
YORK/ADAMS DRUG & ALCOHOL COMMISSION
ADOLESCENT LEVEL OF CARE ASSESSMENT TOOL

Section 1:  DEMOGRAPHICS

Name:_______________________________________________________________________   

               (Last)
                                                (First)
                                        (M.I.)

Date of initial contact________________________             Date assessment performed______________________

Birth/Maiden Name:________________________________________________   Sex:  _______Male   _______Female

Social Security # :___________________________________________________  D.O.B.________________________

Address:__________________________________________________________________________________________


 






 (City)


(State)


(Zip)


Phone:  ____________________________________________ Homeless:         _________Yes
          __________ No
How long have you resided in York/Adams County: _____________________________________________
How long have you lived at the above address:__________________________________________________


What is your living arrangement: ____________________________________________________________

__________________________________________________________________________________________
Marital Status:
___Married

___Never Married




___Live-in partner
___Divorced




___Separated

___Other (specify)___________________________




___Widowed



Race/Ethnicity:
___Caucasian

___African American




___Hispanic/Latino
___Other (specify)_____________________

Special needs:
___Wheel chair access
    




___Developmentally disabled
    



 

___Deaf/Hearing impaired

___Blind/Visually impaired        









___Translator required: specify language____________________
 

___Mental/Psychiatric Disability: __________________________

______________________________________________________

___Physical Disability:___________________________________

Section 2:  EDUCATION

2-1.  List educational history:

	Name of School
	Highest grade completed
	Grades/Behaviors

(ie – “A”, “B”, etc.
	I. Likes/Dislikes



	
	
	
	

	
	
	
	

	
	
	
	


2-2.  Were/are you in special classes for learning, emotional, or behavioral troubles:  _____Y _____ N

            If yes, specify:   

2-3.   Were you ever told you have a learning related problem:

            If yes, specify:

2-4.   Can you read, write, and understand English:  _____Y  _____N

2-5.   Did you ever/are you having problems in school or extracurricular activities because of drug or alcohol use (including absenteeism, academic performance problems, behavior or disciplinary problems, problems with teachers, students, etc.):       

            ___Y___N         If yes, explain: 

2-6.   Have you attended and or completed any secondary education or specialized training:  ___Y ___N

            If yes, specify:

Section 3:  EMPLOYMENT
3.1  Current/previous employment:

Position/Type of job:

3-2.  Have you ever been told that you cannot work due to a disability? ___Y   ___N    


If yes, explain:

3-3.  Have you ever used drugs or alcohol at work:  ___Y   ___N  


If yes, explain:

3-4.  Has drug/alcohol use ever affected your employment history:  ____Y   ____N  


If yes, explain
Section 4:  PHYSICAL HEALTH
4-1.  Are you currently experiencing, or have you ever experienced, any chronic or acute medical conditions (such as   asthma, diabetes, cancer, etc. ); ___Y   ___N
If yes, specify:
4-2.   Are you currently taking any medications ___Y   ___N

If yes, specify:


If no, are any medications prescribed to you that you do not have access to at this time. ___Y   ___N
4-3.  Are you taking your medications as prescribed: ___Y   ___N



Explain:

4-4.  List all past medications that were prescribed on a long term basis: _______________________________________

_____________________________________________________________________________________________.

4-5.  Have you had a physical examination by a doctor in the past year:  ___Y   ___N


Date of exam: ____________________
Name of physician:__________________________________________.

4-6.  Has your alcohol or drug use ever affected your physical health:  ___Y   ___N


If yes explain:

4-7.  Are you, or do you think you may be pregnant:   ___Y   ___N

How far along:

4-8.  Are you getting prenatal care:   ___Y   ___N


If yes, how often and where:

     

4-9.  Do you currently have a family Dr.:  ___Y   ___N

If yes, name and address:

4-10. Do you have any type of insurance coverage, if so please clarify? ______​​__​​​________________________

________________________________________________________________________________________.

5:  DRUG AND ALCOHOL HISTORY

	Drug
	Type
	Route
	Date of first use
	Date of last use
	Describe frequency of use, amount used, length of use, and patterns and progressions of use

	Alcohol


	
	
	
	
	

	Marijuana


	
	
	
	
	

	Hallucinogens


	
	
	
	
	

	Heroin


	
	
	
	
	

	Methadone/Suboxone, etc.


