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SUBSTANCE USE TREATMENT  
CLIENT HEALTH HISTORY FORM 

 

Today’s Date 

Last Name:  First Name:  Middle Initial Birthdate: 

SUBSTANCE USE TREATMENT INFORMATION & DETOX STATUS 

Have you ever taken any of the following Anti-Anxiety Medications (Benzodiazepines)? 

☐ Ativan 

☐ Xanax 

☐ Dalmane 

☐ Doral 

☐ Halcion 

☐ Niravan 

☐ Prosom 

☐ Restoril 

☐ Serax 

☐ Tranxene 

If yes, date of last use: Is it a current prescription? ☐ Yes ☐ No Prescribed to you? ☐ Yes ☐ No 

Do you have any past/present withdrawal symptoms from alcohol or anti-anxiety medication?  ☐ Yes ☐ No 
If yes, please list the symptoms: 

Current Drug Used Use in Last 7 Days Use IV? 
How Often/How 

Much? 
How Long? 

     

     

     

     

Tobacco use:  ☐ Never ☐ Previous Use ☐ Current Use If using: ☐ Smoke ☐ Smokeless ☐ Vape 

How much / How often do you use tobacco?  Do you have a Medical Marijuana card? ☐ Yes ☐ No 

Have you been in treatment before? ☐ Yes ☐ No If yes, please list program(s) and year: 

 

How many self-help support groups (AA, NA, etc.) do you attend in a typical months? 

MEDICAL INFORMATION 

Are you currently pregnant?  ☐ Yes ☐ No ☐ Maybe If yes, how far along are you?  

Primary Care Physician Name: Phone: 

Dental Provider Name: Phone: 

Do you need assistance finding a Primary Care Physician or Dental Provider?  ☐ Yes ☐ No 

Do you have a history of: 
☐ Liver Disease 

☐ Heart Attack, Stroke, Heart Surgery 

☐ Seizure  

☐ DT’s 

☐ Head Injuries 

☐ Vision Problem 

☐ High Blood Pressure 

☐ Hallucinations 

☐ Diabetes 

☐ Other Chronic Medical Condition 

☐ Dental Problem  

☐ Headaches (frequent/severe)  

☐ Chronic Cough 

☐ Back Injury/Pain 

☐ Eating Disorder 

☐ Chronic Pain 

If any conditions are checked, please explain: 
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Any Allergies to: ☐ Medications ☐ Bee Stings ☐ Foods List allergies: 

Have you been diagnosed with: ☐ Hepatitis A ☐ Hepatitis B ☐ Hepatitis C ☐ HIV 

If yes, do you need treatment for Hepatitis C / HIV? ☐ Yes ☐ No 

If no, do you want to be tested for Hepatitis C / HIV? ☐ Yes ☐ No 

Have you been tested for TB? ☐ Yes ☐ No If yes: ☐ Positive ☐ Negative Current TB Card? ☐ Yes ☐ No 

Current Medications? ☐ Yes ☐ No Do you have a 30-day supply? ☐ Yes ☐ No Need Refill? ☐ Yes ☐ No 

List Medications and Amounts (if available): 

Medication Name Amount Medication Name Amount 

    

    

    

    

BEHAVIORAL HEALTH STATUS 

Are you currently experiencing any of the following symptoms? 

☐ Depression ☐ Mood Swings ☐ Panic/Anxiety ☐ Paranoia ☐ Hallucinations  

☐ Suicidal Thoughts or Plan If you checked suicidal thoughts or plan, please describe: 
 

Have you ever been diagnosed with a mental illness? ☐ Yes ☐ No Diagnosis: 

Current Mental Health Provider Name: Phone: 

Have you ever had to lie to people important to you about how much you have gambled? ☐ Yes ☐ No 

Have you ever felt the need to bet more and money? ☐ Yes ☐ No 

LEGAL STATUS 

☐ Parole ☐ Probation ☐ Mental Health Court ☐Drug Court ☐ Incarcerated ☐ None ☐ Other: 

Do you have any Pending Court Cases? ☐ Yes ☐ No If yes, for what? 

