
   

SUD Residential Treatment Intake Application 

 
Today’s Date: _____________  Client Name: ____________________________ 

DOB: ______________   Gender Identity: ______________ SSN: __________________ 

Phone: _____________________  Okay to leave message ☐ Yes ☐ No  

Emergency Contact Name/Phone: _______________________       Okay to leave message ☐ Yes ☐ No 

Physical Address: _______________________ City_____________________ State: _______Zip: _______  

Mailing Address: _______________________ City_____________________ State: _______Zip: _______ 

How Many Children, Under the Age of 18, are in Your Custody: __________________________________ 

Living Status: ☐Independent ☐Correctional Facility ☐Sober Living ☐Nursing Home ☐Group Home     
☐Halfway House ☐Homeless (no fixed Address/Includes Shelters) ☐Other  

Admission Status (check one): ☐ Voluntary ☐ DHS ☐ Condition of Probation/Parole 

Pending Charges/Court dates: ☐ Yes ☐ No Explain: 
_____________________________________________________ 
 

Probation/Parole Officers Name (if applicable): 
_______________________________________________ 

Registered Sex Offender: ☐ Yes ☐ No (If yes request documentation of sex offender treatment) 

Where do you plan to live after completion of the program: ____________________________________ 

Are you experiencing Psychiatric issues that are moderate to severe? ☐ Yes ☐ No If Yes, Explain: 
_____________________________________________________________________________________ 

Substance Use and Abuse 

Tobacco Use: ☐ Yes ☐ No 

All substances abused including alcohol, tobacco, illegal, and prescription drugs: 

Substance:  
List in order of  
current use 

Years of Use Routes: 
Oral, nasal, IV 

Amount per 
day/week 

Last Use 

     
     
     
     
     
     
     

 

  



   

SUD Residential Treatment Intake Application 

 
Medications: 

Are you currently on in medication?  ☐ Yes ☐ No 

List Meds: ____________________________________________________________________________ 

_____________________________________________________________________________________ 

Will you be able to bring you medication with you?      ☐ Yes ☐ No 

_____________________________________________________________________________________ 

 

PLEASE RETURN THIS APPLICATION TO: 

Health Solutions West SUD Residential Treatment Program located at 

3210 E Road, Clifton, CO 81501 

or EMAIL it to GJWRC_Referrals@HealthSolutionsWest.org 

or FAX it to 970- 243-7297 
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