____________________________ Court 
_________________________________
I understand that when I am screening for the ________________ Treatment Court I have 10 business days to complete the following:

_____ 
I will complete the initial screening and assessment with the Treatment Coordinator.
_____ 
I agree to meet with the Public Defender ___________________ on:

__ ____________________________________ to be informed of my rights and know what will be expected of me if I choose to enter into the _________________treatment court.

_____ 
I will complete the Chemical Dependency Treatment Evaluation at:
_____________________________________________________________
_____________________________________________Minimum of ____ Hours
_____ 
I will attend Treatment Court and observe the court proceedings on:  

    
                                                                    at ______ AM, Room ____ County Courthouse
_____ 
I will submit my transportation plan by if required: 
    
                                                                    at __5:00____ PM to (Email address of Treatment 

Court Coordinator):___________________
My Pending Charges are: _________________________________________________
My attorney is: ________________________________________________________
My next court date is:____________________________________________________

Sentencing Status: ______________________________________________________

Signed:  ____________________________________
Date: _________________

__________________________________________________ Court 

AUTHORIZATION FOR THE RELEASE OF INFORMATION

To:  ______________Treatment Court
Source of Referral:  _________________________________Referral Date:________________________
Date of Screen:  ___________________  Name:  ____________________________________________

____________________________________________________ 
__________________________

       Maiden or Other Name








DOB
     
I hereby request and authorize to you to release to the ___________________________Court the following types of information you have pertaining to my participation:

     
I hereby authorize the ___________________Treatment Court to release to you the specified information requested below:

_________________________________________________________________________________ 

· Intake History/Admission Information

· Psychological Testing

· Progress Notes/Reports

· Chemical Dependency Assessment Summary

· Medical/Medication Records

· Social Information

· Treatment Plans

· Discharge Summary

· Photographs

· Other (Credit history/criminal history/other specified information) ________________________________

Purpose Statement:  Photographs for the purpose of outlining progress/successes in the Treatment Court program and providing materials for public presentations and grant compliance.

I understand that I may revoke this authorization at any time with a written request except to the extent that action has been taken in reliance on authorization (42 CFR Part 2).  Otherwise, this consent will expire 180 days from the date listed below or at any such time I decline continued screening/participation in screening for the Courts and any of its related program assessments.  

The following statement is for clients involved in chemical dependency counseling services:  

Prohibition of Redisclosure:  This release accompanies records concerning a client in alcohol/drug abuse treatment.  This information has been disclosed to you from records protected by federal confidentiality rules (42 CFR 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 CFR Part 2. A federal 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.  I understand that there is a potential for the information disclosed pursuant to this authorization to be subject to redisclosure by the recipient, and the information may no longer be protected by the federal confidentiality rules.

Client Signature






Date

Witness Signature






Date
____________________________ Court 
Authorization of the Limited Release of Confidential Information

The information gathered in this report will be limited to determining the defendant’s eligibility for Court until such time that a Treatment Court contract is signed by the defendant, defense counsel, and the county attorney.  Furthermore, the county attorney agrees not to use this information for any purpose except to determine eligibility for and compliance with the Treatment Court Contract.

To: ___________________________ Court

Date:  _____________________________________

By Defendant:  _______________________________

Address:  ___________________________________



Telephone #:  ________________________________
I, _________________________________, authorize the__________________________ Court to receive the following records for the purpose of the Initial Interview Report.  (Check all that are specifically authorized)

_____Family Information

_____Legal Status


   _____Education

_____Employment


_____Financial Information

   _____Medical Information

_____Psychological Information

_____Substance Use/Abuse History
   _____Pre-Sentence Report

I further authorize the exchange of information between the Drug Court Coordinator and the Drug Court for the purpose of the Initial Interview Report.

_____Yes

_____No
I understand that my records are protected under the Federal Confidentiality Regulations and cannot be disclosed without written consent (42 CFT Part 2).  This consent may be revoked by me at any time except to the extent that action has been taken in reliance thereon.  I also understand that any information as to ongoing fraud on the court, ongoing crimes, and/or future crimes may not be covered by this confidentiality agreement.

__________________________________

                           /                           /_____________                                                                                             

Defendant’s Signature




Defendant’s Date of Birth


Expires upon exit of the Treatment Court program or screening process.

Refusal of Authorization for a Request

Refusal of Authorization   _____________________________
___________________

 Defendant’s Signature



Date

UNCOPE Screen
Patient Name: ​​​​​​___________________________           Date: ​​​​_______________

U
Have you continued to use alcohol or drugs


YES 

NO



longer that you intended?





___

___

N
Have you ever neglected some of your usual


YES

NO


responsibilities because of alcohol or drug use?


​​​___

___

C
Have you ever wanted to stop using alcohol


YES

NO


or drugs but couldn’t?





___

___

O
Has your family, a friend, or anyone else ever


YES

NO



told you they objected to your alcohol or drug use?

​​___

___

P
Have you ever found yourself preoccupied


YES

NO


with wanting to use alcohol or drugs?



​​___

___

E
Have you ever used alcohol or drugs to relieve


YES

NO


emotional discomfort, such as sadness, anger, or

___

___


boredom?

AUDIT:
1. How often do you have a drink containing alcohol? ____________________

2. How many drinks containing alcohol do you have on a typical day when you are drinking? _______________________

3. How often do you have six or more drinks on one occasion? ______________
Medical Insurance: ___________________________

Last Use: __________________________________
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