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Matrix Program
INTAKE FORM
Clients must be willing to participate in treatment. Please keep in mind that more information and details that you provide, the better Leading Thunderbird Lodge can assess the needs of the client. At any time during the Out-Patient Treatment you feel the need to be referred to Detox, Mental Health Therapist or In-Patient Treatment please notify us immediately.  
Client Information:
Legal FULL name: ________________________________________________ Preferred Name:____________________________ Date of Birth: ________________________  Sex: (M/F) _____________ Phone #: ______________________________________ Preferred contract: (call/text/etc.) ________________________  Email address: _______________________________________
Mailing address: __________________________________________________________________________________________
House number if residing on-reserve: __________________________________________________________________________
Health card number: _________________________________ Province of Registration: _________________________________
Client status (check applicable)
______First Nation Non-Status			______Recognized Inuit			______ Metis
______First Nation Status			______Inuit Non-Status			______Client not eligible for status
Band Name: ______________________________________ 10 Digit Treaty/Status Number: _____________________________
Language(s) spoken: _______________________________ Marital status: ___________________________________________

Emergency Contact:
Name: ____________________________________________ Relationship to client: ____________________________________
Contact #: (home/cell/etc.) ______________________________ Address (Physical address): _____________________________
Next of Kin:
Name: ____________________________________________ Relationship to client: ____________________________________
Contact #: (home/cell/etc.) _______________________________ Address (Physical address): ____________________________

Person making referral: (NNADAP/Court Worker/Self-referral/etc.)
Name and title: ___________________________________________________ Relationship to the Client: __________________
Phone number: ______________________________________





Justice system involved:
Had the client been court ordered to attend treatment:     YES______        NO_______
If yes, provide check off what applies:
______ Charges Pending
______ Court Referral
______ Criminal Court
______ Drug Court Treatment
______ Family Court
______ Probation
Is the client under any of the following conditions?
BAIL ______      PAROLE      ______ 	TEMPORARY ABSENCE ORDER      ______ 	OTHER _______
Provide details: ________________________________________________________________________________________________________Reason for currently requesting treatment? ________________________________________________________________________________________________________
Current Addiction(s): alcohol, marijuana, prescription pills, gambling, illegal drugs, etc.
________________________________________________________________________________________________________

Religious Beliefs:
Traditional:     YES______        NO_______ Other: (specify) _________________________________________________________
Does client have cultural and/or spiritual beliefs and practices we need to be aware of?     YES______        NO_______
If yes, please explain: ______________________________________________________________________________________

Education & Employment History
Is the client currently attending school?     YES______        NO_______
If yes, what education facility is the client attending? _____________________________________________________________
If No, what is the highest grade completed? ____________________________________________________________________
Is the client currently employed:     YES______        NO_______
If yes, place of employment: _________________________________________________________________________________
If no, what benefits being collected: (SA/Compensation/etc.) ______________________________________________________
Is the client Retired?     YES______        NO_______
Check what applies:	______Literate			______ Illiterate		______ Needs assistance
Does client have any literacy or learning needs or issues we need to be aware of?     YES______        NO_______
If yes, please describe ______________________________________________________________________________________

Family History: DEPENDENTS & CHILDREN
Marital Status: ________________________________________ Partner’s name: ______________________________________
Does client have dependent children?     YES______        NO_______
Does the client have other dependents? (spouse, grandchildren, etc.)     YES______        NO_______
Does the client have access to adequate childcare while in treatment?     YES______        NO_______
Are the children in care:     YES______        NO_______

Provide information on client’s children or other dependents:
	Name of child/dependent
	Age of child/dependent
	Relationship to client (Son, daughter, granddaughter, grandson, etc.)
	Resides with Client

	1.
	
	
	YES
	NO

	2.
	
	
	YES
	NO

	3.
	
	
	YES
	NO

	4.
	
	
	YES
	NO

	5.
	
