VINITA ALCOHOL AND DRUG TREATMENT CENTER 

P.O. BOX 69 

VINITA, OK.  74301 

TO WHOM IT MAY CONCERN: 

DEAR APPLICANT; 

THANK YOU FOR YOUR RECENT INQUIRY FOR INFORMATION IN APPLYING FOR ADMISSION TO OUR RESIDENTIAL INPATIENT TREATMENT PROGRAM. 

THE ENCLOSED FAMILY HISTORY FORM SHOULD BE COMPLETED IN BLACK INK, SIGNED AND RETURNED AS SOON AS POSSIBLE TO THE ADDRESS BELOW, ATTENTION ADMISSIONS.   IF THERE IS A PRIOR TREATMENT HISTORY, YOU SHOULD REQUEST A COPY OF THE DISCHARGE RECORDS AND MAIL OR FAX THESE TO OUR ATTENTION AS SOON AS POSSIBLE.  OUR ADMISSIONS FAX NUMBER IS 918-256-6308 24 HOURS A DAY, SEVEN DAYS A WEEK.  OUR VOICE MAIL TELEPHONE NUMBER IS 918-256-7841, EXT 603. 

SINCE THIS MAY TAKE A FEW DAYS, PLEASE MAKE IMMEDIATE CONTACT WITH A.A/

N.A AND ATTEND MEETINGS DAILY.  A DOCUMENTATION SHEET IS ENCLOSED WHICH YOU WILL NEED TO BRING WITH YOU TO YOUR ADMISSIONS/ SCREENING APPOINTMENT. 

PLEASE BE REASSURED THAT WE ARE SINCERELY INTERESTED IN YOUR DESIRE TO MAINTAIN AND/OR RETURN TO A SOBER LIFESTYLE.  RETURNING THE FORMS AND OBTAINING PRIOR RECORDS IS THE FIRST STEP IN APPLYING FOR ADMISSION.  ONCE THIS STEP IS COMPLETED, CONSULTS WITH THE VARIOUS TREATMENT TEAM MEMBERS ARE OBTAINED AND AN ADMISSION DATE IS SET BASED ON BED AVAILABILITY.  THE ADMISSION TRIAGE SPECIALISTS MAY CONTACT YOU DURING THIS INTERIM PERIOD ON WEEKENDS OR EVENINGS TO CLARIFY ISSUES OR UPDATE YOU ON THE STATUS OF YOUR APPLICATION.  NOTE:  DO NOT GIVE ANY PHONE NUMBERS OF ANY PERSON THAT YOU DO NOT WANT TO KNOW THAT YOU ARE APPLYING FOR SUBSTANCE ABUSE TREATMENT ON THE APPLICATION.

THANK YOU FOR CONSIDERING VINITA ALCOHOL AND DRUG TREATMENT CENTER FOR YOUR NEEDS. WE LOOK FORWARD TO HEARING FROM YOU IN OUR COOPERATIVE EFFORT FOR A SUBSTANCE FREE LIFESTYLE.

SINCERELY, 

VINITA ALCOHOL AND DRUG TREATMENT CENTER

P.O. BOX 69 

VINITA, OK.  74301

918-256-7841 EXT. 633

PLEASE NOTE: IT IS THE POLICY OF VADTC TO REQUEST IDENTIFICATION AT THE TIME OF ADMISSION.  PLEASE BRING SOCIAL SECURITY CARD, DRIVERS LICENSE, OR BIRTH CERTIFICATE.  ALSO ACCEPTABLE ARE CDIB CARDS, DD214, DHS ELIGIBILITY FORMS.  PLEASE MAKE SURE YOU HAVE AT LEAST ONE OF THE ABOVE WITH YOU AT ADMISSION.

PLEASE DO NOT RETURN THIS SHEET

Vinita Alcohol and Drug Treatment Center

Request for Services

Name:


(Last)
(First)
(Middle)
(Maiden)

Adress:


(Street)
(City)
(State)
(Zip)



(     )

(     )

(County)
(Home Phone #)
(2nd Phone #)



       --         --

      /       /
  


(Sex)
(Social Security #)
(Date of Birth)
(Age)

Who referred you here?


Race:
White:

Black:

Am. Indian:

Religion:



Asian:

Hispanic:

Other:


Married:

Divorced:

Separated:

Single:


Present Employer:

Wk. Phone:
(     )       --

Address:

How Long:


Income:

(Yearly)

(Monthly)


Number of Children:

Ages:


Reside with you:

YES:

NO:

Emergency Contact:


Relationship:

Address:


2 Phone #’s:


Family Physician:


Address:

Phone #:
(    )        --

Have you been treated for alcohol and/or substance abuse before?

Yes:

NO:

If yes, please answer the following!!!!





















