
Court Date: _______________
INTAKE 
AND ASSESSMENT 
INFORMATION
Name: ______________________________________________________

Birthdate: ___________________________________

Case Number(s):_______________________________________________

________________________________________________________________________
 FORMCHECKBOX 
 Check here if the family’s address is different from address on Form 90

________________________________________________________________________

This case has been diverted away from the formal court process by 

Douglas County Juvenile Programs Administration Department.

 FORMCHECKBOX 
 Informal Adjustment




 FORMCHECKBOX 
 Dismissed

 FORMCHECKBOX 
 Essay Due: ______________



 FORMCHECKBOX 
 Community Service Due: ______________

 FORMCHECKBOX 
 Group/Program Completion Due: _____________

 FORMCHECKBOX 
 Other: _________________________________________________
Please complete all questions
Person Completing Form____________________________________________ Date__________________________
Youth’s Information
Youth’s full name_____________________________________________________________________________

SS#___________________________________
Street Address____________________________________ City____________________________ Zip__________

Apartment or Lot number_____________________ 

Telephone Numbers   Home_____________________ Work____________________ Pager/Cell________________

DOB____________________  Age________ Race_________ Sex_________ Height__________ Weight________
Hair Color_________________ Eye Color_________________ Tattoos or Marks___________________________

Parent/Guardian Information

Biological Father’s name__________________________________________________ DOB: _____/_____/_____

Street Address__________________________________ City___________________________ Zip_____________

Telephone Numbers   Home____________________  Work_________________  Pager/Cell__________________
Work Place____________________________________ Yearly income: $____________  SS#_________________
Biological Mother’s name_________________________________________________ DOB: _____/_____/_____

Street Address__________________________________ City___________________________ Zip_____________

Telephone Numbers   Home____________________  Work_________________  Pager/Cell__________________
Work Place____________________________________ Yearly income: $____________  SS#_________________

Stepfather’s name_____________________________________________________ DOB: _____/_____/_____

Street Address__________________________________ City___________________________ Zip_____________

Telephone Numbers   Home____________________  Work_________________  Pager/Cell__________________
Work Place____________________________________ Yearly income: $____________  SS#________________

Stepmother’s name_____________________________________________________ DOB: _____/_____/_____

Street Address__________________________________ City___________________________ Zip_____________

Telephone Numbers   Home____________________  Work_________________  Pager/Cell__________________
Work Place____________________________________ Yearly income: $____________  SS#________________
Guardian’s name_____________________________________________________ DOB: _____/_____/_____

Street Address__________________________________ City___________________________ Zip____________

Telephone Numbers   Home____________________  Work_________________  Pager/Cell__________________

Work Place____________________________________ Yearly income: $____________  SS#_________________

People residing in the home with the youth (Please list everyone)
Name (first and last)



Relationship to Youth

Age

DOB 


______________________________ 
__________________
____

_______

______________________________
__________________
____

_______

______________________________
__________________
____

_______

______________________________
__________________
____

_______

______________________________ 
__________________
____

_______


______________________________ 
__________________
____

_______

______________________________ 
__________________
____

_______

                                                   Please list children that do not live in the home

Name (first and last)



Relationship to Youth

Age

DOB 


______________________________ 
__________________
____

_______

______________________________
__________________
____

_______


______________________________
__________________
____

_______


Are biological parents or legal guardians married? Y  N
  
Are biological parents or legal guardians divorced? Y   N  
Are stepparents in the home? Y  N

Does youth have good relationship with stepparent?   Y   N    Explain ____________________________________

____________________________________________________________________________________________

Where does non-custodial parent reside? ____________________________________________________

Does the youth have regular contact with his/her non-custodial parent?  Y   N    If no, explain _________________
____________________________________________________________________________________________
If child is adopted
Biological parents name (if known): ________________________________________________
Date the child came to live with you: _______________________________________________

Date the adoption was final: ______________________________________________________

County and State of adoption: _____________________________________________________

School Information

Name of current school___________________________________________________ 
Grade_________________