Do you have any current or previous charges for Violent Offense? ☐ Yes ☐ No Sexual Offense: ☐ Yes ☐ No 

How many times have you been arrested for DUII? Other charges? 

Check agencies you’re involved with: ☐ Mental Health ☐ Voc Rehab ☐ Bay Cities ☐ Translink ☐ CWP 

Child Welfare Case Worker: Parole/Probation Officer: 

Do you have any Family or Friends who work for Adapt Integrated Health Care? ☐ Yes ☐ No 

If yes, please list name(s) and department: 
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HAD SCALE 

 

Patient's Name: Date of Birth: 
Counselors are aware that emotions play an important part in most addictions. If your counselor knows about these 
feelings, he or she will be able to help you more. This questionnaire will help your counselor know how you feel.  
 
Read each item and circle the best answer to show how you have been feeling in the past week. 

 

I feel tense or “wound up”  

3 Most of the time 
2 A lot of the time 
1 Time to time, occasionally 
0 Not at all 

I feel as if I am slowed down 

3 Nearly all of the time 
2 Very often 
1 Sometimes 
0 Not at all 

I still enjoy the things I used to enjoy 

0 Definitely 
1 Not quite as much 
2 Only a little 
3 Not at all 

I get sort of frightened feeling like “butterflies in the 
stomach”  

0 Not at all 
1 Occasionally 
2 Quite often 
3 Very often 

I get a sort of frightened feeling like something awful is 
going to happen 

3 Very definitely and quite badly 
2 Yes, but not too badly 
1 A little, but it doesn’t worry me 
0 Not at all 

I have lost interest in my appearance 

3 Definitely 
2 I don’t take as much care as I should 
1 I may not take as much  
0 I take just as much care 

I can laugh and see the funny side of things 

0 As much as I always could 
1 Not quite so much now 
2 Definitely not so much now 
3 Not at all 

I feel restless as if I must be on the move 

3 Very much indeed 
2 Quite a lot 
1 Not very much 
0 Not at all 

Worrying thoughts go through my mind 

3 A great deal of time 
2 A lot of the time 
1 From time to time but not too often 
0 Only occasionally 

I look forward with enjoyment to things 

0 As much as I ever did 
1 Rather less than I used to 
2 Definitely less than I used to 
3 Hardly at all 

I feel cheerful 

3 Not at all 
2 Not often 
1 Sometimes 
0 Most of the time 

I get sudden feelings of panic 

3 Very often indeed 
2 Quite often 
1 Not very often 
0 Not at all 

I can sit at ease and feel relaxed 

0 Definitely 
1 Usually 
2 Not often 
3 Not at all 

I can enjoy a good book or radio or TV program 

0 Often 
1 Sometimes 
2 Not often 
3 Very seldom 

 
FOR OFFICE USE ONLY:   
 A Score (bold): _________  D Score: _________   <7 not present;  8-10 doubtful;  ≥ 11 definite 
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LIFE EVENTS CHECKLIST 

 
Patient's Name: Date of Birth: 

Listed below are several difficult or stressful things that sometimes happen to people. For each event, check one or 
more of the boxes to the right to indicate that: (a) it happened to you personally, (b) you witnessed it happen to someone 
else,  (c) it doesn’t apply to you. 

 
Be sure to consider your entire life (growing up as well as adulthood) as you go through the list of events. 

 

Event Happened to me Witnessed it Doesn’t apply 

1. Natural disaster (for example, flood, hurricane, 
tornado, or earthquake).  

   

2. Fire or explosion 
   

3. Transportation accident (for example, car accident, 
boat accident, train wreck, plane crash).   

   

4. Serious accident at work, home, or during recreational 
activity. 

   

5. Exposure to toxic substance (for example, dangerous  
chemicals, radiation). 

   

6. Physical assault (for example, being attacked, hit, 
slapped, kicked, beaten up) 

   

7. Assault with a weapon (for example, being shot, 
stabbed, threatened with a knife, gun, bomb) 

   

8. Sexual assault (rape, attempted rape, made to perform 
any type of sexual act through force or threat of harm) 

   