Give Names and Dates (to the best of your knowledge)

















Vinita Alcohol and Drug Treatment Center

Health and Drug History(Page 1 of 2)

Reviewed By:


Family History
Age
If Living, Health
Age at Death
If Deceased, Cause

(Father)





(Mother)





(Siblings)





1





2





3





4





(Spouse)





(Children)





1





2





3





4





Have you or any relative had(Please check one-If yes, briefly explain)


No

Yes

Who


No

Yes

Who

Cancer






Stroke






Tuberculosis






High Blood Pressure






Diabetes






Epilepsy






Heart Trouble






Mental Health






Personal History(Please check one-If Yes, Briefly Explain)

Illnesses:


No

Yes

Explain

1. Measles






2. German Measles






3. Mumps






4. Diptheria






5. Pneumonia






6. Rheumatic Fever/Heart Disease






7. Arthritis/Rheumatism






8. Bone/Joint Disease






9. Kidney Disease






10. Polio






11. Meningitis






12. Gonorrhea






13. Syphilis






14. Other Sexually Transmitted Disease






15. Stomach Problems






16. Constipation/Diarrhea






17. Anemia






18. Jaundice






19. Migraine/Headaches






20. Hay Fever/Asthma






21. Food Poisoning






22. Alcohol/Drug Poisoning






23. Skin Problems






24. Frequent Infections






25. Frequent colds, Sore Throats






26. Thyroid Disease






27. Dental Problems






28. Surgeries






29. Head Injuries






30. Broken Bones






31. Pregnancies






32. Abortions






33. Other complications of Pregnancy






34. Stillbirths






35. Knocked Unconscious






36. Broken Bones






37. Female-First period


38. Are periods problematic?






39. Are periods regular?






40. Are you Pregnant?






41. Date of Menopause Onset?


Last Period?

Flow:

Days:


42. Have you had a Tubal Ligation?



When?


43. Have you had a Hysterectomy?



When?


Name:



Vinita Alcohol and Drug Treatment Center

Health and Drug History(Page 2 of 2)

1. List below any prescribed medication that you are on or should be taking.

Medication’s Name
Amount
Physician
Phone Number
Have Enough to Last Through TX.





Yes

No





Yes

No





Yes

No





Yes

No





Yes

No





Yes

No

2.      Rate your general physical health!                  Poor                   Good                   Excellent               Describe:_____________





3.      Are you currently being treated for a medical and/or surgical problem(s)?        Yes         No         Describe:_____________





4.      Do you currently use tobacco products?          Yes         No         If yes, Describe type/amount:_________________________

5.      Have you had any recent change in appetite?       Yes         No         Describe:_______________________________________

   __________________________________________________________________________________________________________

         Weight: Now  ______lbs.             Six Months Ago   ______lbs.                 Maximum _______lbs.

6.      Have you had any recent change in sleep patterns?         Yes           No            Describe:______________________________

   __________________________________________________________________________________________________________

7.      Have you ever attempted to harm yourself?        Yes          No          Describe:______________________________________

   __________________________________________________________________________________________________________

8.      Are you currently having thoughts of self harm?      Yes       No       Describe:______________________________________

   __________________________________________________________________________________________________________

9.      Have you ever been violent or hurt anyone else in the past?      Yes       No         Describe:____________________________

   __________________________________________________________________________________________________________

10.    Are you currently having thoughts of hurting anyone else?       Yes       No         Describe:____________________________

   __________________________________________________________________________________________________________

11. When was your last TB(Tubercolosis) test?_________________ What was the results?______________________________

12. Any other comments regarding your health that you would like to add…_________________________________________

   __________________________________________________________________________________________________________

   __________________________________________________________________________________________________________

   __________________________________________________________________________________________________________

   __________________________________________________________________________________________________________

   __________________________________________________________________________________________________________



Client Signature/Date





Staff Signature/Date

Name:



Vinita Alcohol and Drug Treatment Center

Substances Used

Chemical
How Often
Method
Age Started      
Last Date Used

Alcohol





Heroin





Non-Rx Methadone





Opiates/Synthetics





Barbiturates





Sedatives-Hypnotics 





Amphetamines





Cocaine





Marijuana-Hashish





LSD-Hallucinogens





Inhalants





Over the Counter





Tranquilizers





PCP





Methamphetamines





Benzodiazepine





Other:





Other:





Other:





*How Often: 


*Method:



Daily


Oral


3-6x week


Smoking


1-2x week


Inhale


1-3x month


Injection


No use past month


Other

Name:



HISTORY OF FAMILY ALCOHOL/DRUG ABUSE 

MOTHER: ________________________________          FATHER:______________________________

BROTHER:________________________________          SISTER:_______________________________

GRANDPARENTS__________________________          CHILDREN:___________________________

Explain your reason for coming to VADTC: _______________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________


