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Intake Application & Screening – Medical Detox Program (AMW)

A. Client Information
	First Name
	Click or tap here to enter text.
	Last Name
	Click or tap here to enter text.
	Date of Birth (YYYY/MM/DD)
	Click or tap here to enter text.
	Personal Health Number (PHN)
	Click or tap here to enter text.
	Phone
	Click or tap here to enter text.
	Email
	Click or tap here to enter text.
	Address
	Click or tap here to enter text.
	On‑ or Off‑Reserve 
	Click or tap here to enter text.
	Nation/Band/Treaty # (optional)
	Click or tap here to enter text.

B. Emergency Contact (not a decision‑maker)
	Name
	Click or tap here to enter text.
	Relationship
	Click or tap here to enter text.
	Phone
	Click or tap here to enter text.
	Alternate Phone
	Click or tap here to enter text.
	Address
	Click or tap here to enter text.

  I confirm this person has agreed to be listed for emergency contact purposes only.

C. Housing & Supports
  I have stable housing. Click or tap here to enter text.
  I am temporarily staying with friends/family/shelter. Click or tap here to enter text.
  I do not currently have a fixed place to stay. Click or tap here to enter text.
Income source (optional): Click or tap here to enter text.
Community agencies/supports involved (optional): Click or tap here to enter text.
Current legal matters (optional): Click or tap here to enter text.
D. Substance Use History (past 30 days and lifetime)
For each substance used, complete the fields below as applicable.
	Substance
	Typical amount
	Frequency
	Route (e.g., oral, inhaled, smoked, injected)
	Last use date
	Comments

	
Click or tap here to enter text.

	
Click or tap here to enter text.
	
Click or tap here to enter text.

	
Click or tap here to enter text.

	
Click or tap here to enter text.

	
Click or tap here to enter text.


	Click or tap here to enter text.


	Click or tap here to enter text.


	Click or tap here to enter text.


	Click or tap here to enter text.


	Click or tap here to enter text.


	Click or tap here to enter text.



	Click or tap here to enter text.


	Click or tap here to enter text.


	Click or tap here to enter text.


	Click or tap here to enter text.


	Click or tap here to enter text.


	Click or tap here to enter text.



	Click or tap here to enter text.


	Click or tap here to enter text.


	Click or tap here to enter text.


	Click or tap here to enter text.


	Click or tap here to enter text.


	Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.

E. Withdrawal Risks & Medical Flags
  History of alcohol withdrawal seizures:Click or tap here to enter text.
  History of delirium tremens:Click or tap here to enter text.
  Benzodiazepine dependence or high‑dose use:Click or tap here to enter text.
  Opioid dependence (OAT history: methadone/Suboxone):Click or tap here to enter text.
  Pregnancy or possibility of pregnancy:Click or tap here to enter text.
  Heart disease:	Click or tap here to enter text.
  Liver disease (e.g., hepatitis, cirrhosis):Click or tap here to enter text.
  Kidney disease:Click or tap here to enter text.
  Diabetes:Click or tap here to enter text.
  Severe mental health concerns (e.g., psychosis, mania):Click or tap here to enter text.
  Recent overdose (past 30 days):Click or tap here to enter text.
Allergies: Click or tap here to enter text.
F. Current Medications
Prescribed medications (include dose, schedule):Click or tap here to enter text.
Over‑the‑counter / herbal / supplements: Click or tap here to enter text.
Pharmacy (name and location): Click or tap here to enter text.
G. Primary Care & Immunization 
	Family physician / clinic
	Click or tap here to enter text.
	Phone
	Click or tap here to enter text.

  Measles vaccination history: Click or tap here to enter text.
  COVID‑19 vaccination history: Click or tap here to enter text.
H. Mental Health History 
  Past psychiatric diagnosis (bipolar, schizophrenia):Click or tap here to enter text.
  Past psychiatric hospitalization:Click or tap here to enter text.
  Current or recent thoughts of suicide or self‑harm:Click or tap here to enter text.
  Trauma history disclosed (client‑led):Click or tap here to enter text.
Current counsellor/therapist/psychiatrist:Click or tap here to enter text.

Declaration
To the best of my knowledge, the information provided is accurate. Sharing information is optional for many items and is used to tailor care and ensure safety.
	Signature (Client / Substitute Decision Maker)
	Printed Name
	Date (YYYY/MM/DD)

	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.
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