9. Other unwanted or uncomfortable sexual experience 
   

10. Combat or exposure to a warzone (in the military or as 
a civilian) 

   

11. Captivity (for example, being kidnapped, abducted, held 
hostage, prisoner of war) 

   

12. Life-threatening illness or injury 
   

13. Severe human suffering 
   

14. Sudden, violent death (for example, homicide, suicide) 
   

15. Sudden, unexpected death of someone close to you 
   

16. Serious injury, harm, or death you caused to someone 
else 

   

17. Any other very stressful event or experience 
   

Blake, Weathers, Nagy, Kaloupek, Charney, & Keane, 1995  

  



  

 Client Health History, Substance Use Treatment - Page 5 of 6
 06/01/21 

INFECTIOUS DISEASE RISK ASSESSMENT FORM 

This form is used for educational and referral purposes only. 
It is not included in the treatment file and shredded after initial assessment. 

 

1. In the past 12 months have you had a tattoo, body piercing, acupuncture or have had 
contact with someone else’s blood?  

☐ Yes ☐ No 

2. Within the last 30 days, have you had any of the following symptoms lasting for more than 2 weeks? 

☐ Nausea 

☐ Fever 

☐ Productive Cough 

☐ Coughing Blood 

☐ Shortness of Breath 

☐ Weight Loss (unintentional) 

☐ Diarrhea (lasting more than 1 week) 

☐ Lumps/swollen gland in neck or armpit 

☐ Night Sweats (so bad that you had to 
change your clothes/sheets) 

☐ Women—Have you missed your last 
two periods 

3. Have you ever been told you have TB?   ☐ Yes ☐ No 

4. Has anybody you know or have lived with been diagnosed with TB in the past year?   ☐ Yes ☐ No 

5. Have you ever had a positive skin test for TB?  (A test where they gave you a shot in your 
forearm, and a few days later a hard bump appeared.)  

☐ Yes ☐ No 

6. Have you ever been treated for TB?   ☐ Yes ☐ No 

7. Have you ever been told that you have:  ☐ Hepatitis A ☐ Hepatitis B ☐ Hepatitis C 

8. Do you use needles to shoot drugs or shared needles or syringes to inject drugs? ☐ Yes ☐ No 

9. Have you ever had a job that put you in danger of needle stick injuries or other types of 
blood contact? 

☐ Yes ☐ No 

10. Do you use stimulants (cocaine/methamphetamine)? ☐ Yes ☐ No 

11. In the last 12 months, have you or anyone you have had sex with had (STDS), like syphilis, 
gonorrhea, herpes, chlamydia, nongonococcal urethritis, other sexually transmitted diseases, 
or hepatitis? 

☐ Yes ☐ No 

12. Did you have a blood transfusion before 1992 or received blood products produces before 
1987 for clotting problems? 

☐ Yes ☐ No 

13. Was your birth mother infected with Hepatitis C virus during the time of your birth? ☐ Yes ☐ No 

14. Have you been, or are you currently, on long term dialysis? ☐ Yes ☐ No 

15. Have you had sex with someone who has the blood disease hemophilia? ☐ Yes ☐ No 

16. Have you had unprotected sex with a person who injects drugs or with a man who has sex 
with other men? 

☐ Yes ☐ No 

17. Have you had sex in exchange for money or drugs, or to survive? ☐ Yes ☐ No 

18. Have you had sex with more than one person in the past 6 months?  Any types of vaginal, 
rectal or contact without protection (condom or other barrier) with or without your 
consent? 

☐ Yes ☐ No 

19. Have you had sex or shared needles to inject drugs with a person who has AIDS or who 
tested positive on the antibody test for AIDS/HIV disease or Hepatitis C? 

☐ Yes ☐ No 

20. Have you ever injected drugs, even once? ☐ Yes ☐ No 

21. Have you ever been pricked by a needle or syringe that may have been infected with HIV or 
Hepatitis C Virus? 

☐ Yes ☐ No 

22. Have you ever had a drinking problem that required medical care or counseling, or have you 
ever been told or thought that you have a drinking problem? 

