ADDICTION TREATMENT OUTPATIENT SERVICES
$GPLVVLRQV$SSOLFDWLRQ
:KLFKFODVVZLOO\RXEHDWWHQGLQJBBBBBBBBBBBBBBBBBBBBBBBB  :KHQZLOO\RXEHVWDUWLQJFODVVHVBBBBBBBB
First Name: _____________________________ Last Name: _____________________________ Date of Birth_________________
Phone Number: __________________________ (PDLODGGUHVVBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
Address: _______________________________________________ Apartment Number: _________ City: ________________________
State: _________

Zip Code: _________________

7KHIROORZLQJTXHVWLRQVZLOOEHXVHGWRUHJLVWHU\RXIRUDQRQOLQHDVVHVVPHQWZKLFK
ZLOOEHVHQWWR\RXE\HPDLO

+RZORQJKDYH\RXOLYHGDWWKLVDGGUHVVBBBBBBBBBBB ,VWKLVUHVLGHQFHRZQHGE\\RXUIDPLO\"<HV
\HDUV PRQWKV

%LUWK&LW\BBBBBBBBBBBBBBBB

0DULWDO6WDWXVBBBBBBBBBBBBBBB

0RWKHU V)LUVW1DPHBBBBBBBBBBBBBBBB
+LJKHVWJUDGHFRPSOHWHGBBBBBBBBBB

/DVW'LJLWVRI661BBBBBBBBBBBB

RISHUVRQVOLYLQJRQLQFRPHBBBBBBBBBBBBBBB
(PSOR\PHQW6WDWXVBBBBBBBBBBBBBBBB

RISULRUVXEVWDQFHDEXVHWUHDWPHQWBBBBBB

1R

RIFKLOGUHQXQGHUBBBBBBBB

$JHILUVWXVHGDOFRKROBBBBBBBBB

$UH\RXDPLOLWDU\VHUYLFHYHWHUDQBBBBBB /DVW1DPHDWELUWKBBBBBBBBBBBBBBB

3ULPDU\VXEVWDQFHBBBBBBBBBBBBBBBBBBBBBBBBBB +RZPDQ\GD\VLQWKHODVWGLG\RXXVH\RXUSULPDU\VXEVWDQFHBBBBBB

3OHDVHFRPSOHWHZKLFKHYHULVDSSOLFDEOHWR\RXUFDVH
Attorney’s Name: _______________________

Probation Officer:_______________________

Address:_______________________B________

Case Number: __________________________

B_______________________________________

County of Offense: _____________________

$WWRUQH\ V(PDLOBBBBBBBBBBBBBBBBBBBBBBBB

3OHDVHVHOHFW your preferred methodV of contact:
Cell Phone
,ITexW

(PDLO
+RPH3KRQHBBBBBBBBBBBBBBBBBBBBBBB
2WKHU SOHDVHVSHFLI\ BBBBBBBBBBBBBBB

OLVW\RXUFHOOSKRQHFDUULHU BBBBBBBBBBBBBBBBBBBBB

Work PhoneBBBBBBBBBBBBBBBBBBBBBBBBB
Mailing Address

How did you hear about us? (please VHOHFW one):


Internet Search





OBH website



Detox Unit: ________________
Yellow Pages



Other:________________

Ph:(303)329-3105
Fax:(303)600-6645



ADDICTION TREATMENT OUTPATIENT SERVICES
AUTHORIZATION FOR RELEASE OF INFORMATION

I, ____________________________________________ authorize Addiction Treatment Outpatient
(your name)
Services to exchange information with __________________________________________________
(name of person and organization)
Please list your PO's or Attorney's 1st and last name on this line

from my records, which must be limited by nature and extent as specified below:
_____attendance
_____fee payment
_____participation and progress in education and/or treatment
_____other __________________________________________________
The purpose or need for above disclosure is (A) to coordinate legal requirements(s)
fulfillment and counseling services and (B)
__________________________________________________________________________________________
_______________________________________________________________________________________
(add other purposes and needs if, and as required by diagnosis and/or treatment)
This consent to disclose may be revoked by me at any time except to the extent that action
has been taken in reliance thereon, and unless expressly revoked earlier, it expires upon
________________________________________________________________________________________
(specify date or event or condition upon which it will expire)
Signature: _________________________________________ Date _______________________
Prohibition on redisclosure:
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 general 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 client (Sec. 2.32).
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ADDICTION TREATMENT OUTPATIENT SERVICES
AUTHORIZATION FOR RELEASE OF INFORMATION

