Addiction Medicine First Assessment Form

1 Client Data

Name: _______________________________________ MRN: ___________  Date: _______________

DOB: 
________/________/_____ ___        Age: _____        Phone : (      ) ______________________

Address: ___________________________________________________________________________

ODB#: __________________________ Family Physician: ___________________________________

Specialist(s): _______________________________________________________________________

Referral Source: _________________________  Physician’s Phone: (      ) _______________________

Emergency Contact Name: __________________________ Phone: (      ) _______________________
2 Confidentiality

Please review the following information with the client, answer any questions he or she may have about confidentiality and ask for a signature.

Everything that you tell the clinic staff is confidential except under the following circumstances, when we must report something you tell us to the appropriate authority:

· If we suspect that a child is being abused or neglected, it is the law that we report this information.

· If you reveal to the staff that you intend to harm another person, we are obliged to protect that person by notifying the appropriate authority.

· If a court subpoenas your chart we must release it to the party that requests it. 

· If you become suicidal or homicidal, or are unable to take care of yourself due to a psychiatric condition, you might be held against your will to be assessed by a psychiatrist.

· If it is suspected that you are unable to drive a car due to a medical condition (which includes intoxication from alcohol or drugs), we are obliged to notify the Ministry of Transportation of this and may confiscate your car keys. 

· Certain infectious diseases, when detected, must be reported to the  Public Health Department. Examples include tuberculosis and HIV.

Confidentiality has been explained to me and my questions about it have been answered to my satisfaction.
______________________________           ___________

Client Signature



Date

3 Profile  (age, marital status, living arrangements, occupation, children)
______________________________________________________________________

______________________________________________________________________

4 Reason for Referral
______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

5 History of Primary Substance Use
What is/are the client’s substance(s) of choice? ____________________________________________________________________________________________________________________________________________

Describe the characteristics of use (amount, frequency of use [now, 1st use, 1st regular use], route, whether substance is prescribed): ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________

Does the client use alone or with others? ______________________________________________________________________

**For EtOH or benzo abuse only: Is there a history of withdrawal seizures? If so, how often? What is date of last seizure? ________________________________________

____________________________________________________________________

What medical complications of drug use has the client experienced? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Which treatment is desired? ______________________________________________________________________

Why is the client coming for help now?

______________________________________________________________________
Indicate below what other drugs of abuse the client has used or currently uses.
	Drug
	Amount
	Route
	Pattern / Duration
	Last Use

	Opioids


	
	
	
	

	Ethanol


	
	
	
	

	Tobacco
	
	
	
	

	THC
	
	
	
	

	Sedatives


	
	
	
	

	Cocaine
	
	
	
	

	Stimulants
	
	
	
	

	Hallucin-ogens/GHB
	
	
	
	

	Solvents
	
	
	
	


6 Substance Use Treatment

Describe the current and/or planned treatment.

______________________________________________________________________
____________________________________________________________________________________________________________________________________________

Describe any past treatment or detox the client has undergone for substance use. 

______________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

7 High-Risk Behaviour

Does the client’s behaviour include

impaired driving?




(  yes
( no   


________________________________________________________________

IV drug use / sharing of paraphernalia /

blood transfusions / tattoos?  


(  yes
( no   

________________________________________________________________

unprotected sex?




(  yes
( no   ________________________________________________________________ 

possibility of pregnancy?



(  yes
( no   

________________________________________________________________

Date of client’s last HIV test:_____________
Last Hep B/C test:_______________

Other comments on high-risk behaviour: ____________________________________

_____________________________________________________________________

8 Consequences of Substance Use
Describe the major consequences of the client’s substance use.

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

9 Medical History

Describe the client’s past medical history.

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

List any medications that are currently prescribed to the client.

Name:_______________________ Dose: ____________ Frequency: ___________

Name:_______________________ Dose: ____________ Frequency: ___________

Name:_______________________ Dose: ____________ Frequency: ___________

Name:_______________________ Dose: ____________ Frequency: ___________

Name:_______________________ Dose: ____________ Frequency: ___________

List any OTC medications the client currently uses.

Name:_________________________Dose: ______________Frequency: ___________

Name:_________________________Dose: ______________Frequency: ___________

Describe any allergies the client has.

_____________________________________________________________________

_____________________________________________________________________ 

10 Psychiatric History

Psychiatric diagnosis:_______________________________________________

_____________________________________________     Year: ____________

Psychiatrist: ________________________________________________________

Hospitalizations (date, duration and diagnosis): _________________________________________________________________

_________________________________________________________________

_________________________________________________________________

Is the client currently suicidal?         


 (  yes
( no

__________________________________________________________________

Does the client have a history of suicide attempts?      
(  yes
( no

__________________________________________________________________

11 Legal Problems
Describe any legal problems that have resulted from the client’s substance use.

______________________________________________________________________

______________________________________________________________________

Does the client have a history of being violent?

 (  yes
( no

______________________________________________________________________

______________________________________________________________________

12 Relevant Family History
Describe any history of addictions and/or mental health problems in the client’s family.

____________________________________________________________________

____________________________________________________________________

13 DSM-IV Criteria
Please review these statements with reference to the client’s primary substance of choice and check off those to which the response is “yes”:

In the last 12 months,

( Do you need more and more of the drug you are using to get the same effect?

Describe what symptoms you experience if you suddenly stop taking the drug.

______________________________________________________________

______________________________________________________________

( Do you frequently take more drugs then you planned, or use a drug for longer than you had planned to?

( Have you had many unsuccessful attempts to cut down on your drug use?

( Do you spend a lot of your day getting, using and recovering from the effects of drugs?                

( Have you given up work, social activities or other things you used to do because of your drug use?         

( Do you keep taking drugs despite the harm and problems their use is causing you?

 14 Examination

BP: _____/_____   

HR: ______   

RR:______/min.

Temp:______ °C  

Ht: ____cm  


Wt: ____kg 

Orientated?   
(  yes    ( no

Smell of ethanol? 
(  yes
( no        
Breathalyzer result: ___________

Mental status: _______________________________________________________

___________________________________________________________________

ENT:__________________________________________________________________

Neuro:________________________________________________________________

Chest:________________________________________________________________

CVS:_________________________________________________________________

Abd:__________________________________________________________________

Skin:__________________________________________________________________

Tattoos?     (  yes        ( no  ____________________________________________

Tracks?     (  yes        ( no  ____________________________________________

Piercing?  (  yes        ( no  ____________________________________________________________


Stigmata of liver disease? (  yes        ( no  _____________________________________

Other:_________________________________________________________________

15 Problem List

1. ______________________________________________

2. ______________________________________________

3. ______________________________________________

4. ______________________________________________

5. ______________________________________________

6. ______________________________________________

16 Plan

Describe the treatment plan. _____________________________________________

____________________________________________________________________

____________________________________________________________________ 

Describe the psychosocial support plan. ____________________________________

____________________________________________________________________

____________________________________________________________________

What laboratory tests are suggested?

CBC

 INR
 
ALT

 AST

 GGT

bilirubin
albumin
creatinine

UDS
 
HBsAg     
 HCAb    
TB

HIV

 BHCG
 anti-HBsAg



Other: _________________________________________________________

Examination done by:

_____________________________      ________________________   ____________

 Physician’s Name
          


Physician’s Signature                

Date
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