PASSAGES ALCOHOL AND DRUG TREATMENT (ADT)
1001 South 27th Street

Billings, Montana  59101

Phone: (406) 294-9609
Fax: (406) 245-4886
Application for Admission
This application is to be completed, in its entirety, by those persons who wish to enter and participate in the Passages Alcohol and Drug Treatment Program (ADT).  Please complete all questions and areas to the best of your ability.  A note to the referent:  if you could review this application upon its completion to check for accuracy, the screening process will be expedited.  Incomplete, missing, unclear, false, or misleading information on the application will be cause for rejection of admission, and it will be returned, thus delaying possible admission into the ADT.

1.  Are you aware that the ADT is a very intensive, sixty (60) day Residential Chemical Dependency Treatment Facility that also includes a great deal of cognitive restructuring, 
thus requiring complete participation and commitment?
 



⁯ Yes

⁯ No
2.  Are you also aware that State of Montana Department of Corrections referrals are required to personally contribute $7.00 per day ($420.00 total) to pay for room and board costs?




⁯ Yes

⁯ No

3.  Having the understanding of the demanding schedule, structure and costs involved, in addition to the knowledge that should you be removed from the ADT due to disciplinary reasons, the MDOC or the Federal Correctional Authorities can place you at a higher level of custody, are you willing to make a commitment to participate fully in the ADT?

⁯ Yes

⁯ No

If the answers to questions 2 and 3 are Yes, please continue on the next page!

----------------------------------------------------------------------------------------------------------------

Name of referring officer or person: _______________________________

Phone number:  (     ) ____________________   Location: _______________________

For screening purposes, please indicate the best time for us to contact you or the name of another officer who may also assist in the screening process in your absence:

Client’s name: ___________________________________________  AO#:________________




Last
          
First
     
 Middle

Date of birth: _____/______/ ________     Current age: _____         
Place of birth: ___________________________

Current legal charges (on your court judgments): 







Length of sentence: _________________________ 
          Sentence Date: ____________

Are you in the process of having a Suspended or Deferred sentence(s) revoked? 




⁯ Yes
    ⁯ No
Is your sentence being revoked due to continued substance use?
⁯Yes
    ⁯ No

Approximately when, what and how much did you consume? 



















What are your drug(s) of choice?

1. 



    2.



          
3. 




When you use, how much do you usually use per day? 






Method of use (check all that apply) 

⁯Drink
⁯ Snort
⁯Drop
⁯ Smoke
⁯Shoot

Do you have a problem with gambling?
⁯Yes
    ⁯No

Or do you just gamble while you are high/drinking, and don’t consider it a problem?




⁯ Yes

⁯ No

Have you ever been to an Inpatient or Residential Treatment Program (like MCDC)?

⁯ Yes

⁯ No

Treatment Provider
        Completed:  Yes    No      Approximate Date of Discharge
______________________
      ⁯    ⁯
     _____________________

______________________
      ⁯    ⁯
     _____________________

______________________
      ⁯    ⁯
     _____________________

Have you ever been to an Outpatient Treatment Program?
⁯ Yes     ⁯ No

Treatment Provider
        Completed:  Yes    No      Approximate Date of Discharge
______________________
      ⁯    ⁯
     _____________________

______________________
      ⁯    ⁯
     _____________________

______________________
      ⁯    ⁯
     _____________________

How long after your last treatment did you stay clean/sober?






How did you accomplish that? 









What was your longest period of abstinence from chemicals? 





What do you see as the main cause(s) of your inability to stay clean/sober? 




Do you have any past AA/NA experience? 
⁯Yes
      ⁯ No
If yes, did you have a sponsor?  ⁯Yes    
⁯ No


Did you work the Steps?  ⁯ Yes
    ⁯ No

---------------------------------------------------------------------------------------------------------------------

Have you ever received a Mental Health Diagnosis from a Mental Health Professional?




⁯ Yes

⁯ No


If the answer is No, skip to Part 2 on top of page 5
If the answer to the above is Yes, please indicate what that diagnosis was, the person who made the diagnosis, and the approximate date of the diagnosis.  This is extremely important information.  You may qualify for the State of Montana’s Mental Health Services Plan, and your medications, etc. could be paid for by the DPHHS.

