RESET

DRUG AND ALCOHOL CASE IDENTIFICATION
TREATM E NT coO DIST RECORD # DATE
INFORMATION FORM

FIRST LAST M.I. SOCIAL SECURITY NUMBER
STREET NAME # APT. # CITY STATE ZIP CODE 'EELEPHON)E NO.

TREATMENT CENTER AND ADDRESS:

|:| REFERRAL

This person is being referred for evaluation of a possible alcohol or drug abuse problem and possible entry into a treatment program.
The clinic evaluation will assist the county assistance office (CAO) in determining this person’s eligibility for assistance. Please
provide information below or on the reverse as requested. If necessary, copy for your records and return the original copy to the
presenter, or mail to:

CAO ADDRESS:

IMCW NAME

T6i xin Gy quyén va yéu cau tiét 16 thong tin clia trung tam didu tri cai nghién ma tly/rwou cla tdi cho CAO xac minh rang t6i hién dang
didu tri lam dung ma tdy/rwou, tén va dia chi clia chwong trinh diéu tri ma tay/rwou, thoi gian didu tri dw kién, loai hinh diéu tri, liéu
chwong trinh didu tri c6 ngan can tdi khdng dwoc lam nhitng cdng viéc cu thé nao hay khdng va nhirng théng tin vé viéc lam va didu tri
lién quan dwoc yéu cau trén mau don néy T6i hidu ring thong tin thu dwoc sé chi dwoc s dung cho cac muc dich lién quan truc tiép
t&i tinh hop 1& cha toi dé dwoc hd tro tdi da la 9 thang. Téi cling hiéu rang t6i co the rat lai Gy quy&n nay bat ky khi ndo ngoai trir pham
Vi no da dwoc thue hién, nhung sé hét han sau 9 thang ké tir ngay t6i ky vao Gy quy&n nay hodc vao ngay
néu sém hon thoi han 9 thang.

| hereby authorize and request disclosure of information by my drug/alcohol treatment center to the CAO verifying
that | am currently undergoing treatment for drug/alcohol abuse, the name and address of the drug/alcohol treatment
program, the estimated length of the treatment, the type of treatment, whether the treatment program precludes
me from any form of employment, and any related employability and treatment information requested on this form.
| understand that the information obtained will be used only for purposes directly related to my eligibility for assistance
for up to a lifetime limit of nine months. | also understand that this authorization can be revoked by me at any time
except to the extent it has been acted upon, but will otherwise expire nine months after the date of my signature or on
if sooner than nine months.

CHU KY CUA NGUO1 NOP BON/NGU'OI NHAN « APPLICANT/RECIPIENT SIGNATURE NGAY THANG « DATE

CHU KY CUA NGUOI LAM CHUNG * WITNESS SIGNATURE NGAY THANG - DATE

CHUC VU « TITLE

62 P.S. §432 (3)(i)(C) va (E) va 55 Pa. Code §141.61 (c)(1)(|||)(E) yéu cau rang nhw mot didu kién dé& dwoc tro
cép, ngudi lién quan phal tuan thu theo cac I|ch hen da lén ké hoach va chap nhan tat ca cac didu tri da duoc
ké don cho minh néu thdm dinh chirng minh rang anh ta/cd ta co van dé nghién rwou hoac chat ma tay, va
chuwong trinh diéu tri ngén can anh ta/cd ta duwoc tham gia bat ky hinh thirc viéc lam nao.

62 P.S. §432(3)(i)(C) and (E) and 55 Pa. Code §141.61 (c)(1)(iii)(E) require that, as a condition of eligibility for
assistance, this person must keep any scheduled appointment and accept whatever treatment is prescribed
for him/her if an evaluation substantiates that he/she has an alcohol or drug problem, and his/her treatment
program precludes any form of employment.

PA 1672-V 2/19



PROVIDER RESPONSE TO REFERRAL

D SLOT AVAILABLE. START DATE ESTIMATED LENGTH OF TREATMENT PERIOD

D OUTPATIENT/INTENSIVE OUTPATIENT* |:| PARTIAL HOSPITALIZATION D RESIDENTIAL/HALFWAY HOUSE
TREATMENT SCHEDULE

D DOES THE TREATMENT SCHEDULE PRECLUDE THE CLIENT FROM WORKING? |:| YES D NO

IF YES, WHY? IF YES, WHEN WILL HE/SHE BE ABLE TO WORK?

*SCA SIGNOFF REQUIRED IF TREATMENT SCHEDULE REFLECTS 10 HOURS OR LESS PER WEEK BUT PRECLUDES EMPLOYMENT.

D SLOT UNAVAILABLE. DATE FIRST SLOT AVAILABLE

|:| CLIENT DID NOT KEEP APPOINTMENT.

D REQUEST FOR INFORMATION:

This person has indicated that he/she is currently in a drug/alcohol treatment program. He/she must actively continue in the
treatment program to be eligible for assistance. Please provide the information under the sections that are indicated. See the
authorization for disclosure of information section above or attached.

Q INITIAL REQUEST (FIRST MONTH)

D CLIENT IS IN ACTIVE TREATMENT. THE TREATMENT BEGAN AND IS EXPECTED TO END

THE TREATMENT PROGRAM IS:

D OUTPATIENT/INTENSIVE OUTPATIENT* D PARTIAL HOSPITALIZATION |:| RESIDENTIAL/HALFWAY HOUSE

HOW MANY HOURS, PER WEEK, IS THE CLIENT SCHEDULED TO ATTEND TREATMENT? (NOT APPLICABLE TO RESIDENTIAL/
HALFWAY HOUSE)

D DOES THE TREATMENT PROGRAM PRECLUDE THE CLIENT FROM WORKING? D YES |:| NO

IF YES, WHY: IF YES, WHEN WILL HE/SHE BE ABLE TO WORK?

*SCA SIGNOFF REQUIRED IF TREATMENT SCHEDULE REFLECTS 10 HOURS OR LESS PER WEEK BUT PRECLUDES EMPLOYMENT.

|:| PROGRESS REPORT: PERIOD BEGINNING/ENDING: /
PROVIDER RESPONSE:
|:| CLIENT REMAINS IN TREATMENT. |:| YES |:| NO
CLIENT ATTENDED TREATMENT SESSIONS DURING THE REPORT PERIOD.
NUMBER
D DOES THE TREATMENT PROGRAM CONTINUE TO PRECLUDE THE CLIENT FROM WORKING? D YES |:| NO
IF YES, WHY: IF YES, WHEN WILL HE/SHE BE ABLE TO WORK?
|:| TREATMENT PROGRAM ENDED . REASON:

PLEASE ATTACH ANY ADDITIONAL EXPLANATORY NOTES THAT YOU MAY THINK NECESSARY.

CERTIFICATION: | HEREBY CERTIFY THAT THE INFORMATION PRESENTED IN THIS REPORT IS COMPLETE AND ACCURATE TO THE
BEST OF MY KNOWLEDGE AND BELIEF.

SIGNATURE DATE SIGNATURE SCA REPRESENTATIVE (IF NECESSARY)
NAME (PRINT OR TYPE) NAME (PRINT OR TYPE)
TITLE SCA DATE

FACILITY NAME
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