	
	YES
	NO



Community Supports:
What supports are available to the client in the community upon completion of treatment?
	Name 
	Title (NNADAP, Psychologist, et.)
	Phone number

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Who are the client’s family supports and their relationship to the client? _____________________________________________
What are the client’s family strengths? ________________________________________________________________________
What strengths and/or talents does the client possess? ___________________________________________________________
What sort of activities does the family currently do together? ______________________________________________________
How does the client spend his/her leisure time? _________________________________________________________________
What effects does the clients addiction have on the family? _______________________________________________________

Legal Issues:
Justice System Involved:
______Charges Pending			______Drug Court Treatment			_____Criminal Court
______Court Order			______Restorative Justice			______Family Court
______Court Referral			______Probation

Has the client been court ordered to attend treatment?     YES______        NO_______
Has the client ever had dealing with the law?     YES______        NO_______
If YES, were drugs/alcohol/solvents involved during the client dealings with the law?     YES______        NO_______
Provide offence and conditions: ________________________________________________________________________________________________________________________________________________________________________________________________________________
Name of Probation Officer: ____________________________________ Phone: _______________________________________
Address: _________________________________________________________________________________________________
Probation Order: From ____________________________________ To ______________________________________________
**ANY ORDERS MUST BE ATTACHED**

Other Agency involvement: (i.e. ICFS, Social Services, Indian Residential School Program, Mental Wellness Team, Courts, Probation Officer
	Agencies Name
	Workers Name and Title
	Workers contact number

	
	
	

	
	
	

	
	
	

	
	
	










Treatment History:
Has client participated in an outpatient/community-based substance abuse program?     YES______        NO_______
Has client participated in an outpatient/community based mental health program?     YES______        NO_______
Has the client ever been in a previous treatment programs for their use of drugs/alcohol/solvents? (If YES, provide name, location, phone number and dates)	 YES______        NO_______
	Year attended
	Treatment Name and Location
	Type of Addiction
	Completed Treatment

	
	
	
	YES
	NO

	
	
	
	YES
	NO

	
	
	
	YES
	NO

	
	
	
	YES
	NO

	
	
	
	YES
	NO



Withdrawal Symptoms:
Has the client experienced any of the following symptoms while withdrawing from substances in the last 6 months:
______ Blackouts      ______Hallucinations      ______Nausea/Vomiting      ______Seizures ______ Shakes      
______ Delirium Tremors (DT’s)      

Process Behavioral Addictions:
Has the client experienced problems with any of the following: 
Gambling (slots, cards, Keno, bongo, etc.)	YES_____         NO______         NOT APPLICABLE______         UNKNOWN______
Eating (obesity, anorexia, bulimia, etc.)     	YES_____         NO______         NOT APPLICABLE______         UNKNOWN______
Sexual behavior (promiscuity, pornography, etc.) YES_____         NO______         NOT APPLICABLE______         UNKNOWN______
Internet, texting    				 YES_____         NO______         NOT APPLICABLE______         UNKNOWN______
Other: (Provide detailed information) _________________________________________________________________________








Chemical Use History
	SUBSTANCE
	CURRENTLY USING
	DATE OF LAST USE
	LENGTH OF USE
	HOW OFTEN USED IN A WEEK
	METHOD USED
	AGE WHEN FIRST USED

	Ever on ORT (Methadone/Suboxone)
	_____YES
_____NO
	
	
	
	
	

	Cocaine (crack, powder)
	_____YES
_____NO
	
	
	
	
	

	Crystal meth
	_____YES
_____NO
	
	
	
	
	

	Marijuana 
	_____YES
_____NO
	
	
	
	
	

	alcohol
	_____YES
_____NO
	
	
	
	
	

	solvent
	_____YES
_____NO
	
	
	
	
	

	Prescription pills
	_____YES
_____NO
	
	
	
	
	

	other
	_____YES
_____NO
	
	
	
	
	















