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	participant Screening

	Please complete the following questions.  The Family Treatment Court Program is designed to support parents as they move through Dependency Court.  We would like to help you with all of your problems but can only do this if we are aware of them.  Your answers will be kept confidential and will not be released without your permission.  Your answers will be used to determine eligibility for Family Treatment Court and for future planning should you be accepted into the program.  You may skip an answer.

	Name: (Last, First, M.I.)
	
	(  M    (  F
	DOB:
	

	Address:
	
	Phone:
	

	Marital status:   
	( Single     ( Partnered     ( Married     ( Separated     ( Divorced     ( Widowed

	Ethnicity: (check all that apply)
	( African American     ( Asian/Pacific Islander    ( Native American     ( Hispanic/Latino/Latina    ( Other


	DEMOGRAPHICS

	


	Current living arrangement:

	( Sec. 8 Rental/Public Housing  
( Transitional Housing  
	( Shelter  
( Weekly/Daily Motel
	( Parent’s House  
( Drug-Free Shared Housing  
	( On the street

( SRO
	( House or Apartment 
( Other 

	Current Source of Income: 
	( None  ( Work  ( TANF  ( Disability (please circle: SSI   SSDI   GAX   GAU)  ( Other  

	Public Assistance Received (check all that apply)
	( None  ( Food Stamps  ( Child Care  ( W.I.C.  ( Other  

	Highest level of education or specialized training completed:
	Currently in school:   ( Yes ( No

	( No Degree
	( High School/GED
	( 2-year degree
	( 4-year degree or higher
	( Vocational Training/Certificate
	( Other

	Disability Information:  ( None  ( Mobility  ( Learning  ( Hearing  ( Vision  ( Developmental  ( Speech  ( Mental/Psychological  ( Other


	Alcohol Screening - AUDIT


	

	In the past 3 months, how often did you have a drink containing alcohol?

	( Never
	( Monthly or less
	( 2 to 4 times a month
	( 2 to 3 times a week
	( 4 or more times a week

	In the past 3 months, how many drinks containing alcohol containing alcohol did you have on a typical day when drinking?

	( 1 or 2
	( 3 or 4
	( 5 or 6
	( 7 to 9
	( 10 or more

	In the past 3 months, how often did you have four or more drinks (women) or six or more drinks (men) on one occasion?

	

( Never
	( Less than monthly
	 ( Monthly
	(  Weekly
	(  Daily or almost daily

	How often during the last year have you found that you were not able to stop drinking once you started? 

	

( Never
	( Less than monthly
	 ( Monthly
	(  Weekly
	(  Daily or almost daily

	How often during the last year have you failed to do what was normally expected from you because you were drinking?

	

( Never
	( Less than monthly
	 ( Monthly
	(  Weekly
	(  Daily or almost daily

	How often during the last year have you had a feeling of guilt or remorse after drinking?

	

( Never
	( Less than monthly
	 ( Monthly
	(  Weekly
	(  Daily or almost daily

	How often during the last year have you been unable to remember what happened the night before because you had been drinking?

	

( Never
	( Less than monthly
	 ( Monthly
	(  Weekly
	(  Daily or almost daily

	How often during the last year have you had a feeling of guilt or remorse after drinking?

	

( Never
	( Less than monthly
	 ( Monthly
	(  Weekly
	(  Daily or almost daily

	Have you or someone else been injured as a result of your drinking?

	( No
	( Yes but not in the last year
	( Yes, during the last year

	Has a relative or friend, or a doctor or other health worker, been concerned about your drinking and suggested you cut down?

	( No
	( Yes but not in the last year
	( Yes, during the last year


	DRUG SCREENING INVENTORY


	

	In the past 12 months, how often did you use drugs other than tobacco or prescribed pain medications?

