
Demographics 
Name:

Date of Birth:

No

No

-Is there a history of Suicide/ Homicide attempts? No 
If Yes, Date of Last & Attempt:

Does the Patient have any of the following Medical Issues:(Please Check the Box & Complete the proceeding questions)

No

Seizure

- Has the patient experienced a seizure in the last 72 Hours?   Yes
- Cause:

- Insulin Dependent?

Is Patient Pregnant?      No        If Yes, Date of Last Ultrasound?

For the Safety of both the Patient & the unborn child, an ultrasound is required to be done prior to admission to ensure the proper level of care is provided.

Is the patient able to perform daily living activities independently (Ex. Bathing, grooming, dressing/undressing, functionals transfers)?  
If NO, please refer the patient to the appropriate facility that can provide a higher level of care. 

Diabetes 

Address:
Preferred Language 

Mark Here, if No Insurance.

Yes

Requires Oxygen Therapy
- Cause:

- Equipment: (CHL does not supply equipment, patient will need to bring their own equipment)

Methadone (CHL requires a last dosage letter) 

Has a transfer plan been implemented?     

Burprenorphine (Subutex) or Buprenorphine/Naloxone (Suboxone) 

Does the patient have a follow up appointment?       

 Was a bridge script given to last until their next appointment?       

Oral / Injectable Naltrexone (Vivitrol)
Date of Last Dose:

Has a transfer plan been implemented?  

Is the Patient currently active with a certain clinic? (If so, please provide name of clinic) 

Revised 01/23/2020

Fax Completed Form to 
800-550-7690

Requires Interpreter?

Recovery Program

Detoxification of Substances
In the space below please list the drug of choice, date of late use and frequency of use.

If there is any history of drug overdose, please provide approximate date of last overdose. 

 Does the Patient have any acute or active ideations?
If Suicidal / Homicidal Ideations, please list Means, Method, Intent:

Insurance Carrier 

Presenting Concern (Please check the concern and complete the fields that follow)

Does the patient intend to harm self or others?        No
If Yes, Please refer out to the appropriate facility as patient will require stabilization before being admitted to CHL.

Describe any Psychiatric or Mental Health Diagnosis:

Gender

Mark Here for Section 35

High Blood Pressure  

If any of the above were marked: Is the patient taking required medications?

Yes

Is the patient on any of the following medications:

sszretter
Highlight
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