Starting Point, Inc.



Evaluation Date: ____________________

Client Legal Name:___________________________________________DOB:________________________

Address: _______________________________________________________________________________
City, State, Zip___________________________________________________________________________

Phone Number:__________________________________________________________________________ 
Email:__________________________________________________________________________________

Are you court ordered to have an Alcohol and Drug Assessment?
__________ yes
__________ no

Which court(s) ordered the assessment? _______________________________________________________________________________   
Which court(s) are you involved with?__________________________________________________________________________________
City, State, County: ________________________________________________________________________________________________
Are there any current charges: _______________________________________________________________________________________

Is there a Judge we need address?
__________ yes
__________ no

Full Name: ______________________________________________________________________________________________________   
Which court(s)____________________________________________________________________________________________________
Complete Address: ________________________________________________________________________________________________

Who is your Attorney: ___________________________________________________________________________
Phone: ___________________________________________   E-mail: _____________________________________________________
Who is the opposing Attorney: ______________________________________________________________________
Phone: ___________________________________________   E-mail: ________________________________________________________
Purpose of Evaluation: _____________________________________________________________________________ 

Expected Outcome: _______________________________________________________________________________
Do you have a date this evaluation must be completed by: _______________________________________________

List of Parties involved in this evaluation:

(Please note, you must sign a Release of Information (ROI) for each person listed below)

Full Name: ________________________________________________ Relationship:  ___________________________________________

Phone:  __________________________________Email: __________________________________________________________________
Full Name: ________________________________________________ Relationship:  ___________________________________________

Phone:  __________________________________Email: __________________________________________________________________

Full Name: ________________________________________________ Relationship:  ___________________________________________

Phone:  __________________________________Email: __________________________________________________________________
Are children involved? __________ yes
__________ no
Name: __________________________________________________________ Age  ___________________________________________

Name: __________________________________________________________ Age  ___________________________________________

Name: __________________________________________________________ Age  ___________________________________________

Name: __________________________________________________________ Age  ___________________________________________

Collateralized List of items to be reviewed by the Evaluator:

1.) ______________________________________________________________________________________

2.) ______________________________________________________________________________________

3.) ______________________________________________________________________________________

4.) ______________________________________________________________________________________

5.) ______________________________________________________________________________________

6.) ______________________________________________________________________________________

Is there additional information needed: _______________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I state that I have been truthful and correct in the statements I have made.

Client Signature:_______________________________________________________   Date _______________________

Counselor Signature:___________________________________________________   Date _______________________

NOTE:  If any answer is “Yes,” Make sure appropriate authorization for release of information is signed by the patient.
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COLLATERALIZED EVALUATION 


Rate: $295.00