Has youth received any special education services?    Y     N    (If Yes, Please explain)________________________

_____________________________________________________________________________________________
Failed grades  Y     N   List grades failed ____________Explain__________________________________________
Average absences/tardies a year 
 FORMCHECKBOX 
 1-10 
 FORMCHECKBOX 
 11-20 
 FORMCHECKBOX 
 21-30 
 FORMCHECKBOX 
30+  

Average Academic performance 
 FORMCHECKBOX 
A-B 
 FORMCHECKBOX 
B-C 
 FORMCHECKBOX 
C-D 
 FORMCHECKBOX 
D-F       
Grade Level: 



 FORMCHECKBOX 
on 

 FORMCHECKBOX 
under 
 FORMCHECKBOX 
 above
Disciplinary problems at school   Y
N
 If yes, explain:_____________________________________________

List all schools attended_________________________________________________________________________

____________________________________________________________________________________________
Has youth dropped out of school? 
Y
N
When?_________________ Why?________________________________

Last grade completed______________________

Is youth in GED?  
Y
N  

Is your youth employed?  Y
 N   
If yes, where: _______________________________ Hours__________

Juvenile Court Information
Has your youth ever been involved in ANY court system? 
 Y
N 

What county or counties? ________________________________________________________________________   

If yes, explain charges and outcomes _______________________________________________________________

_____________________________________________________________________________________________

Does youth admit or deny current charge(s)? _________________________________________________________

Any DFACS Involvement?    Y     N   (When, why, caseworker names) ___________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________






Services the youth has received
Is family involved with any other agencies? (Counselors/Therapists, School Social Workers, 

Special Education, etc.)  Please list:
Agency & Location   

    Services provided


   
   Dates
  
	
	
	

	
	
	

	
	
	

	
	
	


Has youth ever had a psychological evaluation completed?  Y   N   Please list date and name of person or agency
that completed the evaluation ___________________________________________________________________

___________________________________________________________________________________________
Has youth ever had any mental health diagnosis? Y  N  List:___________________________________________

Has youth ever been placed out of the home (group home, treatment program, OTP, foster home,

detention, family friend, or relative)?  Y    N   Please list where and for how long: __________________________ 

____________________________________________________________________________________________
Does youth have any significant or ongoing medical problems (past or present) (For example, migraines, IBS)? 
Y   N    Please list _____________________________________________________________________________

Has youth ever had a head injury?  Y   N  If yes, explain ______________________________________________

Does youth have any physical disabilities? Y  N   If yes, explain ________________________________________

Date of last physical__________________ Location__________________________________________________

List all medications youth is taking, doctor who prescribes them and why: ________________________________

____________________________________________________________________________________________
____________________________________________________________________________________________
Does youth have insurance coverage?    Y
N    Medicaid Number (if applicable)_____________________________
Name of private insurance__________________________________________________________________________

Policyholder’s name______________________________________________________________________________
How is your child’s behavior at home? Explain:_______________________________________________________

_____________________________________________________________________________________________ _____________________________________________________________________________________________
_____________________________________________________________________________________________

Is your youth involved in any activities?_____________________________________________________________ 
_____________________________________________________________________________________________

Is your youth supervised at home?__________________________________________________________________

Check ALL that apply to your FAMILY History:





Explain: (Who, when, what)
[ ]  Mental Illness

_______________________________________________________________
[ ]  Been Incarcerated

_______________________________________________________________
[ ]  Family violence

_______________________________________________________________
[ ]  Legal problems

_______________________________________________________________
[ ]  Trauma (Death, etc.)
_______________________________________________________________
[ ]  Frequent Moves

_______________________________________________________________
[ ]  OTHER


_______________________________________________________________




_______________________________________________________________
Sexual Behavior

[ ] Youth sexually active                                    [ ] Youth uses birth control
Substance Abuse (Circle Yes or No)
1.  Do you think the youth uses alcohol or drugs?   YES   NO

2.  Do you think that the youth has a problem with alcohol or drugs?  YES   NO

3.  Does anyone else in the family use alcohol or drugs? YES   NO

4.  Has anyone in the family, other than the youth, ever had a problem with alcohol or drugs?  YES   NO

5.  Have you ever seen the youth under the influence of alcohol or drugs? YES   NO

6.  Do you think that any of the youth’s friends use alcohol or drugs?  YES   NO

7.  Do you think that any of the youth’s friends have ever had a problem with alcohol or drugs? YES   NO

Please check all that apply to your child.

