Network of the Spirit Ministries:
1289 East Main Street Bradford, PA 16701
networkofthespiritministries@gmail.com
bradfordsoberliving.com

NOS Ministries Client Intake and Application Form


Name: _________________________________________________Date of Birth: ___/___/_____ 
[bookmark: _GoBack]
Physical Address: ___________________________ ___________________, ______ ____________ Address City State Zip 

Mailing Address: ____________________________ __________________, ______ ____________ Address City State Zip 

Months/Years at Current Residence: ________________ Phone: (_____) ______ - ____________ 

Cellular #: (____) _____ - _________ Message #: (____) _____ - ________ Source: _______________ 

Employment Information Are you employed? Yes / No If yes, how long? ____/____ 

Income: __________ Per: _______ Occupation: ________________ Employer: __________________ 

Address: ___________________ Contact: ____________________ Phone #: (______) ______ - ______ 

If not employed, source of income: ____________________________ How Long? ____/______

 Support Amount: ____________________ Per: ____________ 

Children Name: __________________________ DOB: ____/____/______ Where: _________ 

        __________________________ DOB: ____/____/______ Where: _________

        __________________________ DOB: ____/____/______ Where: _________

        __________________________ DOB: ____/____/______ Where: _________

        __________________________ DOB: ____/____/______ Where: _________

Contact with Children: _________________________________________________________________ 




Emergency Contact Name: ________________ _____________________ 

Relationship: ____________________________________________________________ 

Current Address: ______________________ City __________________ State _____ Zip ___________ 

Phone: (_____) ______ - ___________ OK to contact: Yes / No 

Mental Health History Mental Health Issue: ________________________ Mental Health 

Provider: ______________________ Facility: ________________________Duration of 

Illness/Treatment: ____________________________ Address: _______________________________ 

City: _______________ State: ____ Zip: ___________ 

Medications: _________________________________________________________________________ 

____________________________________________________________________________________

Medical History Primary Physician Name: ________________________________ 

Facility: _______________________ Physician Address: ______________________ 

City: ____________________ State: ____ Zip: ________ Physician Phone: _______________________ 

Date of Last Contact: ____________________________ 

Medical Condition/Diagnosis: __________________________________________________________ 

Medications: __________________________________________________________________

____________________________________________________________________________







	SUBSTANCE/DRUG 
	 AGE 
	 LAST USE 
	 AMT LAST USE 
	 X PER WEEK 
	 AVG DAILY USE 

	 Nicotine: Tobacco 
	 
	 
	 
	 
	 

	 Alcohol 
	 
	 
	 
	 
	 

	 Meth/Amphetamine 
	 
	 
	 
	 
	 

	 Cocaine 
	 
	 
	 
	 
	 

	 Opiates: Morphine, Codeine, Heroin, Methadone, Vicodin 
	 
	 
	 
	 
	 

	 Cannabis: Marijuana, Hashish, Oil 
	 
	 
	 
	 
	 

	 Hallucinogens: LSD/Acid, Mushrooms, Peyote/Mescaline 
	 
	 
	 
	 
	 

	 Inhalants: Volatile solvents, Spray Paint/cans 
	 
	 
	 
	 
	 

	 Sedatives/Hypnotic: Barbituate , Benzos (Xanax), Sleeping pills) 
	 
	 
	 
	 
	 

	 Dissociative/Club/Steroids: Ecstasy, Ketamine, Steroids 
	 
	 
	 
	 
	 




[image: ]


What has your involvement in 12-step or other self help groups been like? ________________________ 

What is the longest period of time in the past you've been clean and sober? _______________________ 

What has worked for you before that has helped you stop using alcohol and/or drugs? ______________ 

What do you think would be (or have been) the obstacles or difficulties for you if you decided to stop 

drinking and/or using drugs? _____________________________________________________________ 

_____________________________________________________________________________________ 

What do you think you would need to do differently if you decided to stop drinking and/or using? _____ 

____________________________________________________________________________________ 

What kind of help do you think you would need if you decided to stop drinking and/or using? ________ 

____________________________________________________________________________________ 




How big of a challenge will it be for you to be drug and alcohol free while you are in this program?
 
0      1      2      3      4      5      6      7      8      9      10 

Who are the people in your life right now who are likely to support you to succeed in this program? 

____________________________________________________________________________________ 

Who are the people in your life who are less likely to support you to succeed in this program? 

____________________________________________________________________________________ 

Who in your family might be open to participating in treatment activities to support you? 

____________________________________________________________________________________ 

How safe is your living situation right now (other people using/selling substances; psychological/physical security)?
 
0      1      2      3      4      5      6      7      8      9      10 

Explanation of current living environment: 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

What practical issues might interfere with your treatment (reading/writing deficits; childcare, transportation, finances, work)? 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

_____________________________________________________________________________________ 


Legal History
	CASE NUMBER 
	 DATE FILED 
	 CHARGE FILED 
	 VIO/MIS/ FEL/REF 
	 STATUS 
	 RESULT 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 









Why do you wish to enter sober living?
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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