LEGAL ISSUES

DUI_______How Many______         Probation Officer_______________________________________

Prison/Jail Time Served_________________________________________________________________
______________________________________________________________________________________

Pending Court Dates____________________________________________________________________

Please List All Charges You have Ever Had_________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________


MILITARY SERVICE

ARE YOU A VETERAN? _________     BRANCH & DATES_________________________________

TYPE OF  DISCHARGE_______________________________________________________________

HANDICAP

DO YOU HAVE ANY TYPE HANDICAP?     _______   IF YES, PLEASE EXPLAIN:____________
______________________________________________________________________________________
EDUCATION

HIGHEST GRADE COMPLETED:_________    GED_________ 

COLLEGE_________________________

SPECIAL TRAINING_____________________________________________

BENEFITS

___________________SSI  

_________________MILITARY/VA                      ___________________OTHER

__________________SSDI               _________________AFDC     ______________________OTHER

________________FOOD STAMPS   _______________MEDICAID ________________MEDICARE

__________________________________________CLIENTS SIGNATURE AND DATE

Vinita Alcohol and Drug Treatment Center

CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION

I, ___________________________________________ (Circle) Client, Parent, Guardian, Legal Custodian of 



SSN:

-

-

DOB:

/

/


Authorize:


(Name of Person or Agency Releasing Information or holding records)



(Address of Person or Agency Releasing Information or holding records)

To Release to:
Vinita Alcohol & Drug Treatment Center   P.O. Box 69 Vinita , Ok. 74301 918-256-7841

(Name and Address of Person or Agency to whom Information is to be released)



The following information:




For the following purpose:


I understand that the records requested may be protected under 42 C.F.R. Part 2, governing Alcohol and Drug Abuse Patient Records and State Confidentiality laws and regulations and cannot be released without my consent unless otherwise provided for by regulation. State and Federal Law regulations prohibit any further disclosure of such records without my specific written consent or except when otherwise permitted by such regulation.

I also understand that I may revoke this consent (in writing) at any time unless action has already been taken based upon it, and that in any event this consent expires in ninety (90) days from the date of signing or upon conditions described above, unless a longer period has been specified.
The information authorized for release may include records which may indicate the presence of a communicable or venereal disease which may include, but are not limited to, diseases such as hepatitis, syphilis, gonorrhea, and the human immune deficiency virus, also known as Acquired Immune Deficiency Syndrome(AIDS). Records may also include psychiatric information and alcohol and drug abuse information.

!!Notice to recipients of alcohol and drug abuse records!!

The information received in accordance with this release may be used only for the purpose as set forth above. This notice accompanies a disclosure of information concerning a client in alcohol/drug abuse treatment, made to you with consent of the client. This information has been disclosed to you from records protected by Federal Confidentiality rules (42 C.F.R. Part 2). The Federal rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 C.F.R. Part 2. A general authorization for the release of medical or other information is not sufficient for this purpose. The Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.







Signature of Client, parent, guardian, or authorized representative when required

Date

Witness



Signature of minor’s parent, guardian or attorney




Client’s Last Name, First Name, Middle Initial


Vinita Alcohol and Drug Treatment Center

CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION

I, ___________________________________________ (Circle) Client, Parent, Guardian, Legal Custodian of 



SSN:

-

-

DOB:

/

/


Authorize:
Vinita Alcohol & Drug Treatment Center

(Name of Person or Agency Releasing Information or holding records)

P.O. Box 69 Vinita , Ok. 74301 918-256-7841

(Address of Person or Agency Releasing Information or holding records)

To Release to:


(Name and Address of Person or Agency to whom Information is to be released)



The following information:




For the following purpose:


I understand that the records requested may be protected under 42 C.F.R. Part 2, governing Alcohol and Drug Abuse Patient Records and State Confidentiality laws and regulations and cannot be released without my consent unless otherwise provided for by regulation. State and Federal Law regulations prohibit any further disclosure of such records without my specific written consent or except when otherwise permitted by such regulation.

I also understand that I may revoke this consent (in writing) at any time unless action has already been taken based upon it, and that in any event this consent expires in ninety (90) days from the date of signing or upon conditions described above, unless a longer period has been specified.
The information authorized for release may include records which may indicate the presence of a communicable or venereal disease which may include, but are not limited to, diseases such as hepatitis, syphilis, gonorrhea, and the human immunodeficiency virus, also known as Acquired Immune Deficiency Syndrome(AIDS). Records may also include psychiatric information and alcohol and drug abuse information.

!!Notice to recipients of alcohol and drug abuse records!!