Physical






Mood/Thinking
[ ]
accident proneness (burns, car)



[ ]
depression

[ ]
funny eyes-dilated pupils/red eyes


[ ]
muddled thinking

[ ]
sexually seductive appearance



[ ]
confused speech

[ ] 
sores on nose and mouth



[ ]
forgetfulness

[ ] 
bad breath





[ ]
mood swings

[ ]
excessive perspiration




[ ]
argumentative or hostile

[ ]
increase or decrease of appetite



[ ]
nervous/tense

[ ]
chronic fatigue/drowsiness



[ ]
inappropriate laughter

[ ]
restlessness





[ ]
poor judgment
[ ]
infection proneness




[ ]
irritability

[ ]
flushes or chills





[ ]
suicidal feelings or behaviors

[ ]
numbness





[ ]
emotional outbursts

[ ]
shakes






[ ]
unusual talkativeness

[ ]
headaches/nausea




[ ]
racing thoughts or ideas

[ ]
dizziness or light headedness



[ ]
distractibility or poor concentration

[ ]
dry mouth





[ ]
seeing things that aren’t there
[ ]
diarrhea





[ ]
little motivation or apathy

[ ]
slurred speech





[ ]
suspiciousness/feelings of unfair treatment

[ ]
elevated blood pressure




[ ]
unusually good or cheerful mood

[ ]
disturbed sleep





[ ]
lowered self-esteem

[ ]
staggered walking or poor coordination


[ ]
expressions of loneliness

[ ]
menstrual irregularities




[ ] 
anything you say gets negative response

[ ]
decline in personal grooming and hygiene

[ ]
loss of interest in long term goals

[ ]
odors of gasoline or other solvents


[ ]
increase in carelessness/reckless activity









[ ]
change in child’s slang









[ ]
talk about drugs occurs more often









[ ]
avoids talking about drugs

Secretiveness






[ ]
vigorous denial of drug use

[ ]
making or receiving strange calls


[ ]
unusual or bizarre thoughts/experiences

[ ]
withdrawal from family activities


[ ]
preoccupation with occult

[ ]
chronic lying







[ ]
keeping late hours






[ ]
time at home spent in bedroom or basement



[ ]
lies and excuses





Social

[ ]
unwillingness to discuss whereabouts


[ ]
difficulty getting along with friends


[ ]
vague reports about activities/behavior


[ ]
lack of interest in opposite sex

[ ]
less time spent at home




[ ]
change in friends

[ ]
using eye drops





[ ]
prefers older friends

[ ]
avoidance of anyone who expresses concern about child


School/Community




Missing Items/Money

[ ]
grades poorer over a period of time

[ ]
prescription drugs missing from medicine cabinet

[ ]
less concern about grades


[ ]
alcohol missing from bar

[ ]
behavioral problems at school


[ ]
money or other items of value disappearing

[ ]
truancy or chronic tardiness


[ ]
withdrawals from ATM you don’t recall making

[ ]
loss of interest in school activities

[ ]
valuables missing from neighbor’s or child’s friends

[ ]
trouble with police



[ ]
unexpected or unexplained withdrawals from child’s bank

[ ]
complaints about child’s behavior

[ ]
checks cashed under your signature you don’t recall
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AUTHORIZATION FOR RELEASE OF INFORMATION

