BOUNDARY COUNTY DRUG COURT
APPLICATION PACKET
	PERSONAL INFORMATION:

	NAME: 
	
	DATE:
	

	CELL PHONE:
	
	LANDLINE:
	

	DOB: 
	
	AGE:
	

	RACE: 
	
	ETHNICITY: 
	

	GENDER: 
	
	
	DL#:  

	SSN: 
	
	EMAIL:
	

	RELATIONSHIP STATUS: 
	MARRIED / DIVORCED / SEPARATED, NEVER MARRIED, PARTNER, WIDOWED

	MAILING ADDRESS:
	
	PHYSICAL ADDRESS:
[if diff. from mailing]
	



	EMERGENCY CONTACT:
	
	PHONE:
	




	CURRENT CRIMINAL CASES

	CURRENT CHARGE(S):
	


	CASE NUMBER:
	
	JUDGE:
	

	NEXT HEARING DATE:
	

	TYPE OF HEARING:
	Arraignment, Evidentiary, Trial, Sentencing

	LEGAL STATUS: 
	Post Plea / Pre-Sentence / Post Sentence
	

	Have you completed your PSI?       Yes   /    No
	Sentencing Date:

	DEFENSE ATTORNEY:
	
	PHONE:
	

	EMAIL:
	

	ARE YOU ALREADY ON A PRIOR PROBATION CASE:
	YES   /   NO

	DO YOU HAVE A PENDING PROBATION VIOLATION:
	YES   /   NO

	COMMUNITY SERVICE HOURS TO COMPLETE BY CASE #:


	
FUNDING SOURCE
[Bring insurance card to your screening appointment]

	
MEDICAID:  Yes  /  No

	
MEDICARE:  Yes  /  No
	
IDHW:  Yes  /  No
	
ISC:  Yes  /  No
	
VA:  Yes  /  No



	PRIVATE INSURANCE:

	

	IF NO INSURANCE:
	HAVE YOU COMPLETED AN APPLICATION FOR MEDICAID?

YES  / NO
	DATE TURNED IN?
	HAVE YOU REC’D NOTIFICATION?

APPROVED / 
DISQUALIFIED
	MUST BRING IN PROOF OF DISQUALIFCATION or ACCEPTANCE



	
	
	

	PO NAME:
	
	PHONE:
	

	
PLANS FOR HOUSING UPON RELEASE: 
	


	TRANSPORTATION:
	




			

PRIOR CRIMINAL HISTORY:



	# of Felony arrests?





	# of Felony convictions? 
	For?

	# of Misdemeanor Arrests?





	# of Misdemeanor convictions?
	For? 

	# of Juvenile Charges?





	# of Juvenile convictions?
	For?




	# of Drug Arrests?



	Has your Probation/Parole ever been Suspended?

YES  /  NO
	If Yes, Why?






	COMPLETED RIDER?


YES  /  NO

	HOW MANY RIDERS?
	APPROXIMATE YEAR(S) OF RIDERS?





	# of PRIOR CONVICTIONS IN IDAHO: 



	APPROXIMATE YEARS OF CONVICTIONS?


	# of PRIOR CONVICTIONS IN OTHER STATES: 




	APPROXIMATE YEARS OF CONVICTIONS:                                                    
	STATES with criminal histories?



	LIST ALL IMMEDIATE FAMILY MEMBERS ON PROBATION/PAROLE & CHARGES:

	








	EVER CONVICTED OF A SEX CRIME? Such sexual battery, assault, rape, statutory rape, etc..

YES  /  NO

	EXPLAIN CHARGES, CIRCUMSTANCES, & STATES WHERE CONVICTED:











	ARE YOU REQUIRED TO REGISTER AS A SEX OFFENDER?


YES  /  NO
	Is there anyone in your household who has to Register as a Sex Offender?  

YES  /  NO

If yes, list name and relationship, & conviction information.













	
EDUCATION AND EMPLOYMENT

	EMPLOYER/COMPANY NAME: 
	PHYSICAL ADDRESS:
	PHONE:

	SUPERVISOR NAME:
	USUAL WORK HOURS:
	RATE OF PAY:

	How long at present employer?



	How is your interaction with current employer?


	How is your interaction with current co-workers?



	Do you like your current Job?
	If no, what would you like to be doing for work?
	Were you ever fired from a job?
Give Details=



	Longest period of employment?

