Substance Abuse Waiting List Documentation Form
Provider ID:       

Site ID:       
Provider Name:       


Client SSN:       

Client Name:       

Client Phone:       
Client Address:       
State:       
 Zip:       
Alternate Address:       
Alternate Phone:      
(Including State and Zip)
Date of Initial Face to Face Screening:       
County of Residence:       
Client Age:        Client Gender:       Client Race:        Recommended Treatment Service:      
Pregnant:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
     Post Partum:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
Seeking Treatment for IV Drug Use: 
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Client Referred to Another Agency:
   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
Client Accepted Outside Referral:  
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
Client placed into Interim services while awaiting admission into the recommended treatment service:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
Counselor/Client Follow-Up Contact and Method of Contact

Date of Contact
Face-to-Face
      Phone
Letter

Employee Name
     


         FORMCHECKBOX 

          FORMCHECKBOX 

    FORMCHECKBOX 


     
     


         FORMCHECKBOX 

          FORMCHECKBOX 

    FORMCHECKBOX 

                 
     


         FORMCHECKBOX 

          FORMCHECKBOX 

    FORMCHECKBOX 


     
     


         FORMCHECKBOX 

          FORMCHECKBOX 

    FORMCHECKBOX 


     
If placed into treatment, how many days was the client on the waiting list?       
If client was removed from the waiting list and not placed into treatment, please state the reason for removal and provide the number of days on the waiting list before removal.
Reason for Removal:       

Days on Waitlist:       
Name of Employee completing this form:       
Phone:       
Note:  The information on this form is to remain at the agency and will be used for verification purposes during Contract Oversight Unit monitoring .

Form Date:  04/18/2008
