DRUG AND ALCOHOL CASE IDENTIFICATION
TREATMENT co ISt RECORD # —
INFORMATION FORM

FIRST LAST M.I. SOCIAL SECURITY NUMBER

STREET NAME # APT. # CITY STATE ZIP CODE TELEPHONE NO.

( )

TREATMENT CENTER AND ADDRESS:

D 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

HacTosimm s aato paspeLLeHne v npoLLly MEAULIMHCKUI LIEHTP, TAe st TPOXOXY NeYeHne HapKOTUYECKO/arnkorosibHON 3aBUCHMOCTM, PacKpbITh
CAO wuHbopMaumio, NOATBEPXKAALLYI YTO B HaCTOsILLLEE BPEMS S MPOXOXY feyYeHue OT 3MoynoTpebneHus HapkoTvKamu/ankoronem,
Ha3BaHWe MpOorpamMbl JIEYEHWUSI HapKOTUYECKOW/arkoronibHOM 3aBUCMMOCTU M afpec, MPUMEPHYH MPOAOIMKMTENbHOCTL FNEYEHNs, BUL
neYeHus, UHhopMaLmIo O TOM, JOMyCKaeT Nt MO MPorpamMmma JNeveHust Kaky-nmbo opmMy TpyaoyCTPOWCTBa, a Takke Miobyo CBA3aHHY
C 3TVM MHOPMaLWMIO O CNOCOBHOCTU K TPYAOYCTPOMCTBY U NEYEHUM, 3anpaluMBaemMyio B HacTosiLeln popme. A NoHMMato, YTo nonyyeHHas
uHpopmaumns GyaeT MCNoNb30BaTbCH TOMbKO ANS LEenewn, HenocpeACcTBEHHO OTHOCALUMXCS K YCTaHOBMEHWI MOW MPaBOMOYHOCTW Ha
nosly4YeHne NnomoLLy, B TeHEHNE AEBATU MecsLeB. A Takke NMOHUMAt, YTO st MOTY aHHYNMPOBaThb JAaHHOE pa3peLleHue B

nto6oe Bpemsi, 3a UCKITOYEHMEM CIy4aeB, KOraa Ha ero 0CHOBaHUM yxke Gbinv NpeanpuHATHl AeCTBUS, OAHaKO B MPOTUBHOM

cryyae CpoK [AeiCTBUS [aHHOrO paspelleHust UCTeYeT Yepes3 AEeBATb MECSALEB C MOMEHTa €ro MOANMCaHWUs MHOK Ui

€crnu 3Ta JaTta HacTynuT paHblue, YeM Yepes AEBATb MECSILIEB.

| 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.

noannChb SAABUTENA/MONYYATENA « APPLICANT/RECIPIENT SIGNATURE OATA - DATE

noannCb CBMAOETENA « WITNESS SIGNATURE [ATA - DATE

OOJMKHOCTD « TITLE

CornacHo TpeboBaHusaM HeodumumansHoro cBoaa 3akoHoB wrata lNeHcunbBanuns 62 P.S. §432(3)(i)

(C) n Ceopa 3akoHoB wraTa MNeHcunbaHus (E) n 55 Pa. Code §141.61 (c)(1)(iii)(E), Ans cooTBeTCTBYUSA
KpUTEPUSIM Ha NOMNyYeHMe NMOMOLLM AaHHOEe NULIO 0653aH0 SBNATLCSA Ha BCe Ha3HaYeHHbIE Npuembl 1
cornallaTbCsl Ha Bce npeanucaHHoe nevyeHne, ecrm no UtToraMm OLEeHKV NOATBEPAUTCS YTO Y HEFo MMeeTcs
npo6nema c ankoronemM Unmu HapkoTMKaMmn 1 YTO ero Nporpamma neyveHust He JonyckaeT HUKaKkyt opmy
TPyAOyCTpONCTBa.

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 eligibil-
ity 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.
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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.

|:| 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.

D 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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