	
	
	
	
	

	Other opiates specify:


	
	
	
	
	

	Amphetamines : 


	
	
	
	
	

	Crack/cocaine


	
	
	
	
	

	Depressants :(barbiturate/ benzodiazapines)
	
	
	
	
	

	Club drugs: (ecstasy,   ketamine, etc.)
	
	
	
	
	

	Prescription drugs not as prescribed (specify)


	
	
	
	
	

	Inhalants: (solvents/gases/nitrites)
	
	
	
	
	

	Nicotine Products
	
	
	
	
	


5-1. How has your drug/alcohol use impacted your behavior and relationships with others:

Section 6:  ABSTINENCE/RECOVERY PERIOD

6-1.       Have you ever been in drug and alcohol treatment:

	Level of care
	Facility / Location
	Date(s)/length of stay
	Discharge status

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


6-2.  Have you ever abstained from using drugs or alcohol:   ___Y   ___N

If so, how long was your longest period of abstinence:_________________________________________


How long ago? ________________________________________________________________________

6-3.   What did you do to maintain abstinence? Explain:  _______________________________________________

________________________________________________________________________________________

6-4.  Do you have access to people who support your recovery (friends, family, partner, spouse, etc):   ___Y   ___N   

Explain:

6-5.  Are you or have you ever been involved with any organizations that support recovery (Community support groups, Church, etc.):      ___Y   ___N


If yes, specify:


If not, why:

Section 7:  PERCEPTIONS OF USE

7-1. Do you experience emotional problems when you stop using alcohol or drugs:  ___Y   ___N



If yes, explain:

7-2.  Do you use drugs or alcohol to deal with any of your problems:  ___Y   ___N



If yes, explain:

7-3.  Do you see your drug and alcohol use as a problem:  ___Y   ___N



Explain:

7-4.  Do you feel that you need drug and alcohol treatment at this time:  ___Y   ___N



            Explain:

Section 8 : BEHAVIORAL AND EMOTIONAL HISTORY

8-1. Do you think you may have a mental health disorder: ____Y ____N


Explain:
8-2. Have you ever been diagnosed with and/or currently diagnosed with a mental health diagnosis: ___Y   ___N

If yes, specify:

Who made the diagnosis:

8-3.  Have you ever been and/or currently being prescribed medication for any of these diagnoses:   ___Y   ___N

If yes, what medications:  (Note which medications client is currently taking, dose, frequency and the name of the prescribing doctor): 

8-4.  Are you taking your medications as prescribed:  ___Y   ___N


Explain:
8-5.  Are you currently having thoughts of harming:

 yourself:  ___Y   ___N

 others:     ___Y   ___N

If yes to the above, explain and specify date:

8-6.  If yes to the above, do you have a plan:  ___Y   ___N

(If client answers “yes,” is plan specific, detailed, and rehearsed:  Please explain in detail)                        

8-7.  Are you willing to contract for safety:  ___Y   ___N


Explain contract (give phone #’s for crisis etc.): 

8-8.  Have you ever attempted suicide or homicide: ___Y   ___N


If yes, explain:
8-9.   Have you ever been in mental health treatment or hospitalized for mental health concerns:

	Level of care
	Facility / Location
	Date(s)/length of stay
	Discharge Status

	
	
	
	

	
	
	
	

	
	
	
	


Section 9:  FAMILY/SOCIAL/SEXUAL HISTORY

9-1.    Describe your relationship with the following people:

Mother___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Father____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Siblings:____________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________

9-2. Who is your primary caretaker:______________________________________________________

9-3. Are you adopted:   ___Y   ___N  

9-4. Did you ever run away or were you ever placed in foster care : ___Y   ___N 

         If yes, explain :

9-5. Are you involved with Children and Youth Social Services or any other Social Service agency or have you ever been placed in residential treatment :

         If yes, explain :

9-6. Do you feel that you have ever been physically or emotionally abused/negelected/exploited :

            ___Y   ___N  If yes, explain :
9-7. Are there any issues that may impact placement :

      ___Y   ___N  If yes, explain :

9-8. Has there ever been an alcohol or drug problem in your family : ___Y   ___N  

         If yes, explain :

