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CalOMS Annual Update Form

	Client ID: 
	Client DOB:
	Current Server ID:

	Client’s Last Name: 
	Client’s First Name: 

	Client’s Middle Name: 
	Client’s Suffix: 

	Date of Admission:
	Unit:
	SubUnit:

	Date of Annual Update:

	Form Type:     ( Standard     ( Youth

	

	*Assessment Information is for Type of Service:  circle one:

	(1) Non-Res/Out Pt Treatment Recovery

(2) Non-Res/Out Pt Day Program – Intensive
	 (5) Res. Detoxification – Non Hospital
	 (7) Res.Treatment Recovery > 30 days

	Signed Consent to be contacted in the future on file?:     ( Yes     ( No

	* Primary Alcohol/Drug Problem:

	
	Problem:  circle one

	
	 (01)  Heroin

(02)  Alcohol

(03)  Barbiturates

(04)  Other Sedative/Hypnotics

(05) Methamphetamine

(06)  Other Amphetamines

(07)  Other Stimulants
	(08)  Cocaine/Crack

(09)  Marijuana/Hashish

(10)  PCP

(11)  Other Hallucinogens

(12)  Tranquilizers 

(13)  Other Tranquilizers

(14)  Non-Prescription Methadone

(15)  OxyCodone/OxyContin
	(16)  Other Opiates or Synthetics

(17)  Inhalants

(18)  Over the counter

(19)  Ecstasy

(20)  Other Club Drugs

(22)  Unknown

(23)  Other



	
	Drug Name:   _____________________________________ (if #3,4,6,7,11,12,13,16,17,18,20,or 23) 

	
	Usual Route of Administration:  circle one

	
	(01)  Oral

(02)  Smoking
	(03)  Inhalation
(04)  Injection IV or intramuscular
	(06)  Other

(05)  None or not applicable

	
	Days used in the past 30 days:   (0-30)          __________

	
	Age of first use:  __________   


* required field for Youth Update Form
	* Secondary Alcohol/Drug Problem:

	
	Problem:  circle one

	
	 (01)  Heroin

(02)  Alcohol

(03)  Barbiturates

(04)  Other Sedative/Hypnotics

(05) Methamphetamine

(06)  Other Amphetamines

(07)  Other Stimulants
	(08)  Cocaine/Crack

(09)  Marijuana/Hashish

(10)  PCP

(11)  Other Hallucinogens

(12)  Tranquilizers
(13)  Other Tranquilizers

(14)  Non-Prescription Methadone

(15)  OxyCodone/OxyContin
	(16)  Other Opiates or Synthetics

(17)  Inhalants

(18)  Over the counter

(19)  Ecstasy

(20)  Other Club Drugs

(22)  Unknown

(23)  Other



	
	Drug Name:   _____________________________________ (if #3,4,6,7,11,12,13,16,17,18,20,or 23) 

	
	Usual Route of Administration:  circle one

	
	(01)  Oral

(02)  Smoking
	(03)  Inhalation
(04)  Injection IV or intramuscular
	(06)  Other

(05)  None or not applicable

	
	Days used in the past 30 days:   (0-30)          __________

	
	Age of first use:  __________   

	* How many days in the past 30 days has alcohol been used?      (0-30)        99902-None or Not Applicable           ________

	How many days were injectable substances used in the last 30 days?   (0-30)    99900-Decline      _______

	How many days were paid work days in the past 30 days?:     (0-30)     99900-Decline     ________

	* Currently enrolled in school?:      ( Yes     ( No     ( Decline    

	Currently enrolled in job training?:      ( Yes     ( No     ( Decline  

	*Number of times arrested in past 30 days?:     (0-30)          ________

	Number of days in jail past 30 days?:     (0-30)          ________

	Number of days in prison last 30 days?:     (0-30)          ________

	Number of times visited E.R. for physical/health problems in past 30 days?: (0-99)    ________

	Number of days stayed in hospital overnight for physical/health problems in past 30 days?: (0-30)  ______

	Number of days experienced physical health problems in past 30 days?:     (0-30)          ________

	* Participant was pregnant at any time during treatment?:      ( Yes     ( No     ( Unknown

	Ever been tested for HIV/AIDS?:      ( Yes     ( No     ( Decline  

	Has results for an HIV/AIDS test?:      ( Yes     ( No     ( Decline 

	* Ever been diagnosed with a mental illness?:      ( Yes     ( No     ( Unknown


* required field for Youth Update Form
	Number of times in past 30 days received outpatient emergency services for mental health needs?:(0-99) ____

	Number of days in past 30 days stayed in a psychiatric inpatient hospital/facility?:   (0-30)  ________

	In past 30 days has taken prescribed medication for mental health needs?: ( Yes  ( No  

	* How many days in past 30 days participant attended social support recovery program, such as 

12-Step Program

Other Self-Help Meetings

Religious/Faith Recovery or Self-Help Meetings                                             ________

Attended Meeting Other Than Those Above

Interactions with Family or Friend in Support of Recovery

	Number of days in past 30 days participant resided with person(s) who use drugs or alcohol?: (0-30, 99900=Decline to state) _____

	Days in past 30 days experienced serious conflict with family members?:  (0-30)  (99900-Decline to state)  ________

	Number of children age 17 or less (birth or adopted) (living with participant or not):  (0-30)   ________

	Number of children age 5 or less (birth or adopted) (living with participant or not):  (0-30)   ________

	Number of children living with someone else due to child protection court order: (0-30)    ________

	How many children living with someone else were due to parental rights of participant being terminated?:  (0-30)   ________




* required field for Youth Update Form
	Signature of Staff Obtaining Information: who filled out the form

	 
	
	
	 
	
	 
	(Yes
	(No
	(N/A

	*Staff ID
	*Staff Name
	
	*Date
	
	*Time
	

	

	Signature of Staff Entering Information (If Different from Above):

	 
	
	
	 
	
	 
	(Yes
	(No
	(N/A

	*Staff ID
	Staff Name*
	
	*Date
	
	*Time
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