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Nimkee Nupigawagan Healing Centre

RR # 1
Muncey, Ontario
N0L 1Y0
Phone:  519-264-2277 Fax. 519-264-1552

YSAC 
Youth Services Intake Form
 This form is to be completed in full when applying  to have a client admitted to one of the National youth inhalant treatment centres.

Centre applying to:_____________

Referral Information:
Name:
____________________________________________________________________________

Date of Birth:  ______________________________(dd/mm/yyyy ) Age at present______
Male:  FORMCHECKBOX 

Female:  FORMCHECKBOX 

Medical Number:  _____________________Province of Registration____________ Expiry Date_______
Band Name and Number (10 Digit):  ________________________________________________________
Social Insurance Number:  (If Available)_____________________________________________________
Treaty Number:  ________________________________________________________________________
Client Address:  ________________________________________________________________________


_______________________________________________________________________
Languages:  Spoken   English    _____ Other: _________ Understood English    _____ Other: __________
Social Services  Involvement:

Agency Name: _______________________________________________________________________

Phone No.: __________________________________________________________________________

Worker Name: _______________________________________________________________________

Client Status:  Crown Ward ____, Society Ward ____, Voluntary Placement ____, Customary Care ____VPA  ____\ Other: _____
Family History:
Biological Parents:  ___________________________________________________________________

Guardian:  __________________________________________________________________________

Address:  ___________________________________________________________________________


   ___________________________________________________________________________

Phone No.:  _________________________________________________________________________

Place of Employment:  ________________________________________________________________

Phone No.:  _________________________________________________________________________

(Please list all who are considered siblings by the client, including customary, step and foster siblings)
	Name
	Age
	Health Status
	Lives With

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Extended Family:

Maternal:  ___________________________________________________________________________

Paternal:  ___________________________________________________________________________

Languages:  (spoken predominantly, other)  _______________________________________________

___________________________________________________________________________________

Religious Beliefs:
Traditional   FORMCHECKBOX 


Roman Catholic   FORMCHECKBOX 


Protestant   FORMCHECKBOX 




Other:  __________________________________________________________

Education:

1. Does your client go to school? 
Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

2. Does your client like school?  ______________________________________________________
3. Highest grade completed?  ________________________________________________________
4. Name of school and last year attending this school  _____________________________________
Relationships:

5. Does client live with:
Mom   FORMCHECKBOX 

Dad  FORMCHECKBOX 

Alone   FORMCHECKBOX 
   Friends   FORMCHECKBOX 



Extended Family Members   FORMCHECKBOX 


Siblings
   FORMCHECKBOX 

6. How does your client get along with his/her family members?  _____________________________
7. Who does your client feel closest to?_________________________________________________
8. Does he/she have any close friends?  Is so who?  _______________________________________

9. Does he/she talk to any elders?  Is he/she willing to listen?  _______________________________
10. Does he/she have a girlfriend or boyfriend?  ___________________________________________
11. Is he/she sexually active?  _________________________________________________________
Medical History:

12. Does your client have any medical problems?  (please identify)  ____________________________
13. Does he/she require a medical consent form?  _________________________________________
14. Family doctor’s name and telephone number:  __________________________________________
15. Is your client currently on any medication?  ____________________________________________
16. Does he/she have any allergies?  ____________________________________________________
Legal Problems:

17. Has your client every been in trouble with the law?  ______________________________________
_______________________________________________________________________________
18. Was alcohol  or any other substances, such as “sniff” or drugs involved during your client’s legal problems?  _____________________________________________________________________
19. Is your client currently on probation or on a court order?
Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

Name of probation officer: ___________________________________________________________

Phone No.: _______________________________________________________________________

FAX No.: _________________________________________________________________________

Probation Order: From _____________________________ TO _____________________________

Conditions: _______________________________________________________________________

Copy Attached?   Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

Solvents/Substance Abuse:

Chemical Use History:

20. At what age did your client start sniffing______________

21. At what age did your client start alcohol__________

22. At what age did your client start using other drugs ____________

23. Has your client ever used any of the following?

	Substance
	Yes
	No
	How long?  (months/years)

	Gasoline
	
	
	

	Glue
	
	
	

	Propane
	
	
	

	Cigarettes
	
	
	

	Spray Paint
	
	
	

	Rubber Cement
	
	
	

	Nail Polish Remover
	
	
	

	Hard Liquor
	
	
	

	Marijuana
	
	
	

	Fabric Protector
	
	
	

	Crack
	
	
	

	Beer
	
	
	

	Other __________
	
	
	

	Other ___________
	
	
	


24. Does anyone else in his/her family use solvents/substances? Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

25.  If so, who else?  ________________________________________
26. What solvents/substances are mainly used?  ___________________________________________
27. Does he/she use solvents/substances with others or by him/her self ________________________

28. Where does your client usually sniff or huff?  

	Place
	Yes
	No
	Place
	Yes
	No

	At home
	
	
	Abandoned Car or Truck
	
	

	A Friend’s House
	
	
	At a Party
	
	

	School
	
	
	Outdoors
	
	

	Abandoned Building
	
	
	Other
	
	


29. Has your client ever lost friends because of sniffing or huffing? 


Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

30. Has your client ever gotten into any physical fights when using?

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

31. Has your client ever caused serious injury to other? 



Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

 Please explain.  __________________________________________________________________________________
32. Does he/she have any medical, physical, psychological, emotional problems because of the use of solvents/substances?  