Where?
	How many jobs have you had in the last 10 years?
	

	HIGH SCHOOL GRADUATE:    YES  / NO

GED:    YES  / NO    

DROPPED OUT GRADE:

	NAME/LOCATION OF SCHOOL:

	What were your grades like in high school/college?


	Major or Interest?

	How was your interaction with teachers?


	How was your interaction with peers?

	Were you ever suspended or expelled?


	If yes why?

	IF NO HS DIPLOMA OR GED; **GED MAY BE REQUIRED DURING D/C UNLESS EXCUSED:
	DATE OF GED:  

	COLLEGE OR TRADE SCHOOL:   YES  / NO
	NAME/LOCATION OF SCHOOL & 
WHEN ATTENDED:








	
CHILDREN AT INTAKE

	

	Children’s Name
	Age
	Custody Status
(With Applicant, With other parent, Joint, Other)
	Other Bio Parent
	If other than applicant list Address /Phones where child also resides
	Paying Child Support Amount?
	Receiving Child Support Amount?

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	



	Do you have any children that were affected by drugs or alcohol at birth?
	If Yes, list child and drug or alcohol:









	Current Spouse/Significant other?
	Name and age of your siblings:



	Child Protective Services Involved?  
	YES   /   NO

	Name of Case Worker (CPS)?
	

	Do you need help with Divorce, Child Custody, or other civil issues?
	YES   /   NO

	If yes: what kind of help?
	







	

OTHER FAMILY MEMBERS THAT LIVE CLOSE ENOUGH TO VISIT

	RELATIONSHIP:
	NAME:
	PHONE:
	ADDRESS:

	

	
	
	



	
	
	
	



	
	
	
	



	
	
	
	



	


	
	
	


 
	
MILITARY INFORMATION:

	VETERAN:   
YES  /  NO
	COMBAT VETERAN:
YES  /  NO
	BRANCH OF SERVICE:


	SPECIALTY: 

	YEARS OF SERVICE?
	TYPE OF DISCHARGE?


	ARE YOU IN RESERVES?

YES  /  NO

	IF YES; WHICH BRANCH?



	BENEFIT STATUS:
	TRI-CARE  /  VA  /  CONNECTED  WITH OUTPATIENT CLINIC?  YES  /  NO
If Yes, where?





	ADDITIONAL INFORMATION YOU WISH TO SHARE= (USE BACK IF NEEDED)

















	
MENTAL HEALTH HISTORY

	
Have you ever been diagnosed with mental Illness?    YES  /  NO


	DIAGNOSIS:


	APPROXIMATE DATE DIAGNOSED:





	NAME OF DOCTOR WHO DIAGNOSED:
	MENTAL HEALTH SYMPTOMS:

	PROVIDER OF PREVIOUS MENTAL HEALTH INPATIENT




	DATE(S)
	LOCATION 
	DURATION

	PROVIDER PREVIOUS/CURRENT OUTPATIENT MENTAL HEALTH THERAPY



	DATE(S)
	LOCATION
	DURATION

	PREVIOUS SUICIDE ATTEMPTS (METHOD):






	DATE/YEAR:
	CURRENT SUIDICAL IDEATION:
	PLAN:

	EVER ON SUICIDE WATCH IN JAIL


YES  /  NO
	HOW MANY TIMES DID THE JAIL PUT YOU ON SUICIDE WATCH?

	WERE YOU EVER TAKEN TO THE HOSPITAL?


YES  /  NO
	ANY FAMILY/FRIENDS COMMIT SUICIDE?


YES  /  NO


	HAVE YOU EVER BEEN SEXUALLY ABUSED?


YES  /  NO


	IF YES CIRCUMSTANCES




	HAVE YOU EVER BEEN PHYSICALLY ABUSED?


YES  /  NO


	If yes, circumstances:

	HAVE YOU EVER ENGAGED IN TREATMENT FOR TRAUMA, PTSD, ABUSE?

YES  /  NO

	If yes; briefly explain when and circumstances for treatment:








	DO YOU HAVE ANY OTHER MENTAL HEALTH ISSUES THAT YOU NEED HELP WITH OR YOU WANT DRUG COURT TO BE AWARE OF?
	Briefly explain:  











	[bookmark: _Hlk154586117]
CURRENT MENTAL HEALTH MEDS
	PRESCRIBER
	REASON FOR PRESCRIPTION

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	MEDICAL HISTORY

	CHRONIC HEALTH CONDITIONS:




	Do you have any communicable diseases?
	Are you Pregnant?

