    What is the name of the medication and who is prescribing?
	What is the dose being prescribed?
	What condition was the medication prescribed for?
	Is the medication helping?

	
	
	
	

	CONSEQUENCES OF PATIENT’S ALCOHOL OR DRUG USE 

	Legal:

	Does the patient have any legal problems due to their use?:

	Has the patient ever driven under the influence?:

	Occupational:

	Does the patient’s employer know about patient’s use?:

	Has the patient ever lost a job due to their use?:

	Has the patient missed work/called in sick due to their use?:

	Health:

	Does the patient have trouble sleeping at night?:

	Has the patient’s appetite changed?:

	Is the patient bloated?:

	Has a doctor ever told the patient they need to stop drinking?:

	Social:

	Is the patient isolating from friends?:

	Have any of patient’s family/friends stopped seeing patient due to their use?: 

	Are patient’s friends supportive of patient’s admitting to treatment?:

	Financial:

	Has the patient been late with payments due to money spent on their use?:

	Are you aware if patient is having financial problems due to their use?:

	Family: (sexes & ages of kids, marital status)

	Is patient isolating themselves from family?:

	Is there a history of addiction/alcoholism in the patient’s family?


	Is the patient’s family supportive of patient’s admitting to treatment?:




	REF IN: Name, Address & Phone Number of Referent:



	EMER CONT: Name, Address & Phone Number of Emergency Contact:



	PAYMENT: Method of Payment:

Cash  (    )  Cashier’s Check (    )  Money Order  (    )  Credit Card  (    )


	TRAVEL-Pickup location is ground transportation area(Complete if pt. needs to be picked up)

	Arrival date and time at airport:

	Transportation mode if not air:

	Airline name and flight number if arriving by plane:

	Originating city:

	Pickup location is ground transportation area.

	Special instructions:



	Description of patient:     

Height:                   Weight:                 Hair Color:                 

	Outstanding features (glasses, etc.):

	Additional Notes:




2