	( Never
	( Monthly or less
	( 2 to 4 times a month
	( 2 to 3 times a week
	( 4 or more times a week

	What kind did you use?  ( Cocaine/Crack  ( Heroin   ( Pain Pills   ( Sedatives  ( Club Drugs/Ecstasy  ( Marijuana  ( Methamphetamines, Amphetamines, Speed, Crystal   ( Others

	Has your drug use affected your ability to take care of your responsibilities (e.g. affected your work performance, parenting, or other household duties?
	(
	Yes
	(
	No

	Have you used drugs in situations where you could have been physically hurt (e.g. driving under the influence)?
	(
	Yes
	(
	No

	Has your drug use resulted in problems with the law or other courts?
	(
	Yes
	(
	No

	Have you kept using drugs even though it caused problems with family, friends, or other people?
	(
	Yes
	(
	No

	Have you had to use larger amounts of a drug to get the same effect as before?
	(
	Yes
	(
	No

	Have you experienced withdrawal symptoms (such as shakes, DTs, sleeping problems) OR used drugs to make withdrawal symptoms go away?
	(
	Yes
	(
	No

	Have you used larger amounts of drugs OR for a longer time than you meant to?
	(
	Yes
	(
	No

	Have you often wanted to cut down on your drug use, OR tried to cut down and couldn’t?
	(
	Yes
	(
	No

	Have you spent a great deal of time getting, using, or getting over the effects of drugs?
	(
	Yes
	(
	No

	Have you given up important activities because of drug use (work, friendships, hobbies, etc.)?
	(
	Yes
	(
	No

	Have you kept using drugs even though you knew it could make you more physically sick or emotionally upset than usual?
	(
	Yes
	(
	No


	Do you feel that alcohol or drugs are a problem in your life?
	( Yes   ( Probably   ( Maybe   (  No

	Are drugs or alcohol a problem for anyone in your family?
	( Yes   ( Probably   ( Maybe   (  No

	Would you like to talk to a counselor about your or a loved ones alcohol or drug use?
	( Yes   ( Probably   ( Maybe   (  No


	Previous Chemical Dependency Treatment (Agency/Location)
	Dates of Treatment
	Treatment Completed?
	Length of Abstinence

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	Personal Safety
	Have you ever been a victim of violence or abuse? If yes, please indicate type:
	 ( No   ( Emotional   ( Physical    ( Sexual

	
	Are you currently a victim of domestic violence?
	(
	Yes
	(
	No

	
	Do you feel safe in your current living arrangement?
	(
	Yes
	(
	No

	
	Would you like to talk to a professional about issues of personal safety?
	(
	Yes
	(
	No


	Legal History
	Have you ever been convicted of domestic violence?
	(
	Yes
	(
	No

	
	Have you ever been convicted of a felony?
	(
	Yes
	(
	No

	
	Do you have any charges or warrants outstanding?
	(
	Yes
	(
	No

	
	Has your driver’s license been suspended or revoked?
	(
	Yes
	(
	No

	
	Would you like to talk to someone about your current legal problems?
	(
	Yes
	(
	No


	MENTAL HEALTH

	

	Have you ever talked to a psychiatrist, psychologist, therapist, social worker or counselor about an emotional problem?
	(
	Yes
	(
	No

	Have you ever felt you needed help with your emotional problems, or have you had people tell you that you should get help for your emotional problems?
	(
	Yes
	(
	No

	Have you ever been told to take medication for anxiety, depression, hearing voices, or for any other emotional problem?
	(
	Yes
	(
	No

	Have you ever been seen in a psychiatric emergency room or been hospitalized for psychiatric reasons?
	(
	Yes
	(
	No

	Have you ever heard voices no one else could hear or seen objects or things which others could not see?
	(
	Yes
	(
	No

	Have you ever been depressed for weeks at a time, lost interest or pleasure in most activities, had trouble concentrating or making decisions, or thought about hurting yourself?
	(
	Yes
	(
	No

	Have you ever attempted to kill yourself?
	(
	Yes
	(
	No

	Was there ever a period in your life when you spent a lot of time thinking and worrying about gaining weight, becoming fat, or controlling your eating?  For example, repeated dieting, fasting, exercising to make up for binge eating, or taking diuretics, enemas or forcing yourself to throw up.
	(
	Yes
	(
	No

	Have you ever had nightmares or flashback as a result of being involved in some traumatic/terrible event? For example, domestic violence, rape, incest, warfare, gang fight, or being shot or stabbed?
	(
	Yes
	(
	No

	Have you ever had a period of time when you were so full of energy and your ideas came very rapidly, when you talked nearly non-stop, when you moved quickly from one activity to another, when you needed little sleep, and believed you could do almost anything?
	(
	Yes
	(
	No