☐ Yes ☐ No 
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The following questions are asked to help with treatment planning. 
It is not required that you answer them to participate in assessment and/or treatment. 

 
 

1. Have you ever had a blood test for the HIV antibody?   ☐ Yes ☐ No 

If No, would you like a blood test? ☐ Yes ☐ No 

If Yes, have you been tested within the last 6 months? ☐ Yes ☐ No 

2. Have you ever had a blood test for the Hepatitis C Virus?   ☐ Yes ☐ No 

If No, would you like a blood test?   ☐ Yes ☐ No 

If Yes, have you been tested within the last 6 months?  ☐ Yes ☐ No 

3. How would you judge your own risk for being infected with HIV (the AIDS virus)? 

☐ I know I am infected.  ☐ I think I am at NO risk. 

☐ I think I am at high risk.  ☐ I am not sure what my risk is. 

☐ I think I am at low risk. 

4. How would you judge your own risk for being infected with the Hepatitis C Virus?   

☐ I know I am infected.  ☐ I think I am at NO risk. 

☐ I think I am at high risk.  ☐ I am not sure what my risk is. 

☐ I think I am at low risk. 
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Voter Registration 
I understand that staff will offer an opportunity to register to vote during admission. 
 
By reading and signing this form, I accept my rights and responsibilities as a patient and consent to the 
treatment and services provided by Adapt. In addition, by signing this form, I certify that I have not 
withheld insurance coverage information existing at the time of this service and that no other 
insurance coverage exists beyond that which I have provided. I accept full responsibility for all charges 
whether they are covered by insurance or not. I have authorized Adapt to release all information 
necessary to my insurance company to make payment. I have read and understand the above 
information and give authorization for payment of insurance benefits to be made directly to Adapt for 
services provided. 
 
 
 
 

   

Patient or Guardian / Personal Representative signature  
(circle one) 

 Date 

 
 

   
Printed name of Patient  
  
 

 Printed name of Signatory and relationship, if 
not Patient 
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AUTHORIZATION FOR USE AND DISCLOSURE 

ACKNOWLEDGEMENT OF TEXTING RISK 
 

For services provided by Adapt Integrated Health Care, hereafter referred to as the “Health Center” 
 
By completing this form, I authorize all Health Center office staff, healthcare providers, and any agents or 
independent contractors acting at and under the direction of same to leave messages regarding appointments, 
test results, or diagnostic results on my answering machine/voicemail at the designated number(s), and/or with 
the designated family member/friend(s), and/or to disclose my health information to the designated family 
member/friend(s) as described below. 
 
Health Center’s policy is to discourage staff from communicating with clients via text. Communicating through 
text messages can lead to unintended consequences. Private information, your role as a client/patient at Health 
Center, or Protected Health Information (PHI) may be seen by people who you do not want to see it.  
 
If you choose to have staff communicate with you by text because you have no other way to communicate or 
you prefer it, here is a list of possible ways your information could be inadvertently disclosed. There may be 
other ways in which this texting can result in your information being disclosed that are not on this list.  Some 
things to consider: 
 

• Messages are often displayed on the phone automatically and you may not be nearby to monitor the 
device—a person could inadvertently or intentionally read a message  

• A person could use the phone pretending to be you and the person on the other end would not know 

• If a person gets access to your phone when you are not present, they could read through sent and 
received texts, even months or years later 

 
If I request that a Health Center staff member communicate with me via text and I choose not to use a secure 
app, I understand that I may be putting my confidentiality and privacy at risk. By signing this form, I am 
acknowledging that I have been advised of the risk and I will hold Health Center harmless for any disclosures 
that occur because of this method of communication.  
 
I am also consenting to receive text reminders for upcoming appointments. I understand that I can opt out at 
any time by text STOP to the appointment reminder text message. 
 