NAME OF YOUTH: ____________________________________
DOB: ________________

I AM AUTHORIZING THE DOUGLAS COUNTY JUVENILE PROGRAMS ADMINISTRATION DEPARTMENT/ASAP PROGRAM CASEWORKERS TO PERSONALLY REVIEW MY CHILD’S SCHOOL RECORDS AND OBTAIN PHOTOSTATIC COPIES OF SUCH RECORDS THAT PERTAIN TO HIS/HER GRADES, CONDUCT, DISCIPLINE, AND ATTENDANCE.  THIS RELEASE WILL ALSO ALLOW RELEASE OF INFORMATION OF ANY SPECIAL EDUCATION RECORDS IF REQUESTED.  I AM AUTHORIZING THE PRINCIPAL, TEACHER, SCHOOL OFFICIAL, SCHOOL SOCIAL WORKER, OR SCHOOL COUNSELOR TO RELEASE THE ABOVE INFORMATION.

I ALSO UNDERSTAND THAT AN ASAP CASEWORKER WILL MAKE PERIODIC VISITS TO THE SCHOOL TO VISIT WITH MY CHILD AND TO CONDUCT RANDOM DRUG SCREENS AT SCHOOL.  I UNDERSTAND EVERY EFFORT WILL BE MADE TO MAINTAIN MY CHILD’S CONFIDENTIALITY DURING THESE VISITS TO THE SCHOOL.

I UNDERSTAND THE ASAP CASEWORKERS MIGHT BE INVOLVED IN ATTENDING SCHOOL CONFERENCES WITH THE PRINCIPAL, TEACHERS, OR SCHOOL COUNSELORS IN ORDER TO DISCUSS MY CHILD’S PERFORMANCE AT SCHOOL.

I UNDERSTAND THIS RELEASE WILL REMAIN IN EFFECT UNTIL MY CHILD IS RELEASED FROM THE ASAP PROGRAM.  I UNDERSTAND I CAN REQUEST THIS RELEASE BE WITHDRAWN AT ANY TIME BY REQUESTING THIS IN WRITING TO THE ASAP CASEWORKER.

___________________________________                         
________________________________

NAME OF YOUTH




  
PARENT SIGNATURE

___________________________________

WITNESS

YOUTH PORTION: 

Check All That Apply To YOU During The Last Year:

Worries and Fears

[ ]  Do the same thing (like washing hands) over and over

[ ]  Have same thoughts (like hurting someone) over and over

[ ]  Refuse to go to school so you can be with parents

[ ]  Often recall, have dreams or flashbacks about a scary experience

Eating

[ ]  Always trying to lose weight by exercising, dieting or fasting

[ ]  Sometimes makes self vomit or uses laxatives to lose weight

[ ]  Feel too fat all the time and/or afraid of getting fat

[ ]  Sometimes feel guilty or depressed after eating

Conduct

[ ]  Stolen things or shoplifted

[ ]  Run away from home more than once

[ ]  Set fires when not supposed to

[ ]  Often skipped school

[ ]  Broken into car, house or building

[ ]  Damaged others’ property on purpose

[ ]  Often start physical fights

[ ]  Hurt or killed animals (like dogs or cats) on purpose

[ ]  Thought about killing someone or tried to

[ ]  Used a weapon (like a gun, knife or club) in more than one fight

[ ]  Mugged or robbed someone, snatched purse or gotten money by threat

[ ]  Involved in a gang (like Miami Boys, Crips, Bloods, etc.)

Moods

[ ]  Depressed, sad or down a lot, hopeless

[ ]  Don’t feel like doing things you would normally do

[ ]  Problems sleeping (more than usual or having trouble getting to sleep)

[ ]  Weight change (lost or gained a lot of weight)

[ ]  Feels like would be better off dead

[ ] Have carved or cut on yourself   Explain _____________________________________________________
[ ]  Talked or hinted about killing yourself

[ ]  Have figured out how to kill yourself

[ ]  Tried to kill yourself before (when, where and how):_____________________________________________

[ ]  Friend or family member attempted or committed suicide --- Who:__________________________________

