EXAMPLE
COMPREHENSIVE ASSESSMENT

CLIENT NAME: ____________________________________ 
This assessment was completed for authorization of placement:    Y		N

The comprehensive assessment must include information about the client's needs that relate to substance use and personal strengths that support recovery, including:
Age__________________________________________________________________________ 
Sex__________________________________________________________________________ Cultural background_____________________________________________________________ 
Sexual orientation_______________________________________________________________
Living situation_________________________________________________________________ 
Economic status ________________________________________________________________ 
Level of education_______________________________________________________________

Information from Collateral sources:
(Note: If sufficient information is obtained by the assessor to complete and assessment summary, contact with collateral sources is not required).
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

A description of the circumstances of service initiation:
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
 
 A list of previous attempts at treatment for substance misuse or substance use disorder:
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

 A list of previous attempts at treatment for compulsive gambling:
____________________________________________________________________
____________________________________________________________________

A list of previous attempts at treatment for mental illness:
______________________________________________________________________________________________________________________________________________________________

List substance use history including amounts and types of substances used, frequency and duration of use:

	TYPE OF SUBSTANCE:
	AMOUNT:
	FREQUENCY:
	DURATION:
	If used within 30 days, include the date of most recent use and address the absence or presence of previous withdrawal symptoms:

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Periods of abstinence:
____________________________________________________________________
____________________________________________________________________

Circumstances of relapse:
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
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Specific problem behaviors exhibited by the client when under the influence of substances:
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

The client’s desire for family involvement in the treatment program:
____________________________________________________________________
____________________________________________________________________

Family history of substance use and misuse: ____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

History or presence of physical or sexual abuse:
___________________________________________________________________________________________________________________________________________________________________________________________________________________________

Level of family support:
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Physical or medical concerns or diagnoses:
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Current medical treatment needed or being received related to the diagnosis:
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Are these concerns being addressed by a health care professional or is a referral needed:
____________________________________________________________________
____________________________________________________________________
Note: Screening tools approved by the Commissioner pursuant to section 245.4863 to identify whether the client screens positive for co-occurring disorders must be maintained in the client record.

Mental health history, including symptoms, and the effect on the client’s ability to function:
_____________________________________________________________________
____________________________________________________________________
[bookmark: _GoBack]____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Current mental health treatment:
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Psychotropic medication needed to maintain stability:
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
(Note: The assessment must utilize screening tools approved by the commissioner pursuant to section 245.4863 to identify whether the client screens positive for co-occurring disorders):

Arrests and legal interventions related to substance use:
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________ 

A description of how the client’s use affected the client’s ability to function appropriately in a work setting:









A description of how the client’s use affected the client’s ability to function appropriately in an educational setting:





Ability to understand written treatment materials:
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Ability to understand client rules and client rights:
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

A description of any risk-taking behavior, including behavior that puts the client at risk of exposure to blood-borne or sexually transmitted diseases:
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Social network in relation to expected support for recovery: ____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Leisure time activities that are associated with substance use:
______________________________________________________________________________________________________________________________________________________________________________

Is client pregnant?______________________ If yes, what is the health of the unborn child: 
_______________________________________________________________________________________________________________________________________________________________________________________________________________
Current involvement in prenatal care:
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Does the client recognize needs related to substance use and is willing to follow treatment recommendations:
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Does the client have an opioid use disorder:  Yes ___      No___         

Is the client seeking treatment for opioid use disorder:    Yes___   No___

Education was provided on the following: 
Risks for opioid use disorder and dependence _____
Treatment options, including the use of a medication for opioid use disorder_____
The risk of a recognizing opioid overdose_____
The use, availability, and administration of naloxone to respond to opioid overdose_____


_____________________________________________
Counselor Signature

_______________________________________________
Date face to face assessment was completed by ADC