	Have you ever had spells or attacks when you suddenly felt anxious, frightened, uneasy to the extent that you began sweating, your heart began to beat rapidly, you were shaking or trembling, your stomach was upset, you felt dizzy or unsteady, as if you would faint?
	(
	Yes
	(
	No

	Have you ever lost considerable sums of money through gambling or had problems at work, in school, with your family and friends as a result of your gambling?
	(
	Yes
	(
	No

	Have you ever been told that you have a special learning problem?
	(
	Yes
	(
	No

	Would you like to talk to a professional about any of these items?
	(
	Yes
	(
	No


	PERSONAL HEALTH

	

	Please rate your current health
	( Poor   ( Fair  ( Good   ( Excellent

	Do you currently have medical insurance or a medical coupon? If so, what type?
	(
	Yes
	(
	No

	Are you currently pregnant?
	(
	Yes
	(
	No

	Do you currently have any chronic medical problems (HIV, TB, Hep C, Diabetes, etc.)?
	(
	Yes
	(
	No

	Please explain:

	Would you like help getting medical or dental care?
	(  Medical  ( Dental  ( Both   ( Neither


	List your prescribed drugs and over-the-counter drugs, such as vitamins and inhalers:

	Name of the Drug
	Strength
	Frequency Taken

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	

	initial Family needs assessment

	

	Please let us know if you would like receive assistance with any of the following items by checking the box next to the item: 


	(
	Having money to pay bills
	(
	Getting furniture, clothing, toys
	(
	Getting  medical coupons for my family

	(
	Getting a safe/stable place to live
	(
	Having emergency child care
	(
	Having a satisfying job

	(
	Getting a job
	(
	Getting where I need to go
	(
	Getting respite care for my child

	(
	Having enough food for my family
	(
	Finding someone to talk to about my child
	(
	Planning for future health needs

	(
	Feeding my child
	(
	Budgeting money
	(
	Expanding my education, skills and interests

	(
	Finding care for my child in the future
	(
	Having time to take care of myself
	(
	Participating in parent groups or clubs

	(
	Visiting with my child
	(
	Adapting my house for my child
	(
	Managing the daily needs of my child at home

	(
	Getting in touch with people I need to talk to
	(
	Meeting safe/sober people
	(
	Saving money for the future


	What are the things you would like help with the most.  Please list the items here.

	1. 

	2. 

	3. 

	4. 

	5. 


	Screening Summary (to be completed by FTC Staff)

	Alcohol Use: 
	AUDIT Score: ____

 FORMCHECKBOX 
 N/A : No use

 FORMCHECKBOX 
 1-5: Not yet at a dangerous level

 FORMCHECKBOX 
 6-7: Borderline dangerous

 FORMCHECKBOX 
 8-20: Harmful/Hazardous

 FORMCHECKBOX 
 21-40: Very dangerous



	Drug Use: 
	DSI Score: ____

 FORMCHECKBOX 
 N/A: No use

 FORMCHECKBOX 
 0: Not yet at a dangerous level

 FORMCHECKBOX 
 1-4: Moderate level (abuse)

 FORMCHECKBOX 
 5-14: Substantial level

 FORMCHECKBOX 
 15+: Severe level (dependence)

	Personal Safety:
	 FORMCHECKBOX 
 Requested assistance in this area

	Legal History:
	 FORMCHECKBOX 
 Requested assistance in this area

	Mental Health:     
	 FORMCHECKBOX 
 Previous MH Diagnosis: 
Type: ________________________
 FORMCHECKBOX 
  Requested assistance in this area



	Personal Health: 
	 FORMCHECKBOX 
  Has medical insurance/coupon 

Type: ___________________________

 FORMCHECKBOX 
  Referred for medical coupon

 FORMCHECKBOX 
  Requested assistance in this area



	Overall:
	Eligible

Currently in treatment


	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 Yes 


	 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 No


� AUDIT -


� Drug Screening Inventory - 





Page 1 of 2
	CLIENT NAME:
	King County Superior Court

Family Treatment Court

1211 E. Alder, Room 362

Seattle, WA 98122

206-205-9340

	
	INITIAL SCREENING


Page 5 of 5