Learning

[ ]  Hard to keep mind on tasks like school work

[ ]  Trouble remembering directions

[ ]  Often interrupt others’ talking or activities

[ ]  Often squirm, fidget or very active

[ ]  Easily distracted by sights or sounds

[ ]  Often don’t listen very well

[ ]  Have had trouble reading, writing, spelling or doing arithmetic

[ ]  Often misunderstand things in school

[ ]  Often talk too much

[ ]  Do dangerous things without thinking

Thoughts and Perceptions

[ ]  Don’t want to be around people at all anymore

[ ]  Hearing, seeing or sensing things no one else sees, hears or senses

[ ]  Don’t feel much of anything anymore

[ ]  Don’t care about appearance or about being clean

[ ]  Others are spying on you or is putting thoughts in your head

[ ]  Others can hear or feel his/her thoughts and feelings

[ ]  Interested in the occult or witchcraft or the like

Stressors

[ ]  Parents getting into physical fights

[ ]  Kids in family arguing a lot

[ ]  Kids getting into physical fights

[ ]  Parent and youth getting into physical fights

[ ]  Family member or friend killed in accident, murdered or suicide explain:__________________________

[ ]  Not enough food and clothing for family members

[ ]  Mistreated in family (like not fed or talked to)

[ ]  Worried about being hurt by family member or someone else (explain:____________________________

[ ]  Been physically or sexually abused (explain who, when, what, how) :_____________________________

Sexual Activity

[ ] Sexually Active

[ ] (If Yes) Do you use protection?

Substance Abuse: (Circle Yes or No)
Does anyone in your immediate or extended family drink alcohol?


YES   NO

Does anyone in your immediate or extended family use drugs?


YES   NO

Do you think anybody in your family has a problem drinking or using drugs?  
YES   NO

Do your friends drink alcohol or use drugs?





YES   NO

Do any of your friends have a problem with alcohol or drugs?


YES   NO

Do you use tobacco? 








YES   NO

Have you ever used alcohol or drugs, not including tobacco?  YES   NO        If yes, continue.  If no, stop
Substance Use Form

	Substance Used

(Circle all you have tried 

or used.  Add * for drug 

of choice.)
	Age at first 

Use and Age when you started using regularly
	How often do you use?

Once, 1-2Xyear, 3-6Xyr,

6-8Xyear, once a month,

2-3Xmonth, once a week,

2-4Xweek, daily, etc.
	When was the

last time you

used?

(exact date or as

close as you can)
	How much do

you use at

one time?

(Be specific)

	Alcohol

(Beer, liquor)
	
	
	
	
	

	Amphetamines/

Methamphetamines

(Crystal Meth, Crank, Rock,

Ice, Speed, Shards, Adipex,

Prescription Diet pills)
	
	
	
	
	

	Caffeine Pills
(Yellow Jackets, etc)


	
	
	
	
	

	Cocaine/Crack 

(powder, Rock, freebase)


	
	
	
	
	

	Club Drugs 

(Ecstasy, X, rolls, MDMA, MDA,

Rohypnol, GHB, Ketamine,

Special K)


	
	
	
	
	

	Hallucinogens

(PCP, angel dust, LSD, 

Mushrooms)
	
	
	
	
	

	Inhalants 

(gas, freon, whip-its)


	
	
	
	
	

	Marijuana

(THC, Hashish, Joint, 

Bong, Bowl, Blunt)
	
	
	
	
	

	Synthetic Drugs

(Bath salts, Spice, K2)


	
	
	
	
	

	Opiods/Prescription drugs

Tranquilizers (Morphine, 

Heroin, Valium, Xanax, Codeine,

Roxicodone, Methadone, 
Hydrocodone, Demerol,
 Oxycodone, Lortab, 

Percocet, Soma, Vicodin, 

Tylenol 3, cough medicine, etc.)
	
	
	
	
	

	Over the Counter 

Medications 

(Sleeping pills, Diet pills, 

Decongestant, Corricidin, 

Cough syrup, etc.)
	
	
	
	
	

	Tobacco/Nicotine


	
	
	
	
	


Answer Yes or No

YES   NO --- When you use alcohol or drugs, do you sometimes use more than you meant to?


