Mariposa County Probation
Juvenile ADAPT Assessment

Name: __________________  ___________________  ___  Date:________, 20__

               (Last)


  (First)
       M.I.     

Personal Information Section:
Phone: (     )______________  Cell:________________  Pager:_____________

Current Address: _________________________   City:_____________ Zip:________

How long at this current address: _____Years ____ Months

Mail Address (if different from above)________________________  City:________

Zip:_________

A.K.A.:______________   Gender:___   Race:________   Primary Language:________

DOB:________________    Age:____    Place of Birth:_______________, _______

Soc. Sec. No.:__________________   Calif. Driver’s Lic. :_____________ exp:______

Height:________    Wt.:_______   Hair Color:________  Eye Color:_______

Physical ID Marks/Tattoos:________________

Parent/Guardian Information Section:
Minor Lives with:  Mother Father Both Guardian (Circle one)

Name of Father/Guardian:________________________ 
Phone: (____) ________________   Cell: (___)_______________  Other:____________

Address:____________________________  City:____________ State:_______

Zip Code:__________

Employer: _____________________   How Long?_________

Criminal Record/? Yes    No    If yes, explain:______________________________________________________________________________________________________________________________________.
On Probation or Parole?   Yes or No

History of Abuse/Drugs/Alcohol/Counseling Issues:

Name of Mother/Guardian:________________________

Phone: (____) ________________   Cell: (___)_______________  Other:____________

Address:____________________________  City:____________ State:_______

Zip Code:__________

Criminal Record/  Yes    No    If yes, explain:______________________________________________________________________________________________________________________________________.

On Probation or Parole?   Yes or No

History of Abuse/Drugs/Alcohol/Counseling Issues:

Educational Background/History:
Current School:__________________  Location:___________________________

Grade:_____        Are you at grade level?  Yes   No    Special Needs? Yes   No

If Special needs, What are they?_________________________________________________________________________________________________________________________________________.

Special Education?  Yes  No    Recent IEP Date:____________

Truancy Problems?  Yes   No    School Suspension or Expulsion? Yes   No /  Times:____

Future Goals:

Health Information (Youth)
Primary Physician:_________________________    Last Visit:_________

Any Safety Medical Concerns that an instructor should be aware of : Yes   No

What are they:  (Emergency Concerns?)

Have you attempted Suicide in the past?  Yes   No   When?____________
Was it reported? _______   Hospitalized? _________

Have you had suicidal thoughts recently? _______________ How Often? ______

Last Time:____________

Explain:

Are you currently in counseling?   Yes   No         Was it mandated or voluntary?   M    V

How Long? _____     Has it been helping? Yes    No 

 Are you currently in an anger management (group/individual)? Yes No
Are you currently in a Drug, Alcohol, or other rehabilitation/group/individual program?  Yes or  No
Are you currently taking medication?  Yes   No    What? ___________ How long? _____

History of Alcohol, Drug, Tobacco, Violence, Abuse, Criminal
Tobacco History:
        Do you use tobacco products?  Yes   No     How Often? ______   Last use:_______

        How Much? __________    Brand/type:__________

        Does your family use tobacco products?  Yes   No     How often? _______

Drug History:

Have you ever used illegal drugs?  Yes   No    


Have you ever been convicted for illegal use or possession of drugs?  Yes  No


When and Where and What and by Whom?


Does anyone in your family use illegal drugs?  Yes   No   

Or have in the past?  Yes   No

Has Drug use affected your family life?  Yes   No    Personal Life?  Yes  No

How has it affected your life? 
If you have ever used illegal drugs or possessed the same, what was your drug of choice? ____________________________   Last time used/possessed? ___________

Were you with friends?  Yes   No          Where? ________________________

Are your parents concerned?  Yes   No       Do they provide the drugs? Yes   No   

Do they do drugs with you?  Yes   No

Do you have any friends that use illegal drugs?  Yes   No    What type of drugs?