Mental Health Issues:
Provide the following information about the client’s mental health status:
Been diagnosed with a mental illness?     YES_____         NO______         NOT APPLICABLE______         UNKNOWN______
Describe: ________________________________________________________________________________________________
Currently being treated for mental health issues? YES_____         NO______        NOT APPLICABLE______         UNKNOWN______
Describe: ________________________________________________________________________________________________
Currently on psychiatric medication?     YES_____         NO______         NOT APPLICABLE______         UNKNOWN______
Describe: ________________________________________________________________________________________________
Taking medication consistently?     YES_____         NO______         NOT APPLICABLE______         UNKNOWN______
Describe: ________________________________________________________________________________________________
Previous suicide attempts?     YES_____         NO______         NOT APPLICABLE______         UNKNOWN______
If YES, when? _____________________________________________________________________________________________
Hospitalized for suicide attempts?     YES_____         NO______         NOT APPLICABLE______         UNKNOWN______
If YES, when? _____________________________________________________________________________________________
Currently suicidal?     YES_____         NO______         NOT APPLICABLE______         UNKNOWN______
Name of psychiatrist/psychologist (if applicable) _________________________________________________________________
Has the client frequently gone off on his own when she/he is depressed or unhappy? YES ______ NO ______
Is the client sad?	______Some of the time ______Most of the time ______ All of the time
Is the client happy?	______ Some of the time ______ Most of the time ______ All of the time

Medical History:
Does the client have any medical problems? (Please specify)
________________________________________________________________________________________________________________________________________________________________________________________________________________
Family Doctors name, address, phone number___________________________________________________________________
Does the client have allergies? (If yes, please specify) _____________________________________________________________







Client & Family History of Use
Does the client reside with a family member who currently uses drugs/alcohol/solvents?     YES______        NO_______
Does the client use drugs/alcohol/solvents with others?     YES______        NO_______
Alone?     YES______        NO_______
Where does the client usually use drugs/alcohol/solvents? (i.e.: school, friends, home, etc.)
________________________________________________________________________________________________________
Has the client ever lost friendships because of drugs/alcohol/solvents?     YES______        NO_______
Has the client ever caused serious injury to others while on drugs/alcohol/solvents?     YES______        NO_______
Does the client have any medical, physical, psychological, emotional problems because of the use of solvents/substances? 
YES______        NO_______
Does the client feel they have lost control over the use of drugs/alcohol/solvents?     YES______        NO_______
Has the client ever considered quitting or reduce using?     YES______        NO_______
Is there a family history of addiction with any of the following;	______Mother	______Father	______Siblings
______Grandparent(s)	______Aunt(s)	______Uncle(s)	______First cousins

Historical Trauma Events:
Has the client experienced any of the following?
______ a family member/friend attempted suicide in the past year
______ attended residential school
______ experienced death of a family/friend by suicide/accident/murder
______ experienced disaster/crisis in the community in the past year
______ experienced emotional abuse (not residential school)
______ experienced multiple deaths in my community in the past year
______ experienced multiple foster care placements
______ experienced natural death of a family/friend in the past year
______ experienced physical abuse (not residential school)
______ experienced sexual abuse (not residential school)
______ experienced trauma in foster care
______ experienced trauma in residential school
______Grandparent(s) attended residential school
______ Parent(s) attended residential school
______ was separated from parents/family for other reasons

[bookmark: _GoBack]Please explain further? (At what age, has it been reported, has counselling been sought, is counseling an option now, etc.)
________________________________________________________________________________________________________________________________________________________________________________________________________________
Is there a history of family violence that the client may have been witness to? (If so, please explain)
________________________________________________________________________________________________________________________________________________________________________________________________________________

Other:
Any questions and/or concerns you have?
________________________________________________________________________________________________________________________________________________________________________________________________________________
Other areas that may need to be addressed during treatment? (e.g. abandonment, residential schools, anger, grief, loss, parenting skills, sexual abuse, rejection, financial, spirituality, suicide, mental health, gambling and other addictions, etc.):
________________________________________________________________________________________________________________________________________________________________________________________________________________

Are there any other significant issues we need to be aware of?     YES______        NO_______
If yes, please describe ______________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________


_________________________________________________		_____________________________________________
Signature of client 							Date
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