Adult Residential Intake Form
(This does not take the place of the Centerstone Intake – Please Refer to Intake in Centerstone for Additional Information)

Resident Name:							Date of Admission:  			
Gender: ________________	Marital status: ________________	DOB: ____________________        
Sources of Data:   self						 	 _____________________________
Address:_____5410 Lee Avenue Room          Chattanooga, TN 37410___________________________
Employer: ____________________________ School: ___________________________
Home Number: _________________________ Work Number: ___________________
Emergency Contact: Name _________________________ Number ___________________
Relationship to Emergency Contact:  ____________________________

Guardianship Information (if apply) _______________________________________________________
 Primary Dx: _________________________________________________________________________                                                                      
Presenting Problem:

Client’s Words:  _______________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________
Staff Summary: _____________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________

Behavioral and Social History:

Previous behavioral treatment – list your previous treatment:  inpatient, crisis, outpatient, residential, etc.; include relevant family history, clinician names when known (indicate if not known;) what has the response been?
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Crisis History:	____________________________________ Are you currently in crisis?  ____________
What is your typical response to crisis?  ____________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Medical Conditions – list your current medical concerns - include previous treatment for medical problems, who is providing the treatment, what has the response been and relevant family history?  
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________

Do you have drug allergies? ______ Include any adverse reactions to medications. __________________ _____________________________________________________________________________________
Have you been attending any pain clinics?  _____ If yes, list all pain clinic providers and medications prescribed to you:  ____________________________________________________________________
____________________________________________________________________________________

Substance Abuse History:
List your current and past substances abused (include alcohol, illicit drugs, over-the-counter medications and nicotine). ___________________________________________________________________________________
___________________________________________________________________________________

Social Support: 
List your social supports and describe how you respond to them:  ______________________________
___________________________________________________________________________________

List the things referral typically does for leisure:  ___________________________________________
Where are you currently living (before referral?)  ___________________________________________
Do you have caregivers or a guardian?  ___________________________________________________

Strengths and other resilience factors such as support network ________________________________________________________________________________

Who is your:
Psychiatrist: ___ Volunteer Behavior Health _____	Contact Number _423-634-8884____
Social Worker: ___ Volunteer Behavior Health ___	Contact Number _423-634-8884____
Psychologist: ____N/A____________________  	Contact Number ________________
Counselor: _______ Volunteer Behavior Health ___Contact Number _423-634-8884___
[bookmark: _Hlk180082590]Treatment Counselor: _Volunteer Behavior Health 	Contact Number _423-634-8884___
Are you being seen by any other behavioral health clinicians? Yes ___ No _X__
If yes, who/ contact number:  _____________________________________________

Do you have a Primary Care Physician?  If so, name and contact number
Name _Dr. Zeighler and Janice Burgess, NP (Dr. Home Visit) _Contact Number _423-451-7623
8961 B Dayton Pike, Soddy Daisy.TN 37379

Employment:
Where and when were you last employed?  ________________________________________________

Discharge Planning

What community support (family, conservator, providers) are included in the initial discharge plan? (What do you want?)  ___________________________________________________________________
List two types of step-down housing opportunities you would be interested in and how you see your needs for follow up treatment:  _________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________

What do you see as the barriers to your discharge?  __________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________

Staff initials noting awareness of discharge planning:  _______________________________________

Name of staff reviewing this form with resident and Date:  _Bobbie McDaniel, RN____
