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This form may be faxed, emailed, or mailed to: 	Intake Coordinator 			Phone: (502) 635-4530Please contact us with any questions while completing this form. 
**Please attach all medical records from current facility. ** 

       Volunteers of America 			Fax: (502) 636-0597
       1436 S Shelby St 			Email: IntakeARS@voamid.org
       Louisville, KY 40217



Volunteers of America, Mid-States
Referral Screening Information Sheet
Today’s Date:___________________

Name: ____________________________________________________              Preferred Name: ____________________________
Date of Birth: __________________  SSN:__________________________	
Gender: ☐ female ☐ male ☐ trans female ☐ trans male ☐ nonbinary ☐ other: __________________ Pronouns: _____________
Address: ______________________________ City:_______________  State/ZIP:______________________    
	Insurance Type (Medicaid, Medicare, Commercial)
	Insurance Carrier
	Policy Number

	
	
	




Phone/contact:_______________________________      Email: ________________________________________
Who referred the client to VOA? _____________________________________ Phone Number:___________________
Reason for Referral: ________________________________________________________________________________
Marital status:_______________________________     Race/Ethnicity:_____________________________
Primary language?____________________________     
If English is not your primary language, will you need interpreter services? Yes☐ No ☐
Do you have a diagnosed or undiagnosed disability? Yes☐ No☐
If yes, what type of disability? _________________________________________________________________________
Do you need any special accommodations including dietary? Yes☐ No☐
If yes, please explain. __________________________________________________________________________________
Has client used substances within the past 2 weeks?☐ Yes ☐ No	Date of last use_______________*
If no use in the past 2 weeks, please explain: ______________________________________________________________
Please complete the following table completely. If you need more space feel free to include a 2nd copy of this referral page. 
	Substance:
	Method of use:
	How much:
	How often: 
	Last date of use:

	
	

	
	
	

	
	

	
	
	

	
	

	
	
	

	
	

	
	
	





Method of use: (check all that apply)   ____ORAL	   ____SMOKING	____NASAL	      ____IV 

Are you experiencing current withdrawal symptoms? ☐ Yes*   ☐ No
Describe: _________________________________________________________________________________
Have you OD in the last 30 days? ____ Yes ____ No (yes, date(s) and medical interventions taken):___________________
Do you have an active eating disorder? ☐Yes	☐No
Pregnancy ☐ Yes ☐ No 	 Due date: _________________    	Have you had any prenatal care ☐ Yes ☐ No 
If PREGNANT, did client use any substances during pregnancy? ☐ Yes ☐ No   Are you post-partum? ☐ Yes ☐ No 
If yes, please provide delivery date and what substances baby tested positive for at birth (if applicable): _____________________________________________________________________________________________________
Have you ever experienced any of the following health conditions?  ☐ Yes ☐ No        
☐ High Blood Pressure ☐ Diabetes ☐ Heart Problems ☐ High Cholesterol ☐ Thyroid Problems ☐ Kidney Problems
☐ Muscle/Joint Pain ☐ Sleep Problems ☐ Chronic Pain ☐ Stomach/Intestinal Issues ☐ STDs ☐ Cancer ☐ Hep C 
☐ Lung Problems ☐ HIV/AIDS   ☐ Seizure/Neurological ☐ Other_________________________
Have you been diagnosed with a mental health condition? ☐ Yes ☐ No
If YES, list any mental health conditions:  (Such as Bipolar, Major Depression, and Depression, etc.) ________________________________________________________________________________________________
Current Mental Health TX:  ☐ outpatient ☐ inpatient     Facility/Agency: ____________________________________
Are you currently experiencing any of the following symptoms? ☐ Yes ☐ No
☐ Depression ☐ anxiety ☐ poor appetite ☐ poor sleep ☐ thought problems ☐ anger ☐ feelings of hopelessness
☐ Crying ☐ irritability ☐ breaking things ☐ difficulty concentrating
Do you currently have or have experienced the following within the last 3 months? 
☐ Suicidal thinking ☐ suicidal attempts ☐ self-harm ☐ Auditory or Visual Hallucinations
Current Medications (within last year):__________________________________________________________________
If on MOUD (Suboxone, Subutex, Vivitrol, methadone) provide medication and dosage: ____________________________________________________
Provider Name: ____________________________
***Medications not permitted: opiates, amphetamines, benzodiazepines, and Neurontin.
Do you have children? ☐ Yes ☐ No 	
	Number of Children 
	Number of Children in Your Custody
	Number of Children Removed
	Date Removed

	
	
	
	


	Age/Gender of children:
	



CPS involvement?  ☐ Yes ☐ No Date began: __________ Why: _________________________________________________

P&P ☐ Yes ☐ No 	Date started: ____________________   PO Name and Number: _________________________________
Home Incarceration Program (HIP)? ☐ Yes ☐ No   Have you been incarcerated in the last 30 days ____ Yes ____ No
 (If yes, current charge, and dates of incarceration) :_____________________________) Upcoming court dates (when/where): __________________________________
Please check all that apply: 
☐I have been charged with a sexual crime.     ☐I have not been charged with a sexual crime. 

Have you received substance use treatment in the last 30 days?
Current treatment ____ Yes ____ No (If yes, what level of care? ☐Detox ☐Residential ☐IOP)
Date of last treatment: __________________________________ Provider Name______________________________
Past treatment history (check all that apply) ____ Inpatient   ____ Outpatient ____ IOP ____ Detox  
How many times have you been in treatment? _________________ Did you complete treatment? ____ Yes ____ No 


Do you know anyone who is currently in or trying to get in to VOA Recovery’s Program? ____ Yes ____ No 
Are you homeless? ____Yes ____No                  Is there active use in the place you are staying?  ____Yes ____ No 
NA/AA involvement?  ____ Yes ____ No           If yes, do you have a sponsor? ____Yes ____ No 
Is the client a veteran? ____ Yes  ____ No        Does the client have reliable transportation? ____ Yes ____ No 	
Any additional comments? ________________________________________________________________________________________________
________________________________________________________________________________________________
*Medications not permitted: opiates, amphetamines, benzodiazepines, and Neurontin.

Office use only: 
Level of Care: _____ Residential _____ IOP _____ Outpatient _____ Assessment Only 

image1.jpg
Volunteers
of America

MID-STATES

4