9-9. Do you have any friends : ___Y   ___N  

9-10. Do your friends use drug and or alcohol :  ___Y   ___N  


9-11. Do you have children: (enter # of children where appropriate)


___No children

___ live out of my home
___ live in my home

9-11.  What are the custody arrangements for your children:
Explain:

9-12.  How do you identify your sexual orientation: ____Heterosexual  ____Homosexual  ____ Bisexual

9-13.  Do you feel that your sexual orientation could affect your involvement in drug and alcohol treatment in 
           any way:  ___Y   ___N  
 

          Explain
9-14.   Have you ever been sexually abused, exploited, raped or assaulted :    ___Y   ___N  
 

           Explain

Section 10:  SPIRITUAL

10-1.  Do you have a religious/spiritual preference: ___Y   ___N 

If yes, specify:

10-2.  Do you prefer faith-based treatment :   _____Y  _____N

Section 11 :  LIVING ARRANGEMENTS

11-1.  Does your living arrangement interfere with your recovery : ___Y  ___N  

Explain :
Section 12:  LEGAL HISTORY

12-1.    What is your current legal status to include any juvenile justice involvement and delinquency.  Include types and incidences of delinquent behavior:  

12-2.  Were you ever placed in a juvenile detention center:   ___Y   ___N


If yes, list dates and reasons:  

12-2.  Do you have any current charges:  ___Y   ___N



If yes, list and specify date:  

12-3. Are you aware of any current or outstanding warrants or detainers :  _____Y  _____N

12-3. List all prior charges and convictions:

Section 13:  GAMBLING HISTORY

13-1.   Have you gambled in the last 12 months: ___Y___N
13-2.  Do you feel that you have a lack of control in the frequency of your betting: ___Y___N
13-3.  Do you feel that you lack control over the amount you bet: ___Y___N
13-4.   Has the money you spent gambling led to financial, family, work or personal problems:  ___Y___N

 
13-5. Have you ever had to lie to people important to you about how much you gambled:  __Y __N

Section 14:  POTENTIAL BARRIERS TO TREATMENT

14-1. Please list and explain all other areas/issues that may impact treatment:
Transportation______________________________________________________________

Cultural/Language___________________________________________________________

Childcare Needs_____________________________________________________________

Physical Mobility____________________________________________________________

Other (please list)____________________________________________________________

__________________________________________________________________________

Section 15:  ASSESSMENT SUMMARY

15-1:   ASSESSOR OBSERVATIONS/IMPRESSIONS:  Note comments regarding client’s appearance/behavior

          during the LOCA (i.e., withdrawal symptoms, behavioral/psychiatric disturbance, etc.). Comment on

          the client’s apparent coping mechanisms. Address the client’s motivation in addition to any possible 

          reasons for inaccuracy in the client’s reporting (i.e., minimization, denial, intoxication, etc.).

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

15-2:  Based on the questions in this LOCA, along with the Adolescent Placement Summary Sheet, what level of care do you recommend:________________________________________________________________

15-3: If the level of care to which the client was referred differs from the level of care that was recommended based on the LOCA, explain why:_____________________________________________________

        ____________________________________________________________________________________

15-4:. Name of treatment provider: _______________________________________________________________

Address: ______________________________________________________________________



Phone: ________________________________________________________________________



Bed/Appointment Date and time: ___________________________________________________

15-5.  Based on sections 1 and 14 of the LOCA, were any special needs identified:  ___Y   ___N

If so, can the needs be addressed by the treatment provider where the client is being referred: ___Y   ___N   


Explain :

15-6 :  For Intravenous drug using clients, are you able to locate a treatment facility that can admit the client

          within 14 days: ___Y   ___N


Explain:


If not, interim services were:


___offered and referred on ______________ 

___offered, client refused on _______________




                           (date)                                                                                        (date)


___not offered (explain why)_____________________________________________________________

15-7.  For pregnant women, are you able to locate a treatment facility that can admit the client: __Y __N
Explain:

If not, interim services were:


___offered and referred on ______________

___offered, client refused on _______________



                                          (date)                                                                                   (date) 


___not offered (explain why)_____________________________________________________________
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