                  PRIVATE TREATMENT     Application Form

Please complete and either FAX to: 01253 728069, E-mail: admissions@pierpoint.co.uk 

                      or Phone 0845 458 3700 (Local Call Rate UK wide) 
	Applicant’s Name:
	Date of Birth: 

	Date of Application:
	Male / Female              Age 

	Home /

Current Address:
	                                                                   *POST CODE








           *Mandatory

	Target Admission Date / Month:

	Likely to admit from: Home / Community / Residential Detox / Hospital / Court 



	Service(s) Required:
	    Detox 
	Primary Male
	Primary Specialist Female
	Secondary Care

	Addiction(s) to be treated:




	Name of Person / Company Responsible For Fees:
	Referrer’s 

Name:

	Relationship to client:

                         
	Referrer’s Relationship to Client:



	Invoicing Address:


	Referrer’s Address:

	Postcode
	Postcode

	Tel. No:
	Tel: No:

	Mobile:
	Mobile:

	
	

	E-mail:
	E-mail:

	Fax:
	Fax:


	Do you have any history of: (if you answer YES to any, please give details in Additional Information box over the page)

	Psychiatric illness, intervention or treatment?
	Yes / No
	Criminal Convictions?
	Yes / No

	Self harm / suicide attempt?
	Yes / No
	Arson, Aggressive or violent behaviour or sexual offences?
	Yes / No


	Do you have any:

	Health, Disability, Dietary or Special needs?
	Yes / No
	Children?
	Yes / No

	Prescribed medication that you are prescribed?
	Yes / No
	Ongoing Court Cases? Please detail which Court & Sentencing Date below
	Yes / No

	Non- prescribed medication that you use?
	Yes / No
	Current Criminal Justice Sentence(s)?
	Yes / No


	Other KEY Agency / Person / Professional working with you: e.g Family Member, Psychiatrist, Community / Support     Service / Key Worker, Mentor or Family Friend
	Other KEY Agency / Person / Professional working with you: e.g Family Member, Psychiatrist, Community / Support Service / Key Worker, Mentor or Family Friend

	Person’s Name:
	Person’s Name:

	Agency Name / Address:
	Agency Name / Address:

	Person’s Job:
	Person’s Job:

	Tel No.:
	Tel No.:

	E-Mail:
	E-Mail:

	Fax No:
	Fax No:

	
	


	Current Substance Use


	Substance
	Used for how many years?
	Used in last 4 weeks?


	How frequently do you use this substance?
	Average quantity or value used per day / per use
	How taken

	Alcohol
	
	Yes / No
	Daily   

Weekly Occasionally
	
	Oral Smoked Injected

	Amphetamines
	
	Yes / No
	Daily   

Weekly Occasionally
	
	Oral Smoked Injected

	Benzodiazepines
	
	Yes / No
	Daily   

Weekly Occasionally
	
	Oral Smoked Injected

	Cannabis
	
	Yes / No
	Daily   

Weekly Occasionally
	
	Oral Smoked Injected

	Cocaine
	
	Yes / No
	Daily   

Weekly Occasionally
	
	Oral Smoked Injected

	Crack
	
	Yes / No
	Daily   

Weekly Occasionally
	
	Oral Smoked Injected

	Heroin
	
	Yes / No
	Daily   

Weekly Occasionally
	
	Oral Smoked Injected

	Methadone
	
	Yes / No
	Daily   

Weekly Occasionally
	
	Oral Smoked Injected

	Other 1(Please State)
	
	Yes / No
	Daily   

Weekly Occasionally
	
	Oral Smoked Injected

	Other 2 (Please State)
	
	Yes / No
	Daily   

Weekly Occasionally
	
	Oral Smoked Injected

	Other 3 (Please State)
	
	Yes / No
	Daily   

Weekly Occasionally
	
	Oral Smoked Injected

	Other 4 (Please State)
	
	Yes / No
	Daily   

Weekly Occasionally
	
	Oral Smoked Injected


	What is your PRIMARY (MAIN) Substance of choice?
	

	What is your second Substance of choice?
	

	How long ago were you last clean / dry?
	

	What is the longest period of abstinence you have had?
	                                          When?


	Prescribed and Non-Prescribed Medication

	Name of Medication
	Dosage
	Reason Prescribed
	Prescribing 

     Doctor’s 

     Name
	Do you need to continue taking this medication while in treatment with us?

	
	
	
	
	Yes / No 

Wish to discuss

	
	
	
	
	Yes / No 

Wish to discuss

	
	
	
	
	Yes / No 

Wish to discuss

	
	
	
	
	Yes / No 

Wish to discuss

	
	
	
	
	Yes / No 

Wish to discuss

	
	
	
	
	Yes / No 

Wish to discuss


	* Name of GP or Doctor Treating you or Prescribing for you?

	Other KEY Agency / Person / Professional working with you: e.g Family Member, Psychiatrist, Community / Support   Service / Key Worker, Mentor or Family Friend

	Organisation Name:
	Person’s Name:

	Address:


	Agency Name / Address:

	Postcode
	Person’s Job:

	Tel No.:
	Tel No.:

	E-Mail:
	E-Mail:

	Fax No.:
	Fax no:

	
	


	CONSENT FOR THE RELEASE OF INFORMATION

I understand that for the purpose of assessing my needs for Assessment, Admission, Treatment & Rehabilitation, and Pierpoint Addiction Treatment Centres may need to request information such as Medical, Psychiatric or Probation reports or other information held by professional agencies that have been involved with my previous care or treatment.

I hereby give my permission for the staff at Pierpoint to request such information from professionals named in my Application for treatment.

Applicant’s Name (please print) _________________________________________Date of Birth____________________   

Signature_______________________________________________ Date_______________________________________________




	ADDITIONAL INFORMATION



	TO BE COMPLETED BY THE APPLICANT.  

What do you (the client) hope to gain from using the Detoxification and/or Treatment programmes offered by Pierpoint ? 

Please give details of any motivating factors influencing the decision you have made to change your current lifestyle.



	TO BE COMPLETED BY THE REFERRER. 

Please give a brief social history of your friend / relative / employee. What motivation / commitment have they shown to their 

proposed change in lifestyle?



	APPLICANT / Referrer’s DECLARATION

I confirm that the above information is true and correct. I understand that false information could render this application invalid and may jeopardise the chance of (the client) being offered a placement within Pierpoint’s Treatment Programmes.

Signed __________________________________________________ Date________________________________________

Printed Name_____________________________________________ Applicant / Referrer




 PRIVATE TREATMENT Application Form: - Reviewed January 2007.