I, ____________________________________________ authorize Addiction Treatment Outpatient
(your name)
Services to exchange information with Department of Revenue – Division of Motor Vehicles
(name(s) of person and/or organization)
from my records, which must be limited by nature and extent as specified below:
_____attendance
_____fee payment
_____participation and progress in education and/or treatment
_____other ______________________________________________
The purpose or need for above disclosure is (A) to coordinate legal requirements(s)
fulfillment and counseling services and (B)
__________________________________________________________________________________________
_______________________________________________________________________________________
(add other purposes and needs if, and as required by diagnosis and/or treatment)
This consent to disclose may be revoked by me at any time except to the extent that action
has been taken in reliance thereon, and unless expressly revoked earlier, it expires upon
________________________________________________________________________________________
(specify date or event or condition upon which it will expire)
Signature: _________________________________________ Date _______________________
Prohibition on redisclosure:
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 general 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 client (Sec. 2.32).
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ADDICTION TREATMENT OUTPATIENT SERVICES
LEVEL II EDUCATION SERVICE PLAN
Name:______________________________ Date:_____________________
Please pick 1 goal you would like to focus on during your enrollment at ATOPS.
Please describe your goal in detail, as well as, your plan for accomplishing your
goal. We will check back with you DWWKHHQGRI/HYHO(GXFDWLRQ to see what
progress you’ve made.
Please describe your treatment goal:

Why this goal is important to you:

How will you accomplish your goal?
Please describe the specific steps will you take in order to accomplish your goal:
1.___________________________________________________
2. ___________________________________________________
3. ___________________________________________________
2QFH\RXDFFRPSOLVK\RXUJRDOKRZZLOO\RXPDLQWDLQ\RXUJRDO"

Client’s Signature: _________________________________
Therapist’s Signature: _________________________________
EXPECTED REVIEW DATE_____________________________
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ADDICTION TREATMENT OUTPATIENT SERVICES
Payment Agreement
It is the policy of ATOPS to receive payment at the time of each Education/Therapy session.
Fees are as follows:
Intake Level II Education

$0.00

Level II Education (15.00/hr)

$30.00 Per Group

:RUNERRN
Level II Education /HYHO,,7KHUDS\²
:RUNERRN6KLSSLQJVXSSOLHV WUDQVSRUW

$30.00 
$.00

Intake and Assessment for
Level II Therapy – Existing ATOPS clients
Intake and Assessment for
Level II Therapy – New ATOPS clients




Level II Therapy (17.50/hr)

3HU*URXS

Absences in excess of
Allowed Amount

Per Group
FULL COST OF SESSION

Letter for Court prior
to hearing less than 10 days
Notice



Returned Check Charge

$35.00 *Check writing
privileges denied after 2
returned checks*

3DSHU3URFHVVLQJIHH



ALL RATES ARE SUBJECT TO CHANGE WITHOUT PRIOR NOTICE
Failure to pay for services rendered will result in your account being turned over to a
collection agency.
&OLHQW·V6LJQDWXUH___________________________________Date
__________________________
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GLOBAL ASSESSMENT OF FUNCTIONING
*Please only select one*

______ I believe I have superior functioning in a wide range of activities; life’s problems never seem to get out of hand. I
am sought out by otherƐ because of my many qualities (100-91)
______ I believe I have good functioning in all areas. I am interested and involved in a wide range of activities. I am
socially effective. I am generally satisfied with life. I experience no more than everyday problems oƌ
concerns. (90-81)
______ I may experience some symptoms to psychological stresses. I experience no more than a slight impairment in
social, occupational or school functioning. Any symptoms that I experience are short-term and expectable
reactions to the situation. (80-71)
______ I experience some difficulty in social, occupational, or school functioning but generally I function pretty well. I
have some meaningful interpersonal relationships (70-61)
______ I experience moderate OR moderate difficulty in social, occupational, or school functioning (60-51)
______ I experience serious symptoms OR serious impairment in social, occupational, or school functioning (50-41)
______ I experience some impairment in reality testing or communication OR major impairment in several areas, such as
work or school, family relations, judgment, thinking, or mood (40-31)
______ My behavior is considered to be influenced by delusions or hallucinations OR serious impairment in
communications or judgement OR inability to function in all areas (30-21)
______ I believe I am in danger of hurting myself or others. I occasionally fail to maintain minimal personal hygiene. I
occasionally experience gross impairment in communication (20-11)
______ I experience a persistent danger to hurt myself or others. I experience a persistent inability to maintain minimum
personal hygiene. I have experienced a serious suicidal act with the clear expectation of my death (10-1)

