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Pre-Intake Form Chemical Abuse 
 
 

BACKGROUND INFORMATION 
Please take time at home to complete this information form.  It may be easier to remember this information at home than at 
the office.  Bring the completed form with you to your appointment.  Completing this information before you arrive, will 
help to shorten the time needed during the  appointment.  If a section of the form does not have enough space, write on the 
back of the page.  This information is protected under Federal Regulations governing Confidentiality of Alcohol and Drug 
Abuse Client Records and the Health Insurance Portability and Accountability Act (HIPAA).   
 
Name:______________________________________________________     Date:_______________ 
                   First                                  Middle                                  Last 
 
Do you live alone?     __Yes    __No 
  
     I live with:  __husband / wife / common-law / partner     __parent(s)     __children / number__________ 
 
                          __friend(s)     __other____________________________________________________________________ 
 
Spouse:  husband / wife / common-law  / partner 
 
     Name:_______________________________________________________________________          Age:__________     
                     First                                   Middle                                   Last      
 
Children:  How many children do you have?_____ 
 
     Name:___________________________________________     Sex:  M  F    Age:_____     Living with you?   Yes   No 
 
     Name:___________________________________________     Sex:  M  F    Age:_____     Living with you?   Yes   No 
 
     Name:___________________________________________     Sex:  M  F    Age:_____     Living with you?   Yes   No 
 
     Name:___________________________________________     Sex:  M  F    Age:_____     Living with you?   Yes   No 
 
     Name:___________________________________________     Sex:  M  F    Age:_____     Living with you?   Yes   No 
 
     Name:___________________________________________     Sex:  M  F    Age:_____     Living with you?   Yes   No 
 
 
Prescription Medication:     Are you currently taking any medication?     __No     __Yes 
 
     Medication:____________________________________     Dose:_______________     Frequency:_______________ 
 
               Why Prescribed?____________________     When Prescribed?__________     Doctor____________________ 
 
     Medication:____________________________________     Dose:_______________     Frequency:_______________ 
 
               Why Prescribed?____________________     When Prescribed?__________     Doctor____________________ 
 
     Medication:____________________________________     Dose:_______________     Frequency:_______________ 
 
               Why Prescribed?____________________     When Prescribed?__________     Doctor____________________ 
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Parents: 
      
Are your parents still living?          Mother:  Yes   No:  Year Died  ______        Father:  Yes   No:  Year Died ______ 
 
     Mother:     Name:______________________________________________________________________     Age:_____        
                                         First                          Middle                         Last      
 
          Address:___________________________________________________________     Phone:___________________ 
                                                                               City          State          Zip    
 
     Father:     Name:______________________________________________________________________     Age:_____ 
                                         First                          Middle                         Last 
 
          Address:___________________________________________________________     Phone:___________________ 
                                                                               City          State          Zip 
 
 
Emergency Contact Person:     __Spouse     __Parent     __Child     __Other / Relationship_____________________ 
 
          Name:________________________________________________________________________________________             
                          First                          Middle                         Last      
 
          Address:___________________________________________________________     Phone:___________________ 
                                                                          City          State          Zip 
 
 
Brothers / Sisters:   Also, provide names of deceased brothers and sisters.  List the year they died.   
 
     Name:  B  S   _________________________________________   Age:_____   City he/she lives in?______________ 
                                  First                 Middle                 Last 
 
     Name:  B  S   _________________________________________   Age:_____   City he/she lives in?______________ 
                                  First                 Middle                 Last 
 
     Name:  B  S   _________________________________________   Age:_____   City he/she lives in?______________ 
                                  First                 Middle                 Last 
 
     Name:  B  S   _________________________________________   Age:_____   City he/she lives in?______________ 
                                  First                 Middle                 Last 
 
     Name:  B  S   _________________________________________   Age:_____   City he/she lives in?______________ 
                                  First                 Middle                 Last 
 
     Name:  B  S   _________________________________________   Age:_____   City he/she lives in?______________ 
                                  First                 Middle                 Last 
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Employment  History:  List your work history for the past five years. 
 