Yes   FORMCHECKBOX 

No   FORMCHECKBOX 


Explain:________________________________________________________________________
33. Does he/she feel that they have control over their use of solvents/substances?  
Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

34. Has he/she ever considered reducing or quitting?  



Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

35. Has he/she ever been in any previous  treatment for their use of solvents/substances?  Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

Where  ________________________________________When_______________________________
36. How long did the client stay in the program?  ______________________

Psychological Functioning

37. Has your client ever spoken or wrote about killing him/her self?  
 
Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

38. Has your client ever attempted to kill him/her self?  



Yes   FORMCHECKBOX 

No   FORMCHECKBOX 


39. How many times?  ____________________________________
40. How did he/she attempt to kill him/her self?  ___________________________________________
41. Has the client frequently gone off on their own when he/she is depressed (unhappy)?  Yes   FORMCHECKBOX 

No   FORMCHECKBOX 


42. Is the client sad/unhappy?
   Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

None of the time   FORMCHECKBOX 
    Some of the time   FORMCHECKBOX 

 Most of the time   FORMCHECKBOX 

    All of the time   FORMCHECKBOX 

43. Is there any known history of sexual, physical or emotional abuse?    

 Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

44. In there any known history physical  abuse?




Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

45. Is there any history of emotional abuse?




Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

46. Please explain ( ie at what age? Has it been reported and what is the outcome or current status:___________________________________________________________________

47. Has your client had any involvement with gangs?

Please Explain: __________________________________________________________________

TRAUMA

48. Is there any history of family violence that this child may have been witness to?     Yes  
No  


Please Explain: __________________________________________________________________

49. Is there any known history of other forms of traumatic experience? ( Including complex grief, bullying) Yes  
No  

Please Explain: __________________________________________________________________

50. Is there any history of family violence that this child may have been witness to?     Yes   FORMCHECKBOX 

No   FORMCHECKBOX 



Please Explain: __________________________________________________________________
When the client is in a sober state:

51. Has he/she communicated with spirits that no one else can see or hear?  Yes   FORMCHECKBOX 

No   FORMCHECKBOX 

52. Has this happened?  Never   FORMCHECKBOX 
     Sometimes   FORMCHECKBOX 
     Most of the Time   FORMCHECKBOX 
     

53. Are these positive or negative experiences for the client?  Please explain.  ___________________
__________________________________________________________________________________
54. Are there times when people are unable to communicate with the client?




Not at all   FORMCHECKBOX 

Sometimes   FORMCHECKBOX 

Most of the time   FORMCHECKBOX 

   All of the time   FORMCHECKBOX 

Please explain:  __________________________________________________________________

55. Has your client ever had any psychological testing or counselling ?  

Yes   FORMCHECKBOX 

No   FORMCHECKBOX 


   For what purpose?  _____________________________________________________
Outside Resources:

56. Are there any other agencies involved with your client and his/her family?  Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 


57. If so, which ones and what services do they provide?  (For example, NNADAP, CHR, CFS)

_______________________________________________________________________________

Family:

58. Family Activities/Practices:  (What do you see as a family?)  ______________________________________________________________________________________________________________________________________________________________

59. Family Roles/Relationships:  (How do they interact with each other?)  __________________

_______________________________________________________________________________
_______________________________________________________________________________
60. Status in the Community:  (How is the family perceived in the community?)  __________________________________________________________________________
61. What type of belief system is practiced?  ________________________________________________

62. How does he/she spend her leisure time?  ____________________________________________
63. Who are the other support people involved with the family?  (Example, elders, extended family, community groups, community workers, CHR, NNADAP, CWPW)  

_______________________________________________________________________________
_______________________________________________________________________________
64. Is the client/family  aware of the effects of solvents/substances?

Client:




Yes   FORMCHECKBOX 


No   FORMCHECKBOX 

Family:




Yes   FORMCHECKBOX 


No   FORMCHECKBOX 

Community Worker:



Yes   FORMCHECKBOX 


No   FORMCHECKBOX 

65. Does the family believe the client recognizes that he/she has a problem?  What steps does the family want to take to address the problem?  __________________________________________________

_______________________________________________________________________________
66. Has anyone in his/her family or community receive treatment for solvent/substance abuse?  
________________________________________________________________________________

67. Are the parent(s) supportive of their child receiving treatment?  (Refer to referral agent agreement and parental  consent form)  ______________________________________________________

68. Upon the child’s completion of the program, what type of support system do you see as effective/useful to help maintain a clean lifestyle for self/child?  ________________________________________________________________________
69. Are the extended family members supportive of the family seeking help and/or treatment for themselves or their child?  ___________________________________________________________________________
70. Would the family be willing to come to our Treatment Centre to observe the program in action as part of the intake process?  ______________________________________________________________

71. Significant losses   or areas that may be affecting the child  related to  unresolved grief_________________________________________________________________
Workers Recommendations:

Indicate what areas of healing he/she feels that we should concentrate on?  ____________________

________________________________________________________________________________

________________________________________________________________________________

Any additional information that your client or family feels that might contribute to his/her treatment?

________________________________________________________________________________

________________________________________________________________________________

Please forward this information to the treatment centre at your earliest  convenience

  Centre Name

Mailing Address

Phone

Fax

Contact Person
_________________________________________________________________________________________________

YSAC Youth Treatment Admission Form
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