Name: ____________________________
Date: _____________________________
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ADDICTION TREATMENT OUTPATIENT SERVICES
Welcome to Addiction Treatment Outpatient Services
You have chosen Addiction Treatment Outpatient Services (ATOPS) and ATOPS has chosen
you. In order to make this relationship as productive as possible there are several things
we think will help.
 All conversations and records are confidential. This also means that what you hear
and who you see must remain confidential.
 Some education groups have a predetermined length. In therapy groups your length
of stay is determined by individual consultation with your therapist and the court.
 Any non-addicted participant should keep his or her use of alcohol within normally
accepted standards.
 Please refrain from alcohol use prior to group sessions. The use of illegal drugs is not
acceptable.
 If you are addicted and involved in recovery, then abstinence and your attendance at
AA meetings is encouraged.
 Payment of fees is expected prior to the group or counseling session. You are
welcome to pay in advance.
 Groups will start and end on time. If you are late without an important reason,
please consider that you have missed that group. Interruptions are detrimental to
everyone.
 Regular attendance is vital. Advance notification of absence is expected. Missed
sessions are charges at the regular rate.
The Staff dedicates itself to providing you with quality treatment opportunities. It is our
desire that you use this experience to work through problems and develop a more
meaningful and satisfying life for yourself and others.
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ADDICTION TREATMENT OUTPATIENT SERVICES
Rights and Responsibilities of Clients
x

The right to expect that your lifestyle, religious preferences, values, cultural heritage and
practices will be honored regardless of race, color, religion, national origin, age, sex,
economic status, political affiliation or handicap.

x

The right to confidentiality in all personal matters with sensitive concerns shown when these
matters must be shared with other Staff.

x

The right to review your clinical record.

x

The responsibility to comply with the rules and regulations of the treatment center. Phone
use must be limited in scope.

x

The responsibility to arrive on time, pay promptly and treat the facility with care.

x

The responsibility to take charge of your own personal property.

x

The right to an independent clinical evaluation regarding ATOPS therapeutic decision to
withhold portions of your clinical record from you on the basis of negative impact.

x

The right and responsibility to participate with the staff in the assessment, planning,
implementation and evaluation of your treatment program.

x

The right and responsibility to follow stated policies in initiating and resolving grievances
concerning care and treatment.

x

The right to seek a second opinion regarding treatment recommendations

Signature: ___________________________________________

Date:________________
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ADDICTION TREATMENT OUTPATIENT SERVICES
Filing a Grievance
Contact Annie Burtis, Director of Admissions at or by telephone 303-329-3105 or email
annie@atops.org. Provide her with a complete description of the reason(s) for your dissatisfaction,
the date it occurred, the name of your therapist, the policy and procedure that concerns you, and
any other pertinent details that will assist Ms. Burtis in understanding your dissatisfaction in order
to resolve it satisfactorily. Our commitment is to have the issue resolved within 15 business
working days. If we have not resolved it to your satisfaction by the 15 th day, you have the right to
contact the following entities for assistance.
The practice of registered, certified or licensed person in the field of psychology is regulated by the
Mental Health Licensing Section of the Division of Registrations. Questions and complaints
regarding mental health counselors may be addressed to:
Board of Mental Health Examiners
1560 Broadway, Ste.1350 Denver, CO 80202 (303) 894-7800
Board of Addiction Counselor Examiners
1560 Broadway, Ste. 1350 Denver, CO 80202 (303) 894-7800
Colorado Department of Human Services, Office of Behavioral Health
3824 W. Princeton Circle, Denver, CO 80236 (303) 866-7400
Colorado Department of Regulatory Agencies
1560 Broadway, Ste 110, Denver, CO 80202 (303) 894-7855
Office of Behavioral Health
3824 W. Princeton Circle, Denver, CO 80236 303-866-7400

Signature: ___________________________________________

Date:________________
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ADDICTION TREATMENT OUTPATIENT SERVICES
TREATMENT AUTHORIZATION
I hereby authorize ADDICTION TREATMENT OUTPATIENT SERVICES to administer such
care (encompassing diagnostic procedures and psychological treatment) as is necessary in
its judgment. No guarantee or assurance has been given by anyone as to the results that
might be obtained

AGREEMENT
In consideration of ADDICTION TREATMENT OUTPATIENT SERVICES (ATOPS), agreeing to
undertake the care of _______________________________________ (client’s name), I hereby
agree to the following:
1. ATOPS does not assume any responsibility for loss/or breakage of any valuables,
personal articles, or belonging brought to the center by the client.
2. ATOPS shall be help harmless for any and all claims, suits, damages, costs, losses,
and expenses in any matter resulting from or arising out of self-inflicted injury by
me.
3. That I shall be financially responsible to ATOPS for any loss or damage suffered or
incurred to ATOPS which was caused by me.
4. I hereby accept and assume full responsibility for payment of all costs, charges and
expenses for processional services rendered to me by ATOPS and further understand
agree that any such billing is due and payable at the time of service unless other
arrangements have been made.