Please initial or mark as not applicable (N/A) all authorization(s):  

________ Authorization to leave messages concerning appointment information, test results or diagnostic 
results on the following answering machine/voicemail(s) or email. 
_____________  ____________   ________________ ____________________________  
(Home phone)  (*Cell phone)  (Message phone)  (Email) 
 
Please choose: _____ VOICE     _____  TEXT 
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I have read and agree to the statements above. 
 
 

   

Patient or Guardian / Personal Representative signature  
(circle one) 

 Date 

 
 

   
Printed name of Patient  
  
 

 Printed name of Signatory and relationship, if not 
Patient 

 

 

If you are not available at the time that we call, please list 
below those individuals with whom we can leave a message or 
briefly discuss your medical information. 

Authorization to 
leave messages 

concerning 
appointment 

information with 
designated family 
member/friend(s).  

Authorization to 
disclose my health 

information to 
designated family 
member/friend(s).  

Name Relationship Phone Number Initial Below Initial Below 
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INFORMED CONSENT FOR TELEHEALTH SERVICES 

For services provided by Adapt Integrated Health Care,  
hereafter referred to as the “Health Center” 

 
1. I understand that telehealth is the use of electronic information and communication 

technology to deliver health care services including, but not limited to, the assessment, 
diagnosis, consultation, treatment, education, care management and or self-management 
of a patient, when the patient is located at a different site than the provider. 

2. I understand that my health care provider wishes me to engage in a telehealth intervention.  

3. My health care provider has explained to me how the electronic information and 
communication technology will be used during the visit and will not be the same as a direct 
patient slash health care provider visit due to the fact that I will not be in the same room as 
my health care provider.  

4. I understand there are potential risks of this technology, including interruptions, 
unauthorized access and technical difficulties that may lead to an inability to obtain 
information sufficient for decision making about my health problem and that all reasonable 
precautions will be taken to minimize these risks. I understand that my health care provider 
or I can discontinue the telehealth consult/visit if it is felt that the video conferencing 
connections are not adequate for the situation.  

5. I have had the alternatives to telehealth consultation explained to me. In choosing to 
participate in a telehealth consultation, I understand that some parts of the exam involving 
physical tests may not be conducted or may be conducted by individuals at my location at 
the direction of the consulting health care provider. 

6. I understand that my health care information may be shared with other individuals for 
treatment, payment, or operations purposes, in accordance with Oregon and federal 
privacy rules and the Notice of Privacy Practices. Others may also be present during the 
consultation in addition to my health care provider in order to operate the communication 
equipment. The above-mentioned people will all maintain confidentiality of the 
information obtained. I further understand that I will be informed of their presence during 
the consultation and will have the right to request the following  

a. Omit specific details of my medical history/physical examination that are personally 
sensitive to me  

b. Ask non-medical personnel to leave telehealth examination room and or  

c. Terminate the consultation at any time.  

7. My questions have been answered in the risks, benefits, and any practical alternatives have 
been discussed with me in a language in which I understand.  
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8. I understand that I have the right to withhold or withdraw my consent to the use of 
telehealth in the course of my care at any time, without affecting my right to future care 
treatment. I may revoke my consent orally or in writing at any time by contacting Health 
Center at (541) 672-2691. 

9. I understand that I will be responsible for any copayments or coinsurances that apply to my 
telehealth visit.   

10. I understand that my telehealth visit will be documented in my medical record.  

11. I understand that I have the right to select another provider and be notified that by selecting 
another provider, there could be a delay in service and the potential need to travel for a 
face to face visit.  

 
I hereby give my informed consent for telehealth treatment.  
 
 
   

Patient or Guardian / Personal Representative 
signature (circle one) 

 Date 

 
 
   
Printed name of Patient
 
 
  
 

 Printed name of Signatory and 
relationship, if not Patient 
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SUBSTANCE USE TREATMENT 
CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION 
 
I understand that Adapt Integrated Health Care (hereafter, Adapt) programs will use and disclose health information 
about me. Adapt programs include Crossroads Residential, Adult and Youth Outpatient, SouthRiver Community Health 
Center, Deer Creek Residential, and Adapt Corrections.    
 