Drug Survey:
Drug Type                Frequency of use in the past 30 days                        


Age 1st use/age at peak/last used/ none/ 1-3x Mn/1-2x wk/3-6x wk/ daily/intake
Heroin

Alcohol

Barb.

Sedatives

Meth

Amphetamine

Other stimulants

Cocaine/crack

Marijuana

PCP

Other Hallucinogens

Tranquilizer/valium

Tranquil. Non-perscrip

Methadone
Other Opiates/Synthetics

Inhalants

Alcohol History: (includes: champagne, wine, wine coolers, beer, liquor, mixed drinks, etc)
Do you currently drink alcoholic beverages? Yes  No   Last Drink? ________

How Much? _______            What is your preferred alcoholic drink? ____________

 Have you drunk alcohol in the past?  Yes   No

How often do you drink alcoholic beverages?  ________________  How much? ______

First used? _________________

Have you ever been drunk or “buzzed”?  Yes   No    How many times?  _________

The last time you were drunk? ___________  How much did you have? _________  

What did you have? ______________

Where do you mostly drink?  Parties / Home /  School/  Park 
 Friend’s Home/ Car / Work  / Bar /  Wedding or Birthday Party
 Other:________________________________________
On the average, how many alcoholic beverages are you likely to drink on ONE occasion? ______
Would you consider yourself an alcoholic?  Yes  No       Has anyone ever accused you of having a drinking problem?  Yes  No

Do you think you should be able to drink alcoholic beverages?  Yes   No

When you did drink, who provided the alcohol? _______________________

Have you bought alcohol yourself?  Yes   No    

Did you get someone else to buy it?  Yes   No

Have you ever driven with someone who was intoxicated?  Yes   No

Do you know if someone would come and get you, if you were intoxicated, or your driver was intoxicated?  Yes   No

The last time you were drunk or feeling good, how did you get home? 

Do you think it is OK for high school students to drink alcohol?  Yes   No

Do you think it is OK for high school students to get drunk?  Yes   No

Does your family have rules on drinking alcohol/using drugs?  Yes    No   

What are the rules, if any exist? _______________________________________________________________________________________________________________________________________.

Do your parents talk to you about the dangers of alcohol?  Yes    No

Do your friends use alcohol or drugs?   Yes    No       Regularly?  Yes   No

Do your friends drink and drive?   Yes   No

Has anyone you known been hurt or killed because too much alcohol was involved?  Yes  No

What Happened?  ____________________________________________

If your parents found out you were drinking alcohol or using drugs, what would they do, if they found out?  _______________________________________________

What is the likelihood that you will drink or do drugs in the next 30 days?  _______

Abuse History

Is there any history of you being abused (Verbally, Physically, sexually, emotionally, neglected)?  Yes   No

Describe: _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.

Would you consider yourself “safe”?  Yes    No

Has there been any dangers or harm encountered due to alcohol or drugs?  Yes   No

Describe:

___________________________________________________________________________________________________________________________________________________________________________.

Describe any fears you may have:

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.

How would describe yourself?  _________________________________________________________________________________________________________________________________________________________________________________________________________________________.

Have you been a victim of violence?  Yes   No        Describe, if so:

_____________________________________________________________________________________________________________________________________________________________________________________________________________________.

Have you been violent with others?  Yes   No       Describe, if so:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.

Have weapons been used against you?   Yes    No      Threats?   Yes    No

Do you carry weapons?  Yes   No

Criminal History
What criminal history have you had?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.

How many of these crimes are still a part of your life today? _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.

What improvement(s) has been made? 

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.

This time next year, what do you see yourself doing with your life?  

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.

Drug and Alcohol Programs for Youth
Would you be interested in a new program that may help you make better decisions with your life?  Yes   No

Would you benefit from more programs designed to help you?  Yes    No
Drug Specialist Recommendation:
1. Class Action Program

2. TND Program

3. Both

4. No Program due to: Uncooperative attitude, Not applicable or feasible (Circle One)
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