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IMPORTANT: This information is confidential.

CURRENT MEDICAL THERAPY INFORMATION:
Are you currently taking Suboxone or any equivalent medications?			YES NO
Are you currently taking Methadone?						YES NO 

DEMOGRAPHIC INFORMATION: 
	Full Name: 
	Date of Birth: 

	Permanent Address:
	

	Social Security #: 
	Gender:   MaleFemale  
Race:        White   Hispanic   Black    Asian   
Other:__________________________

	Home/Mobile Phone: 
	Is it ok to leave a message?  YES NO 

	Work Phone: 
	Is it ok to leave a message?  YES NO 

	Preferred Contact Number: 
Home  MobileWork 
	Driver’s License #:

	E-mail Address:
	



EMPLOYMENT INFORMATION: 
	Current Employer:
	Position Title: 


 Current Schedule (Days & Time):

ARE YOU INTERESTED IN COUNSELING SERVICES OUTSIDE OF YOUR REQUIRED COUNSELING SERVICES?: YES / NO
IF INDICATING “YES” ABOVE, WHICH WOULD YOU PREFER?: INDIVIDUAL / GROUP / BOTH

OTHER QUESTIONS:
If female, are you pregnant? ___________________________________________________________________
Are you using IV drugs? _______________________________________________________________________
Were you referred to us due to a medical or psychiatric emergency or from an inpatient facility? 
__________________________________________________________________________________
How did you hear about Changing Phases?________________________________________________________
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CHANGING PHASES




