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counseling and treatment services




Transitional Housing Pre-Admission Application
Date:       
Personal Data (Please Print Clearly)
	Name:  (Last)                                                        (First)                                                (MI)         

	Date of Birth:      
	SSN:      
	Phone:      

	Current Address:      
	Apt #:      

	City:      
	State:      
	Zip Code:      

	Sex:      
	Previous Client?  If Yes, when?      

	Drug(s) of Choice:      

	Medications:      

	     

	Outpatient Treatment History:         FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No
	Inpatient Treatment History:        FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

	Most Recent Drug Use Date(s):      
	Most Recent Alcohol Use Date(s):      

	Are you drinking/using on the job?       FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No

	Any problems at work because of alcohol or drug use?         FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No  

	Are you on Probation?        FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No      Probation Begin Date:             End Date:       

	Are you on Parole?        FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No           Parole Begin Date:                  End Date:       

	# Lifetime DUI’s Convictions:      
	# Lifetime Drug Abuse Convictions:      


Other Interested Services: (select any that apply)
 FORMCHECKBOX 
  Intensive Outpatient (IOP)

 FORMCHECKBOX 
  Relapse Prevention


 FORMCHECKBOX 
  Domestic Violence

 FORMCHECKBOX 
  Detoxification


 FORMCHECKBOX 
  Anger Management


 FORMCHECKBOX 
  Other

Payment Type: (select any that apply)
 FORMCHECKBOX 
  Self-Pay


 FORMCHECKBOX 
  Private Healthcare:        
 FORMCHECKBOX 
  Value Options

 FORMCHECKBOX 
  HMO:       
 FORMCHECKBOX 
  Kaiser


 FORMCHECKBOX 
  PPO:        
 FORMCHECKBOX 
  Sponsored

Job/Work Data:             FORMCHECKBOX 
  Employed      FORMCHECKBOX 
  Unemployed      FORMCHECKBOX 
  Retired      FORMCHECKBOX 
  Other  

Referral Source

	Name:      
	Phone:       


Client Signature:       




Date:      
Office Use Only:
	Received Date:
	Assigned Case Manager: 

	Minimum Length of Stay: ____________         Days       Months       Other:  

	Dual Program?      Yes       No
If so, Education Program:

	Client Payment Type:      Client        Insurance*       Other:

* Complete proper insurance forms on client.

	Axis I (all):                                                                     Axis II:                                     Axis III: 


Mail To:   Tangu, Inc   PO Box 55469  Atlanta, GA  30308           Fax To:  404-586-0645



