Signature: ________________________________________

Date: ____________________
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ADDICTION TREATMENT OUTPATIENT SERVICES
DISCLOSURE STATEMENT
    ȋȌ 
  ǡ  Ǥ
 ͳʹͺͶǤͲͲǡͳʹͺͶǤͲͳͳʹͺͶǤͲʹǤ 
 ǣ
̴̴̴̴̴̴̴Dr.
Karen MoreauͳͻͻǤ 

 ͓͵Ͳͺ ǡ 
͓͵ʹ͵Ǥ    ͳͻͺǤ
ȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗȗ
  ǡ   
   Ǥ 
  ǣ
Board of Addiction Counselor Examiners
1560 Broadway, Ste. 1350, Denver, CO 80202
303-894-7800
     
 Ǥ 
 ǣ
Colorado Department of Human Services
Office of Behavioral Health
3824 W. Princeton Circle, Denver, CO 80236
303- 866-7400

Telehealth Only Disclosure
Please be aware, Addiction Treatment Outpatient Services (ATOPS)offer telehealth treatment - ONLY. If you are
seeking in person treatment, ATOPS will need to refer you to another agency.

ATOPS is using HIPPA compliant ZOOM for our classes

To attend class you will need video access, microphone access, and a quiet place in a which you can be alone.
Sharing of the class link is never permitted and will result in immediate discharge from our program.
Please refrain from being in your vehicle and smoking/vaping during class

Signature: ___________________________________________

Date:________________
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ADDICTION TREATMENT OUTPATIENT SERVICES
The regulatory requirements applicable to mental health professionals are as follows:
Registered psychotherapist is a psychotherapist listed in the State’s database and is authorized by law to
practice psychotherapy ǡ   
  Ǥ
Certified Addiction Counselor I (CAC I)  ǡ 
ͳͲͲͲ   Ǥ
Certified Addiction Counselor II (CAC II)  ǡ 
  ǡʹͲͲͲ   Ǥ
Certified Addiction Counselor III (CAC III)  ǯ  
Ǣ  ǡʹͲͲͲ   Ǥ
Licensed Addiction Counselor   ǯǡ ǡ
 Ǥ
Licensed Social Worker ǯ Ǥ
Psychologist Candidate, Marriage and Family Candidate and a Licensed Professional
Counselor Candidate     
 Ǥ
Licensed Clinical Social Worker, Licensed Marriage and Family Therapist, and a
Licensed Professional Counselor must ǯǦ
Ǥ
Licensed Psychologist   Ǧ 
Ǥ
  ǡ ǡ
ȋȌ Ǥ  
Ǥ ǡ 
ǡ  ǡ   Ǥ
ǡ  
  ǯ Ǥ  ǡ 
 ͳʹǦͶ͵Ǧʹͳͺ 
Ǥ ǡ Ǥ  
 ǡǡ Ǥ
 Ȁ   
ǡͶʹǤ ǤǤǡʹǡ  Ǥ
  
Ǥ
Exceptions to confidentiality may also be found in the Notice of Privacy Rights you were provided
 ǡǡ   
 ǯǤ
̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴


̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴̴


̴̴̴̴̴̴̴̴̴̴̴̴̴
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ADDICTION TREATMENT OUTPATIENT SERVICES
CLIENT AGREEMENT FORM
Group Goals: to provide clients with education and information to enable them to determine the
role of chemical use in their personal lives, to provide alternative behavior patters to chemical use,
and to develop a more beneficial and holistic lifestyle. In so doing, we will strive to reduce
substance-related criminal and traffic offenses and to identify and treat alcohol/drug dependence.
Client Commitments: To help assure the success of group processes, it is necessary for group
members to make and abide by certain commitments; we must maintain report concerning your
attendance, attitude, and fee records.
Absences: Level II Education
You are allowed a certain number of excused absences during the 12 weeks of Level II Education.
You are allowed 3 “excused” absences during the 12 weeks. These absences are a “no questions
asked” basis and there will be no charge for these absences. We allow a certain number of excused
absences throughout the program.
Level II Education: 24 hours over 12 weeks = 3 excused absences
Absences: Level II Therapy
You are allowed a certain number of “excused” absences based on the number of therapy hours you
are required to complete. The absences are on a “no questions asked” basis and there will be no
charge for them. The absences may not be used all at one time.
Track
Track
Track
Track

