	PAATHS

Bureau of Addictions Prevention, Treatment and Recovery Support Services

Boston Public Health Commission


                                                                                    
                                    Interviewer: _____________________ Date: __________

Referral Source________________________________                     Insurance Information: ____________________________

Client Name ________________________________ M (   ) F (  ) Transgender M ( ) F ( ) DOB: ____/____/___ Age: ______
Address: _________________________________________ Telephone Number: ___________________________________

Race/Ethnic Background: ___________________________________Social Security Number: ___________________________                                 
Support System-
Emergency Contact: ___________________   Relationship: _________________ Tel. #:_____________________________

Status- Single ____ Married/Partnered ____   Divorced/Separated ____   Widowed ____With whom do you live? ___________
Family- Children:  Yes___   No___          How many? _______       Ages: ___________________
Do you have custody?  Yes___ No___   If no, who has custody? ______________ Do you have visitation rights? Yes___ No___ 

Do you have a sober support system? Y (  ) N (  ) If yes, who? _________________________________________

Highest Grade Completed: _________ Employment/Source of Income:    Employed ( )     Unemployed (  )      Disabled (  )
Legal History- 
Do you have any outstanding warrants/charges?  Yes ____    No ____    Probation/Parole? Yes ____    No ____

If yes, please provide details (charge, original charge (s), court and dates) _______________________________________________________________________________________________________
______________________________________________________________________________________________________
Probation/Parole Officer's Name


             Location

                                        Phone Number
        

Medical History: Primary Care Provider: _____________________________________________ Date Last Seen: ___/___/___

Current Medical Problems: 

[] Asthma                                          [] Allergies (If yes, please explain) _____________________

[] Diabetes                                        [] Cirrhosis            Impairments (Please Specify) [] Vision/Hearing   [] Mobility Aids

[] High Blood Pressure                     [] Pancreatitis                                                          [] DMH                  [] DMR              
[] Hepatitis 


[] Other (Explain) _____________________________________________

Pregnant Y ( ) N ( )   

Current  Medication

    Prescribed Dose

  Dosing Frequency

 Refills (Yes/ No)

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you on Methadone or Suboxone?  Y ( ) N ( )           If yes, where ________________________________________________
Have you had a PPD/Chest X-Ray in the last 6 months? Y ( ) N ( )     Results: Positive [] Negative [] 
Mental Health: Diagnosis: ______________________________________Are you seeing a psychiatrist? Yes ____    No______

___________________________________________________________________________                         _____ /____/_____

Name




Location


    Phone Number                              Date of Last Visit

In the last 30 days:  Have you had suicidal thoughts /attempts?  Y ( )  N ( ) If yes, during intoxication/withdrawal? Y ( )  N ( )                                   

Prior suicide attempts:   Y ( ) N ( )   If yes, date(s) and details: ____________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________                                                                                                                                                                                    

Client Name: _____________________________________________     DOB: ____/____/____     Date: _______________
Drug and Alcohol History:

	Substance
	    Age of 

   first use
	Age of first

regular use
	       Last

        Use 
	   Amount and frequency              

      of last regular use
	      Usual

       route 



	Alcohol
	
	
	
	
	

	Cocaine/Crack
	
	
	
	
	

	Marijuana/Hashish
	
	
	
	
	

	Heroin
	
	
	
	
	

	Benzodiazepines
	
	
	
	
	

	Cigarettes
	
	
	
	
	

	Other Opiates
	
	
	
	
	

	Other
	
	
	
	
	


Drug of choice--- First________________________ Second ______________________ Third __________________________
Drug/Alcohol Treatment History:

	Treatment Modality
	Total Number of Admissions
	Last Date Attended
	Where

	Detox
	
	
	

	CSS/TSS
	
	
	

	Residential
	
	
	

	Out-Patient
	
	
	

	Methadone/Suboxone
	
	
	

	Other 
	
	
	


Have you ever been convicted of a Drunk Driving charge? Yes ____ No ____  

If yes, how many _________     Date of Last Charge ____________________
Do you attend self help/self care meetings (AA/NA)? Yes _____ No ______     Do you find them helpful? Yes _____ No _____ 

If so, date of last meeting attended _______________________________

Longest period of sobriety _____________________________When________ /_________ How _________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________
Have you ever experienced an overdose? Yes ____ No ____               Was Narcan administered? Yes ____ No ____

Have you ever administered Narcan?       Yes ____ No ____
Comments/Impairments: _________________________________________________________________________________

Outcome: [] Placed [] NBA [] Education/Support [] Eloped [] Other _______________________________________________________________________________________________________ _______________________________________________________________________________________________________

_______________________________________________________________________________________________________
Bio-Psycho-Social Assessment ________________________
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