Disorder
       Person Making Diagnosis
Location
   Approximate Date
Have you ever been eligible to receive or have you ever received Medicaid, Medicare, or SSDI benefits prior to your incarceration?




⁯  Yes
⁯  No

Have you ever been involved with the Montana Mental Health Services Plan (MHSP) at a Montana Community Health Center such as Western Montana Mental Health, Golden Triangle, etc. for a mental health condition other than substance abuse?




⁯ Yes

⁯  No

If yes, please indicate which facility and who treated you: 






Please list the number of dependents you claimed on your last taxes ___ Income on last taxes $_______________ (This is for mental health medication assistance purposes only.) 

Are you currently taking any prescribed medication for a mental health condition?




⁯ Yes

⁯  No


If yes, please list the name of the medication, dosage and frequency:


Name of Medication


Dosage

Frequency

Are you currently suffering from an eating disorder?
⁯ Yes

⁯ No

Are you currently experiencing thoughts of self-harm?  
⁯Yes

⁯ No

PART 2

Are you currently being treated for any medical conditions? 
□  Yes
□  No

If the answer to the above is Yes, please list what your condition is and how often you see a medical professional for this condition.















List the name and address of the medical professional from whom you are receiving treatment regarding this/these condition(s). 














Would any of these conditions interfere with your treatment at ADT? 



□  Yes

□  No

If Yes, which condition? 










The following is a list of the most common medications (but not limited to) that are NOT allowed at Passages.  Should you be currently taking any of these medications, you should taper off of these meds under a medical doctor’s care.

1.  Any form of Narcotic Pain Medications.  Some examples are:  Lortabs, 
Percodan, Percoset, Oxycodone, Oxycontin, Methadone, Codeine, Morphine, etc., including all generic forms.

2.  Any form of Sedatives or Tranquilizers.  Some examples are:  Xanax, Valium,                       

Klonopin, Clonazepam, Diazepam, Paxipam, Halazepam, Lorazepam, Oxazepam, Prazepam, (anything that ends in pam).
3.  Any type of Sleeping Pill or Sleeping Aid.  Trazodone, Desyrel, Amitriptyline,       

     Sonata, etc.
4.  Any form of Muscle Relaxant:  Soma, Carisoprodol, Flexerile, 

     Cyclobenzaprine, etc.


The above list is not the complete list of addictive prescriptions that are the most common not approved medications.  We cannot treat your addictions if you are taking addictive medications.  Also, if the ADT screening committee does approve you for treatment, and you are taking any approved medications (considered on a case by case basis), then you must have either a 60 day supply of these medications, or a current prescription of approved medications and the financial means of filling such prescriptions.

Passages usually has a waiting list for admission and the time frame for availability of an admission date does vary.  The admissions staff at ADT understands that many clients do remain incarcerated until their admission date arrives.  We do our best to get you admitted as soon as possible.  Thank you for your interest in Passages.

By signing this application for admission, I do believe I have answered all of the questions and provided the information honestly to the best of my ability.  

___________________________________________    
______________________

Signature






Date

__________________________________

Phone number where you can be reached

_____________________________________________________________________

Address

The following two (2) pages are Consent for Release of Chemical Dependency and Medical Information.

PLEASE JUST SIGN AND DATE AND HAVE A WITNESS SIGN AND DATE THESE RELEASES.  DO NOT CHECK ANY OF THE BOXES OR WRITE ANY OTHER INFORMATION ON THE FORMS!!!!!!!!!
PASSAGES ALCOHOL AND DRUG TREATMENT

1001 South 27th Street

Billings, Montana  59101

Phone: (406) 294-9609
Fax: (406) _____________

I, ____________________________, authorize the exchange of information between 


Printed Full Name
Passages Treatment Program and the following treatment provider:

___________________________________________________________________________
Name of provider




Address

___________________________________________________________________________
Telephone number




Fax number


The information listed below may be furnished or obtained either in writing or via telephone or fax by the Intake/Screening Committee of Passages Treatment Program.