YES   NO --- Do you often think about or crave using alcohol or drugs?

YES   NO --- Have you stolen anything to get drugs or alcohol?

YES   NO --- Do you hide alcohol or drugs?

YES   NO --- Have you ever used alcohol or drugs before going to school or at school?

YES   NO --- Have you ever driven while high on alcohol or drugs?
YES   NO --- Have you ever had an automobile accident while using alcohol or drugs?

YES   NO --- Have you cut down on time with family or old friends since you  started using alcohol or drugs?

YES   NO --- Have you ever gotten into trouble with your family because of drugs or alcohol?

YES   NO --- Have you ever been told by someone that you had a problem with alcohol or drugs?

YES   NO --- Have you ever gotten into a physical fight or injured another person while using alcohol or drugs?

YES   NO --- Have you noticed that you feel differently when you use alcohol or drugs?

YES   NO --- Have you ever damaged property while under the influence of alcohol or drugs?

YES   NO --- Have you ever hurt or lost a friendship because of your alcohol or drug use?

YES   NO --- Has using alcohol or drugs caused you to be more sexual than you or other people would like?


YES   NO --- Have you ever felt crazy, suicidal or violent while using alcohol or drugs?

YES   NO --- Have you ever been injured or sick because of your alcohol or drug use?

YES   NO --- Have you ever had trouble remembering what you did while you were using alcohol or drugs?

YES   NO --- Have you ever passed out from using alcohol or drugs?

YES   NO --- Do you have to use more alcohol or drugs than before to get high or a buzz?

YES   NO --- Do you have to use more to get the same effect from using alcohol or drugs that you used to get?


YES   NO --- Have you ever had any of the following problems after not using alcohol or drugs: headaches, upset stomach, tremors, shakes or difficulty sleeping?


Why do you use alcohol or drugs? (check all that apply)

[ ] feeling under pressure

[ ] to learn more about myself

[ ] feeling bored


[ ] curious

[ ] to fit in with the group

[ ] to get some energy

[ ] to deal with problems

[ ] to feel more relaxed

[ ] feeling lonely

[ ] to be more creative

[ ] to understand things better

[ ] feeling mad or angry


[ ] to escape from reality

[ ] feeling sad or down

[ ] to get high

[ ] for fun

[ ] to get along with friends

[ ] to make me feel good

[ ] to give me more confidence

[ ] friends talked me into it

[ ] to try something new

When you use alcohol or drugs, who do you use with? (check all that apply)

[ ] close friends
[ ] other family members
[ ] boyfriend or girlfriend
[ ] alone
[ ] brother or sister
[ ] strangers
[ ] parent(s)

I have gotten alcohol or drugs….. (check all that apply)

[ ] by buying with money
[ ] by taking them from home
[ ] by stealing
[ ] in exchange for sex
[ ] by selling drugs
[ ] from family members
[ ] by finding them
[ ] as gifts from friends
[ ] at parties

I think that…..


[ ] using alcohol or drugs won’t cause problems for me like other people.


[ ] it’s okay to get drunk or wasted once in a while.


[ ] using alcohol or drugs is a good way to deal with problems.


[ ] life would be boring without alcohol or drugs.
Douglas County Juvenile Programs Administration Department

ASAP Acceptance/Refusal 

Name: 
_____________________________________________

DOB: 

_______________________
Race/Sex: 
_______________________ 

Case No.:
_______________________


I.D Code:
_______________________
Please be advised that the above youth completed screening for the Adolescent Substance Abuse Program on _________________during the Intake Process. Youth was found to be:

(Acceptable for Admission
(Unacceptable for Admission

Risk Behaviors:  

(Sexually Active


(Pregnant 


(Tobacco

The youth:


( Does not score out to be at risk for substance abuse at this time.

( Is deemed as LOW MEDIUM HIGH Risk

Drug Screen at the time of the screening/assessment was:  ______________________

Age of Onset: ______
This packet was created and developed by Douglas County Juvenile Programs.