The information received in accordance with this release may be used only for the purpose as set forth above. This notice accompanies a disclosure of information concerning a client in alcohol/drug abuse treatment, made to you with consent of the client. This information has been disclosed to you from records protected by Federal Confidentiality rules (42 C.F.R. Part 2). The Federal rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 C.F.R. Part 2. A general authorization for the release of medical or other information is not sufficient for this purpose. The Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.







Signature of Client, parent, guardian, or authorized representative when required

Date

Witness



Signature of minor’s parent, Guardian or attorney




Client’s Last Name, First Name, Middle Initial


Vinita Alcohol and Drug Treatment Center

AA/NA Daily Documentation

( Detach and Keep this Form for Referral )

Date
Meeting Place
Chairperson
Chair Phone #












































































Alcohol Information
(800)252-6465

AA Inter group
(918)256-2258

Crisis After hours Hotline
(800)722-3611

VADTC
(918)256-7841 

PLEASE DO NOT RETURN THIS SHEET OR THE SHEETS TO FOLLOW. THE FOLLOWING SHEETS ARE FOR YOUR INFORMATION ONLY. THANK YOU.

VINITA ALCOHOL AND DRUG TREATMENT CENTER 

GROUP RULES

(THIS LIST OF RULES APPLIES TO ALL GROUPS)

1. Be on time for all groups

2. NO FOOD, DRINKS, CANDY, ETC, allowed in groups

3. Go to the restroom prior to coming to group and during breaks.  No one is to leave group unless it is an emergency

4. Group is not a place to read newspapers, books, write letters or notes, or to work on assignments. 

5. Do not bring nail files, clippers, etc. to group.

6. Do not wear sunglasses in group 

7. Group is a place to work on your problems, not a place to complain about staff, food, rules, etc. 

8. No tobacco in group (snuff, chewing tobacco, etc.)

9. There is to be no profanity, threats (implied or direct) to clients or staff.  Violence of any type will not be tolerated.

10. There will be no sleeping in group, even if you are awake with your eyes closed, this is considered sleeping. 

11. Do not lay your head on the table, prop your feet up in chairs, lean your chair back.

12. You are to maintain good hygiene, take showers, brush teeth, wear clean clothes and comb hair. 

13. No cross talk (talking to another client while another is discussing an issue or doing an assignment)

14. You are not to put your feet or legs on tables, chairs or furniture 

15. Rule violations will be noted on the BIF form and if the violations continue, they will be addressed to each client with the treatment team.

16. If you are sick, you must see the nurse or residential treatment services coordinator prior to getting a lay-in.

17. If you are sick during groups, you will not be allowed to go outside to smoke or to engage in recreational activities for 24 hours.  

18. If you become sick in group, notify the presenter/counselor before leaving the room. Go directly to the nurse or residential treatment services coordinator. 

19. You are expected to attend all group sessions during the day and evening. 

20. DO NOT DISCUSS WHAT HAPPENS IN GROUP WITH ANYONE OUTSIDE OF THE GROUP.          

21. Dating, romantic involvement, and sexual involvement among members or with group leaders is not allowed. 

RESPONSIBILITIES OF GROUP MEMBERS

1. To participate and share, not just listen all the time

2. Completing and reporting on assignments to help you make progress 

3. Presenting problems to the group and asking for feedback 

4. Listening to other group members

5. Giving feedback to group members who ask for help

6. To be honest in your presentations

7. To come to group prepared 

Vinita Alcohol and Drug Treatment Center

Here is a list of items that you will need to bring with you to VADTC. You will need to bring at least a five week supply of the following.

1. Clothing- street and bed clothes. (Bring up to seven sets of clothes.) No clothing with alcohol/drug/sexual related images or statements. No shorts unless during recreation. No tank tops or physically reveling clothing.

2. Sneakers
3. Bed Linens-(Bring up to two sets). Twin size sheets, and pillow-cases (with fire resistant tag).

4. Toiletries- Soap, deodorant, shampoo, toothbrush, toothpaste, razors and shaving cream.

5. Cigarettes

6. Money- 1 roll of quarters and 1 roll of dimes.
7. Postage Stamps- Bring extra pens and paper.
8. Personal Hygiene products- Kotex, Tampons etc…
9. Laundry detergent

10. Electric hairdryers, curling irons/brush/rollers, and electric razors.

All electric items have to be inspected by triage staff upon admission. Once these items are approved you can keep them in your room as long as they are unplugged when not in use.

Do not bring the following items.

1. No musical equipment- (Walkmans, Boom boxes etc..)
2. No cameras or recording equipment

3. No cell phones, or pagers

4. No electronic games

5. No televisions

6. No sexual material of any kind- (Vibrators, condoms, or magazines etc…)
7. No sharps

8. No medication unless prescribed by Physician and approved ahead of time.

9. No gang related materials.

10. No Sandals

If you have any questions related to this list be sure and call triage staff at VADTC.