Adapt staff members may release information about me to other Adapt staff members that concerns substance abuse, 
HIV, genetic testing, sickle cell information, and mental health information.  This information will be disclosed on a need-
to-know basis as it relates to your care. This includes clinical and administrative processes. 
 
Name of Patient:   ___________________________________________ Date of Birth:  _________________________  
 

FROM / TO TO / FROM  

Name  
 ADAPT PROGRAMS 

Name  
 

Address 
 621 W. MADRONE ST.  
 PO BOX 1121 

Address 
  

City/State/Zip 
 ROSEBURG, OR  97470 

City/State/Zip 
 

Phone/Fax 
 P 541-672-1761  /  F 541-672-1688 

Phone/Fax 

 

PURPOSE OF DISCLOSURE 
 
Purpose of Disclosure: ___________________________________________________________________________  

Describe each purpose of disclosure or state “at the request of the individual” if this authorization is initiated by the 
individual and the individual does not, or elects not to, provide a statement of purpose.  
 
I understand and agree that this information will be disclosed if I place my initials in the applicable space next to 
the type of information. 

***PLEASE INITIAL*** 
 

 _____ Alcohol/Drug Evaluation  _____ Summary of Progress  _____ Treatment Discharge Summary 

 _____ Appointment Information  _____ Emergency Contact  _____ UA Results/Reports 

 _____ Attendance Reports  _____ Laboratory reports  _____ Other as specified 

Dates of Service from: ___________ to  __________  (Only the most recent records will be released if not specified.) 

 
  



 

Consent for Release of Confidential Information SUD -- Page 2 of 2 
06/01/21 

 
 

*Special Protected Information: If the information to be disclosed contains any of the types of records or information 
listed below, additional laws relating to the use and disclosure of the information may apply. I understand and agree 
that this information will be disclosed if I place my initials in the applicable space next to the type of information. 
 
 _____ *Drug/Alcohol diagnosis, treatment and/or referral 

 _____ *Mental Health information including diagnosis and 
medication 

 ______ *HIV/AIDS information 

 ______ *Genetic testing information 

 ______ *Sickle cell information  

 
I understand that my alcohol and/or drug treatment records are protected under the Federal regulations governing 
Confidentiality and Drug Abuse Patient Records, 42 C.F.R. Part 2, and the Health Insurance Portability and Accountability 
Act of 1996 (“HIPAA”), 45 C.F.R. pts 160 & 164, and cannot be disclosed without my written consent unless otherwise 
provided for by the regulations.  I also understand that I may revoke this consent at any time except to the extent that 
action has been taken in reliance on it.   This Authorization will expire on  ___________________ (date) or 1 year from 
the date of signing, or the end of the period reasonably needed to complete the  disclosure for the above described 
purpose.   
 
I understand that I might be denied services if I refuse to consent to a disclosure for purposes of treatment, payment, or 
health care operations, if permitted by state law.  I will not be denied services if I refuse to consent to a disclosure for 
other purposes. 
 
I have reviewed and I understand this Authorization.  By signing this Authorization, I am directing you to disclose my health 
information to another person or organization that may not have or obey the same obligations to protect privacy that you 
do under state and federal law.  Therefore, the disclosure of the information specified above carries with it the potential 
for an unauthorized re-disclosure and loss of protection under state and federal law.   
 
I have been provided a copy of this form.   
 

Signature of Patient: Date: 

Signature of Person Signing Form if Not Patient: 
 

Describe Authority to Sign on Behalf of Patient: 

 
 
_________________________________________________________  
 
PROHIBITION ON REDISCLOSURE OF CONFIDENTIAL INFORMATION 
This notice accompanies a disclosure of information concerning a client in alcohol/drug treatment, made to you with the 
consent of such client.  This information has been disclosed to you from records protected by federal confidentiality 
rules (42 C.F.R. Part 2).  The federal rules prohibit you from making any further disclosure of this information unless 
further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise 
permitted by 42 C.F.R. Part 2.  A general authorization for the release of medical or other information is NOT sufficient 
for this purpose.  The federal rules restrict any use of the information to criminally investigate or prosecute any alcohol 
or drug abuse patient. 
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