□ 
CD evaluation results and recommendations
□ 
Discharge summary
□ 
Mental health/psychological evaluation and diagnosis

I understand that my records are protected under the Federal Confidential Regulations (42 CFR Part 2) and cannot be disclosed without my written permission unless otherwise provided for in the regulations.  I also understand that I may revoke this consent at any time except to the extent that action has been taken in reliance on it and in the event this consent expires automatically one hundred and eighty (180) days from the date listed above.
__________________________________

__________________


Client’s signature


 

Date


__________________________________

__________________


Witness’s signature


 

Date

PASSAGES ALCOHOL AND DRUG TREATMENT

1001 South 27th Street

Billings, Montana  59101

Phone: (406) 294-9609
Fax: (406) _____________

Request for the Release of 

CONFIDENTIAL MEDICAL RECORDS

I, ____________________________, authorize the Nursing Staff of Passages to release or 


Printed Full Name

receive medical information from my medical records.

___________________________________________________________________________

Name of medical provider

Address

Fax or phone number
Name: _____________________________________________

Date of Birth: _______/_______/__________

Social Security Number: _______- ______ - ___________

Type of information to be released:
□   Verbal
 □  Written

The purpose of the release/exchange of records/information is for the transfer of care.

To be released:  □  Progress notes     □  Lab reports     □  X-rays     □  Med records

□  Physician’s orders
      □  Other ________________________________

This information is requested by the nursing staff of Passages and should be faxed to:  

(406) ____________, or mailed to the above address, attn:  Passages Nursing Staff.

I understand that my records are protected under the Federal Confidential Regulations (42 CFR Part 2) and cannot be disclosed without my written permission unless otherwise provided for in the regulations.  I also understand that I may revoke this consent at any time except to the extent that action has been taken in reliance on it and in the event this consent expires automatically one hundred and eighty (180) days from the date listed above.
__________________________________

__________________


Client’s signature


 

Date


__________________________________

__________________

Witness’s signature


 

Date
	HEALTH QUESTIONNAIRE

	Childhood Illness:
	 FORMCHECKBOX 
  Measles      FORMCHECKBOX 
  Mumps      FORMCHECKBOX 
  Rubella      FORMCHECKBOX 
  Chickenpox      FORMCHECKBOX 
  Rheumatic Fever      FORMCHECKBOX 
  Polio

	Immunizations and 
	 FORMCHECKBOX 

	Tetanus
	
	 FORMCHECKBOX 

	Pneumonia
	

	Dates:
	 FORMCHECKBOX 

	Hepatitis
	
	 FORMCHECKBOX 

	Chickenpox
	

	
	 FORMCHECKBOX 

	Influenza
	
	 FORMCHECKBOX 

	MMR
	     

	
	
	
	
	
	
	

	1.
	Are you now receiving treatment for any medical, mental health or dental problems?
	
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	If yes, name and address of provider(s):
	

	
	Do you have or have you ever had:

	
	Anemia
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	Tumor/Cancer/Cyst
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	Asthma
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	Radiation Therapy
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	Arthritis
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	Weakness/Paralysis
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	Back Problems
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	Abnormal Heart Conditions
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	Depression
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	
	Heart Surgery
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	Diabetes
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	
	Mitral Valve Prolapse
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	Epilepsy/Seizures
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	
	Heart Valve Replacement
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	Fainting/Dizzy Spells
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	
	Chest Pain
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	Glaucoma/Eye Problems
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	
	Heart Murmur
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	Hepatitis
	A
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	
	Heart Attack
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	
	B
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	
	Coronary Insufficiency
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	
	C
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	
	Pacemaker
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	Headaches
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	
	Stroke
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	Hearing Difficulty
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	
	Angina
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	High Cholesterol
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	Abnormal Bleeding
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	Immune Deficiency/Lupus
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	Blood Pressure
	 FORMCHECKBOX 
 High      FORMCHECKBOX 
  Low      FORMCHECKBOX 
  Normal

	
	Inflammatory Rheumatism
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	Hemophilia
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	Kidney Trouble
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	Are you taking Blood Thinners?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	Liver Disease
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	Other: (Please Explain):
	
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	Replacement (Knee, Hip or Joint)
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	
	

	
	Sinus Condition
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	

	
	Thyroid
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	Women Only:
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	Venereal Disease
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	Are you pregnant
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	
	
	Are you taking Birth Control
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	Are you currently taking any of the following?
	Are you allergic or have you reacted to the following?

