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	Screening Tool
Part 2-Client Screen
(Required fields are in BOLD)
	[bookmark: _GoBack]Provider Location:       	
Provider Name:       	
DDAP License #:        	

	UCN:
	     
	
	
	

	First Name:
	[bookmark: Text8]     
	M.I.:
	  
	Last Name:
	     
	Suffix:
	     
	

			

	GENERAL

	Screen Date:
	[bookmark: Text16]     
	Time of Screening:
	[bookmark: Text17]     
	

	Type of Screening:
	
	Screener Name:
	[bookmark: Text34]     
	

		(Please Select)	

	Marital Status:
	[bookmark: Dropdown4]
	Referral Source:
	[bookmark: Dropdown28]
	

		(Please Select)	(Please Select)

	D & A

	[bookmark: Text68]What are you currently using (alcohol/drug?)  
	     
	

	[bookmark: Text27]Date of Last Use?  
	     
	
	

	[bookmark: Text30]How much/often are you drinking/using?  
	     
	

	Have you ever injected drugs?  |_|  Yes  |_|  No
[bookmark: Text64]If yes, when?       	
	

	Are you experiencing any of the following symptoms?      |_| Yes     |_| No
(If yes, he/she must be transferred to a clinical staff person.)

	|_|	Hallucinations
|_|	Nausea/Vomiting
|_|	Seizures
|_|	Severe Cramps
	|_|	Uncontrollable Shaking 
[bookmark: Text28]|_|	Other  (specify)       	

	[bookmark: Text29]Have you ever experienced any of the above symptoms?       |_| Yes     |_| No
If so, explain.       	

	[bookmark: Check5][bookmark: Check6][bookmark: Text61]Have you recently been treated by medical personnel for an overdose?       |_| Yes     |_| No
If so, when?       	

	PSYCHIATRIC

	Are you having any current thoughts of harming yourself or others?     |_| Yes     |_| No
(If yes, he/she must be transferred to a clinical staff person who will make arrangements for a crisis intervention handoff.)

	Have you ever received mental health services?     |_| Yes     |_| No

	If yes, most recent?  
	[bookmark: Text39]     
	

	Type:  
	[bookmark: Dropdown8]
	

	
		(Please Select)
	

	PRENATAL/PERINATAL
(Section not applicable for males)

	[bookmark: Check21]Are you pregnant?     |_| Yes     |_| No     |_| Unknown
[bookmark: Text66]If yes, how far along?       	
Are you receiving prenatal care?      |_| Yes     |_| No

	
	                                                                                                         

	Have you given birth within the last 28 days?     |_| Yes     |_| No


	Are you experiencing any complications that you feel may require emergency care?     |_| Yes     |_| No     |_| Unknown
(If the individual answers ‘yes’ to this question, he/she must be transferred to a clinical staff person.)	

	[bookmark: Text43]If yes, explain:  
	     
	

	
	
	




	
EMERGENT CARE

	Is there a need for a referral for emergent care services?     |_| Yes     |_| No

	[bookmark: Text44]Reason for emergent care:        	

	[bookmark: Text45]Emergent care referral location:        	

	[bookmark: Text69]Do you need assistance with child/dependent care?  If so, please explain.        	

	[bookmark: Text70]Do you have any special needs?  If so, please explain.        	

	FUNDING

	Do you have health insurance or Medical Assistance?     |_| Yes     |_| No     |_| Unknown

	If yes, specify:       	

	Do you have Veteran benefits?     |_| Yes     |_| No
Do you have access to other funding sources?     |_| Yes     |_| No

	If yes, specify:       	

	LEVEL OF CARE ASSESSMENT

	Is a level of care assessment needed?     |_| Yes     |_| No
            (If yes, answer questions below.)       
	

		Date of Scheduled Assessment:       	
	Scheduled Assessment Time:       	



	

	[bookmark: Text62]Assessor:       	

	

	If the assessment cannot be scheduled within 7 days of the screening, indicate why:    
	[bookmark: Dropdown29]
	

	
			(Please Select)
	

	If referred to another provider for a level of care assessment, complete the following information:

	

		[bookmark: Text73]Referral Provider:       	
	[bookmark: Text74]Provider Location:      	



	


A copy of the Client Profile and Client Screen must be forwarded to the Provider performing the level of care assessment.
Form to be submitted to SCA if required by the SCA for case management purposes.
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