 Date: ___________________  Intake by: _____________________

General Information
Full Name:  ___________________________________________________________________

Mailing Address: ________________________________________________________________

Employer (address, phone and name of supervisor): ____________________________________

______________________________________________________________________________

Emergency Contact (name, address & phone): ________________________________________

________________________________________________ relation: ______________________

Nearest Relative (name, address & phone): ___________________________________________

________________________________________________ relation: ______________________

Sponsor Name:  _____________________________  Phone: ___________________________

Names of meeting(s) you attend:____________________________________________________

When was the last time you used: ___________________________________________________

What was the substance(s) that you used: _____________________________________________

Have you ever been in a recovery program? List dates and description of program(s):

Did you go on your own? Were you court ordered?

______________________________________________________________________________

______________________________________________________________________________

___________________________________________________________________

___________________________________________________________________

Probation Officer name & phone: ___________________________________________________

Current Volunteer work: __________________________________________________________

Do you smoke?: ________________________

Do you have any disease that we need to be aware of: __________________________________

Are you under a doctors care for such disease, name & phone and treatment: 

______________________________________________________________________________

Is there anything we need to know about your behavior (rage anger, depression....):

______________________________________________________________________________

Is there anything we need to know about your sleeping habits? (sleep walk, combatitive, talk...)

______________________________________________________________________________

Please list any additional information you may provide about yourself so we can keep all in the house safe:

(i.e....hospitalizations, surgeries.....)

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Counseling Information
Counselor/therapist name & phone: _________________________________________________

How long have you been seeing a counselor/therapist?: __________________________________

How often are your appointments?: _________________________________________________

What are you being treated for:  ___________________________________________________

List any past history dates of therapy treatment and reason for treatment and medications prescribed:

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Health Insurance

Health Ins: _________________________________ Phone: _____________________________

Group/Member #: __________________________________

Prescription Card ID#: _______________________________

Pharmacy location: ______________________________________________________________

List all doctors that you currently see, name, address & phone (and reason):

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

List all current medication and doctor name that prescribed, list phone number of doctor if not listed above:

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

*All information given/shared during our intake process is private and confidential for your protection and for our informational purposes only and will only be used in guiding you through your recovery during your stay at Peake Recovery.