     Employer:_________________________________________     Type Of Work:_______________________________ 
 
               City:______________________________     From – To:______________________________ 
 
     Employer:_________________________________________     Type Of Work:_______________________________ 
 
               City:______________________________     From – To:______________________________ 
 
     Employer:_________________________________________     Type Of Work:_______________________________ 
 
               City:______________________________     From – To:______________________________ 
 
     Employer:_________________________________________     Type Of Work:_______________________________ 
 
               City:______________________________     From – To:______________________________ 
 
     Employer:_________________________________________     Type Of Work:_______________________________ 
 
               City:______________________________     From – To:______________________________ 
 
     Employer:_________________________________________     Type Of Work:_______________________________ 
 
               City:______________________________     From – To:______________________________      
 
 
Legal History:  List your lifetime arrest record.  Location: Where was the court?  Name the  City or County and State.   
 
     Date:_______________     Offense:________________________________     Alcohol / Drug Related:  __Yes   __No 
 
               Location:____________________________     Jail Time:   __No   __Yes / How Long? ____________________ 
 
     Date:_______________     Offense:________________________________     Alcohol / Drug Related:  __Yes   __No 
 
               Location:____________________________     Jail Time:   __No   __Yes / How Long? ____________________ 
 
     Date:_______________     Offense:________________________________     Alcohol / Drug Related:  __Yes   __No 
 
               Location:____________________________     Jail Time:   __No   __Yes / How Long? ____________________ 
 
     Date:_______________     Offense:________________________________     Alcohol / Drug Related:  __Yes   __No 
 
               Location:____________________________     Jail Time:   __No   __Yes / How Long? ____________________ 
 
     Date:_______________     Offense:________________________________     Alcohol / Drug Related:  __Yes   __No 
 
               Location:____________________________     Jail Time:   __No   __Yes / How Long? ____________________ 
 
     Date:_______________     Offense:________________________________     Alcohol / Drug Related:  __Yes   __No 
 
               Location:____________________________     Jail Time:   __No   __Yes / How Long? ___________________ 
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Mental Health Treatment History: 
 
     Have you ever been admitted to a hospital or treatment center for mental health problems?   __No   __Yes 
 
     Date:__________    Name Of Hospital/Center:__________________________________    Number Of Days:______ 
 
     Date:__________    Name Of Hospital/Center:__________________________________    Number Of Days:______ 
 
     Date:__________    Name Of Hospital/Center:__________________________________    Number Of Days:______ 
 
     Date:__________    Name Of Hospital/Center:__________________________________    Number Of Days:______ 
 
     Date:__________    Name Of Hospital/Center:__________________________________    Number Of Days:______ 
 
 
Alcohol Drug Treatment History: 
 
     Have you ever been in a treatment center for alcohol / drug problems?  __No   __Yes 
 
     Date:__________    Name Of Treatment Center:________________________________    Number Of Days:______ 
 
          City:______________________________          ___Inpatient  or  ___Outpatient          Completed:   __Yes   __No 
 
     Date:__________    Name Of Treatment Center:________________________________    Number Of Days:______ 
 
          City:______________________________          ___Inpatient  or  ___Outpatient          Completed:   __Yes   __No 
 
     Date:__________    Name Of Treatment Center:________________________________    Number Of Days:______ 
 
          City:______________________________          ___Inpatient  or  ___Outpatient          Completed:   __Yes   __No 
 
     Date:__________    Name Of Treatment Center:________________________________    Number Of Days:______ 
 
          City:______________________________          ___Inpatient  or  ___Outpatient          Completed:   __Yes   __No 
 
     Date:__________    Name Of Treatment Center:________________________________    Number Of Days:______ 
 
          City:______________________________          ___Inpatient  or  ___Outpatient          Completed:   __Yes   __No 
 
     Date:__________    Name Of Treatment Center:________________________________    Number Of Days:______ 
 
          City:______________________________          ___Inpatient  or  ___Outpatient          Completed:   __Yes   __No 
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