	
	Antibiotics or sulfa drugs
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	Local anesthetics
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	Anticoagulants (blood thinners)
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	Penicillin
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	Medicine for High Blood Pressure
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	Other Antibiotics
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	Cortisone (steroids)
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	Barbiturates, sedatives or sleeping pills
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	Tranquilizers
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	Aspirin
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	Aspirin
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	Food
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	Insulin, tulbutamide (orinase) or 
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	Other:
	
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	similar drug
	
	

	
	Digitalis or drugs for heart trouble
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	

	
	Nitroglycerin
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
	

	2.
	Have you ever received treatment for a medical condition requiring admission to a hospital, ongoing care, or surgery?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	If yes:  Explain: date, location, diagnosis, treatment, etc.:
	

	
	

	
	

	3.
	Have you ever taken medication for any behavioral, mental or emotional problem?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	If yes, list name and dosage of all medications.
	

	
	

	4.
	Is there any physical or emotional condition that you believe requires accommodation? (lifting or activity restrictions, assistance in ambulation, etc.)
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	

	
	

	
	Has reasonable accommodation been made in the past?  (If yes, please explain.)
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	

	
	

	
	Is there anything that would limit your ability to participate fully in any correctional setting (Prerelease, boot camp, ISP, MSP, etc.)  If yes, please explain.
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	

	
	

	5.
	Has your ability to function/work/interact with others been impaired due to mood and/or mind altering drugs?  (If yes please explain.)
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	

	
	

	
	Have you had legal difficulties due to mood and/or mind altering drugs? (If yes, please explain.  Include alcohol {beer, wine, liquor}, any drugs, medications or inhalants.)
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	

	
	

	
	a.
	Were you using or under the influence of any substance at the time of arrest or at the time this crime was committed?  If yes, what were you using?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	
	

	
	
	

	
	b.
	Have you or anyone in your family had a history of substance abuse or been in treatment (out-patient or in-patient) for substance abuse?  Please explain.
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	
	

	
	
	

	
	c.
	Do you know if your mother used alcohol during the time she was pregnant with you?  If yes, to what extent?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	
	

	
	
	

	6.
	Have you ever engaged in high-risk behavior such as IV drug use or multiple sexual partners?  If so, please explain.
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	

	
	

	7.
	Have you ever been on S.S.I., S.S.D. or Medicaid?  If so, please explain.
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	

	
	

	8.
	Do you have any lifting, standing or other physical limitations?  If so, please explain.
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	
	

	
	

	
	

	

	You are to pay court ordered restitution in the amount of?  $
	

	

	DISCLAIMER:

	
	I understand the above questions and have answered truthfully and to the best of my knowledge.

	
	I hold harmless the State of Montana and Department of Corrections for failure on my part to disclose information.

	
	
	

	Offender Signature
	
	Date

	
	
	

	Witness Signature
	
	Date

	
	

	SECTION II:

(To be filled out by staff only!)

	TREATMENT HISTORY:

	Educational/Vocational/Employment Skills:

	

	

	

	

	Treatment Program
	Court Ordered
	Court Recommended
	Treatment Needs/

Release Plan
	Screened &

Waiting
	Rejected/

Failed
	Attending
	Completion Date

	Sex Offender TX
	
	
	
	
	
	
	

	Chemical Dependency
	
	
	
	
	
	
	

	Mental Health TX
	
	
	
	
	
	
	

	Anger Management
	
	
	
	
	
	
	

	Educational (GED)/

Vocational
	
	
	
	
	
	
	

	CP&R
	
	
	
	
	
	
	

	TSCTC
	
	
	
	
	
	
	

	Prerelease
	
	
	
	
	
	
	

	Parenting
	
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	

	HEALTH STATUS CATEGORY:
	

	Parole Eligibility Date:
	
	Discharge Date:
	

	Prior Board Disposition:
	

	

	

	

	

	

	Detainers:      FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No
	Counties:
	

	For:
	

	

	

	

	Last Disciplinary or Misconduct Report:
	

	

	

	


	EVALUATION:

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	
	
	

	Unit Manager or Other
	
	Date
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