YES      NO     N/A
	
If yes, how far along?





	PRIMARY CARE PHYSICIAN:
	DATE LAST SAW DOCTOR:




	Other items you want Drug Court to be aware of? 










	BRING IN A COPY OF YOUR PRESCRIPTION LIST FROM THE PHARMACY AND YOUR MEDS SO YOUR PRESCRIPTIONS CAN BE VERFIEID, & TO RULE OUT ANY POSITIVE DRUG TESTING RESULTS.




	
CURRENT (non-mental health) MEDICATION
	PRESCRIBER
	REASON FOR PRESCRIPTION

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	





	SUBSTANCE USE HISTORY

	PRIMARY DRUG OF CHOICE (includes alcohol) 





	2nd DRUG OF CHOICE
(includes alcohol)
 
	Sobriety Date:



	Longest period of sobriety, approximate dates:



	DRUG
	ROUTE
 
	FREQUENCY

	AGE 1ST USE
	LAST USE
	Approximate cost per day when you were using heavy

	ALCOHOL
Beer/Liquor/Both?
	
	
	
	
	

	THC
	
	
	
	
	

	METH
	
	
	
	
	

	COCAINE/CRACK
	
	
	
	
	

	HEROIN
	
	
	
	
	

	OPIATE PILLS
	
	
	
	
	

	FENTANYL
	
	
	
	
	

	KRATOM
	
	
	
	
	

	LSD/SHROOMS
	
	
	
	
	

	SPICE
	
	
	
	
	

	INHALANTS  

	
	
	
	
	



	OTHER
	
	
	
	
	



	SUBSTANCE USE ADDICTION HISTORY CONTINUED

	PRIOR INPATIENT HISTORY 
(PROVIDER)





	DATE
	LOCATION
	DURATION

	PRIOR OUTPATIENT HISTORY
(PROVIDER)





	DATE
	LOCATION
	DURATION

	IMMEDIATE FAMILY HISTORY OF SUBSTANCE ABUSE/ADDICTION
(INCLUDES ALCOHOL):


	







	Current Needs?

CIRCLE ALL THAT APPLY
	Alcohol Abuse, Drug Abuse, Mental Health, Parenting Skills, Family, 

Physical Health, Anger Management, Criminal Attitudes, Employment, 

Education, ADHD, History of Trauma, PTSD, Housing, Other.


	Explain Needs:
	


















	
WHO ARE YOUR “SAFE” PEOPLE THAT YOU COULD CALL IN THE MIDDLE OF THE NIGHT IF YOU NEEDED HELP WITH RECOVERY?

	NAME
	RELATIONSHIP

	

	

	

	

	

	





	LIST (3) FAMILY OR FRIENDS THAT ARE “NOT SAFE” OR ARE UNSUPPORTIVE IN YOUR LIFE AND YOUR RECOVERY?

	NAME
	RELATIONSHIP

	

	

	

	


	

	



	What is your motivation for getting into the Drug Court Program?

	













	What do you expect to get out of Drug Court?
	


















I CERTIFIY THAT THE ABOVE INFORMATION IS CORRECT AND ACCURATE.  I UNDERSTAND THAT PROVIDING FALSE OR MISLEADING INFORMATION MAY RESULT IN A REPORT OF VIOLATION BEING SUBMITTED, OR OTHER DISCIPLINARY ACTION.  

PRINT NAME:  _____________________________________________ DATE: _______________________

SIGNATURE: _______________________________________________


DRUG COURT COORDINATOR:  _________________________________ DATE: ________________________






DO NOT WRITE IN THIS BOX ~ THIS AREA IS FOR COORDINATOR PURPOSES ONLY
 DATE PARTICIPANT RETURNED PACKET:  
 DATE OF SCREENING: 
 GAIN TX LEVEL/CDA-ASAM ASSESSMENT LEVEL:  	
 ASSESSMENT COMPLETED DATE:  
 DATE TREATMENT RECORDS REQUESTED:  
 REFERRAL COMPLETED?       YES         NO 
 LSI-R SCORE:  


USE THIS SPACE BELOW FOR ADDITIONAL INFO OR QUESTIONS
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