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Client Name:_____________________________________              Case No: __________________


Update to the SOQIC-C
Client Name:___________________________________  Date of Birth:____________

MIS No.:_______________________
Agency Client No.:______________________

Address:______________________________________________________________

_____________________________________________________________________

Phone Numbers: ________________________
__________________________

Date of SOQIC-C: ____________________
Date of Update: ___________________

Assessment Counselor:__________________________________________________

Time Started:___________     Time Ended:___________
Length: ______________

1. Reason for Current Referral for Assessment: (Include referral source.)

2. Drug and Alcohol Use Information for the Past 30 Days: (If incarcerated during last month, report use prior to incarceration.  Assess need for detoxification.)

3. Current Health Concerns/Diagnoses and Medications:  (Include any allergies to food and or medications. Indicate if client is receiving prescribed and/or over the counter medications.  Include dosage and frequency).

4. Current Mental Health Concerns/Diagnoses and Medications:  (Include current assessment of suicidal and homicidal ideation.  Indicate if client is receiving prescribed medications.  Include dosage and frequency).

5. Resistance to Treatment: (Assess client’s current willingness to enter treatment if recommended).

6. Substance Abuse Treatment History: (Assess client’s current risk of relapse / likelihood of continued use).

7. Recovery Environment:
· Current Living Arrangements:  (Include status of minor children.)

· Current Source of Income/Employment:

· Current Criminal Justice/DCFS Involvement: (Include any pending charges, probation, parole, etc.)

8.  Religious/Cultural Background:  (Include issues that may impact treatment.)
ODADAS Dimensions:  (Rate as No, Low, Moderate or High Symptoms.)

· Dimension I: Risk of Withdrawal


________________


· Dimension II: Physical Health Concerns

________________

· Dimension III: Emotional Health Concerns

________________

· Dimension IV: Resistance to Treatment

________________

· Dimension V: Relapse Potential


________________

· Dimension VI: Recovery Environment Dysfunction
________________

Level of Care Recommendation:
(Place an “X” next to the recommended level)

1. ____  No Treatment Recommendation

2. ____ Comprehensive Assessment and Education



3. ____ Level I-A: Outpatient/ Aftercare






4. ____ Level I-B: Intensive Outpatient






5. ____ Level I-C: Day Treatment






6. ____ Level II-A: Non-Medical Community Residential





7. ____ Level II-B: Medical Community Residential

8. ____ Level III-C: Subacute Detoxification







9. ____ Level IV: Acute Hospital Detoxification

10. ____ Dual Diagnosis Program






11. ____ Other:  (Specify) ___________________________________________







Comments: 

______________________________________________
________________

Assessment Counselor






Date

______________________________________________
________________

Clinical Supervisor







Date

Diagnostic Summary

DSM IV Diagnoses

Axis I:  


Axis II:  


Axis III:  


Axis IV:  Current Stressors include – 


Axis V:  Current GAF = 

Comments:

______________________________________________________  ______________
Licensed Independent Practitioner





Date
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