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	MEDICALLY ASSISTED TREATMENT ASSESSMENT


Substance Use History

Presenting Problem: (Why seeking services. What specifically has prompted client to come in? What events led up to client seeking services? How are problems impacting client’s sleeping, eating, ability to work?)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Which of the following substances has client used?

( Alcohol
( Amphetamines   ( Methadone  ( Opiates  ( Heroin  ( Cocaine


    

( Barbiturates   ( PCP (  Inhalants   ( Hallucinogens   ( Tranquilizers ( Marijuana 



( Prescription Drugs (which ones?) __________________________  ( others____________________________
What is client’s main drug of choice?

 ( Alcohol
( Amphetamines   ( Methadone  ( Opiates  ( Heroin  ( Cocaine


    

( Barbiturates   ( PCP  (  Inhalants   ( Hallucinogens   ( Tranquilizers ( Marijuana  


( Prescription Drugs (which ones?) __________________________  ( others____________________________
Has client’s alcohol/drug use increased in the last 6 months?  ( Yes    ( No
When did client first use alcohol/drugs? ____________________________________________________________
When did client last use alcohol/drugs? ____________________________________________________________
Client describes his/her use as:

    ( Occasional (1–2x’s a year)
( Periodic (3–6x’s a year)
 ( Social (once a month)

    ( Recreational (2–4x’s a month)
( Addictive (daily)
Has client experienced any of the following?
( Withdrawal Symptoms  ( Increased Tolerance  ( Increased lifestyle around alcohol /drug use 


( Black outs   ( Seizures   ( Morning use  ( Hallucinations    ( Shakes
 ( D.T.’s

    

( Isolative Use   ( Cravings   ( Hiding  ( Changing Substances ( Over-dosed                                                    (  others______________________________

What stressors in client’s life lead to use? What are client’s reasons for using? ______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

Psychiatric Information; (Previous counseling experience? On any psychotropic meds [if yes, identify meds; Rx-ed by whom]?  Past hx of suicidal or homicidal ideation [if yes, provide details, including how, when, circumstances, whether medical attention was required]?  Current suicidal/ homicidal ideation [if yes, explore plan, means, imminence]? Any past psychiatric hospitalizations [if yes, when, for what condition, Dx given]?)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How has client’s substance use affected their:

Physical Health: ________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

Mental Health: _________________________________________________________________________________
______________________________________________________________________________________________

______________________________________________________________________________________________

Personality: ___________________________________________________________________________________
______________________________________________________________________________________________

______________________________________________________________________________________________

Legally/Financially: _____________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

Family Life/Friends: _____________________________________________________________________________
______________________________________________________________________________________________

______________________________________________________________________________________________

Intimate Relationships: __________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does client or partner have trouble managing anger when high? If yes, explain__________________________
______________________________________________________________________________________________

Do client or partner become more aggressive when high? If yes, explain. _____________________________

______________________________________________________________________________________________

Has client ever attended 12 step meetings?  ( Yes 
( No
If yes; which 12 step group? _____________________________________________________________________

What is client’s experience and perception of 12 Step Programs? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Has client had any periods of abstinence off substances?   ( Yes
(No

How Long? __________________ When? ___________________________
How Long? __________________ When? ___________________________

How Long? __________________ When? ___________________________

Current Support System; (Who is available to client for emotional support?  Quality of that support.  Is support system aware of client’s presenting problem(s)?  Currently in a rx?  If yes, how long?  Living together?  Is partner using drugs or alcohol?  Children in household?  If yes, ages?  Identify if there is a specific deficit of support.)

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
MEDICAL INFORMATION (Any current medical conditions?  HIV status?  If HIV-infected: first Dx-ed when?  Current feelings about this?  Where receiving medical care?  Experience of HIV-related symptoms?  Taking any medications?  If yes, identify.  Side effects?)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
CLINICAL ASSESSMENT (Client description.  Summary of presenting issues.  Counselor’s assessment of factors impacting, contributing to, and resulting in presenting problems.  Potential for therapeutic work.)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
CONSIDERATIONS:
Is there a medical consideration? (Please explain)
( Yes 
( No 


______________________________________________________________________________________________

______________________________________________________________________________________________ 

Is there a Mental Health consideration? (Please explain)
( Yes 
( No 


______________________________________________________________________________________________

______________________________________________________________________________________________ 

Is there a Psycho-Social consideration? (Please explain)
( Yes 
( No 


______________________________________________________________________________________________

______________________________________________________________________________________________ 

Is clients support system appropriate? (Please explain)
( Yes 
( No 


______________________________________________________________________________________________

______________________________________________________________________________________________ 

Is there a readiness for change consideration? (What’s stage of change does the client appear to be in? What are their obstacles to change?)




( Yes 
( No 


______________________________________________________________________________________________

______________________________________________________________________________________________ 

Is client appropriate for Medically Assisted Treatment? (Please explain)

( Yes 
( No

______________________________________________________________________________________________

______________________________________________________________________________________________





CLIENT FUNCTIONAL STATUS:  ( Crisis    ( Vulnerable    ( Stable    ( Safe    ( Thriving
STAFF INTERVENTIONS/RESOURCES/REFERRALS MADE (Include details if interventions for suicidality/homicidally or child/elder abuse/neglect were required.)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Scores:
GAD-7________ 

PHQ-9________
Readiness to Change____________

Referrals needed: 
( MAT

( Primary Care 
( Addiction Recovery Services (ARS)


( Transgender Health Program (THP) 
( HIV Care 
( Psychiatry 

( HIV+ client informed of need to provide proof of Dx (If not currently a JGC client).
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