A = 42 hours of therapy (21 groups) = 3 excused absences
B = 52 hours of therapy (26 groups) = 4 excused absences
C = 68 hours of therapy (34 groups) = 5 excused absences
D = 86 hours of therapy (43 groups) = 6 excused absences

You may not use more than 2 absences consecutively.
Absences over the allowed number of excused absences will be charged at the normal group rate.
Please note: We are required to report and inform probation and motor vehicle of the groups you
have attended during a reporting period, as well as, the groups you have not attended.
I have read and understand the contents of this agreement and do agree to observe these
rules and regulations
Signature: ___________________________________________

Date:________________
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ADDICTION TREATMENT OUTPATIENT SERVICES
Causes for Non-Cooperative Termination:
1.
2.
3.
4.
5.
6.

Failure to participate in group discussion and assignments
Disruption of any group meeting
Excessive absences
Failure to respond to warning letters
ATTENDING ANY SESSION FOLLOWING THE USE OF ALCOHOL/DRUG USE
Failure to remain compliant on monitored sobriety: random breath testing antabuse, random
urine testing
7. Failure to pay fees

Signature: ___________________________________________ Date:________________
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ADDICTION TREATMENT OUTPATIENT SERVICES
Notice of Federal Requirements Regarding Confidentially of Alcohol and
Drug Abuse Patient Records
The confidentially of alcohol and drug abuse patient records maintained by this program is
protected by federal law and regulations. Generally, the program may not say to a person
outside the program that a client attends the program, or disclose any information
identifying a patient as an alcohol or drug abuser UNLESS:
1. The patient consents in writing
2. The disclosure is allowed by a court order, or
3. The disclosure is made to medical personnel in a medical emergency or to
qualified personnel for research, audit, or program evaluation.

Violation of the federal law and regulations by a program is a crime. Suspected violations
may be reported to appropriate authorities in accordance with federal regulation.
Federal law and regulations do not protect any information about a crime committed by a
patient either at the program or against any person who works for the program or any
threat to commit such a crime.
Federal laws and regulations do not protect any information about suspected child abuse
or neglect from being reported under State law to appropriate State or local authorities.
(See 42 U.S.C 290dd-3 and 42 U.S.C. 290ee-3 for Federal laws and 42 CFR Part 2 for
Federal regulations.)

Signature: ________________________________________ Date: ___________________
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ADDICTION TREATMENT OUTPATIENT SERVICES

Requests for Documentation
We are pleased to provide written documentation on your behalf to the court, your
Attorney, and/or Motor Vehicle.

The following rules will apply to all requests:
1.

10 days advance written notice required for all requests.

2.

Less than 10 days written notice will result in a $50 priority
draft fee.

3. Requests are only accepted via email to admissions@atops.org OR
info@atops.org.
4. All request must include the following information: court date, name,
address, e-mail, fax number, & phone number of the person to receive the
information

Signature: ____________________________ Date: ________________________
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Interstate Compact Unit
940 N Broadway
Denver, CO 80203
P 303.763.24 F 303.861.1548
DOC_interstatetreatment.state.co.us

OUT-OF-STATE OFFENDER
CLIENT QUESTIONNAIRE
The following questions must be answered by all clients seeking admission to this program for any
education or treatment; as required by Colorado law. Refusal to cooperate, or failure to provide
complete or accurate information, including failure to sign a release of information to the referring
criminal justice agency, will result in a denial to attend the treatment program and notification of
authorities, in accord with the requirements in C.R.S. 17-27.1-101.
1) Are you required to report your treatment progress or completion to any Court,
Department of Corrections, Parole, Probation, Adult Diversion Program, or DMV?

Yes

No

2) Do you have any pending cases, Probation/Parole supervision, or warrants in
any other state?

Yes

No

If yes to 1 or 2, please answer the following questions:


In what state was the Frime committed?



Who are you to report the treatment to?
(Example: Court, Judge, Probation Parole, etc.)



Are you, or will you be under the supervision of a Probation or Parole Officer in
Colorado?

Yes

No



)RU'8,2IIHQGHUVRQO\: Are you seeking education or treatment for the sole
purposeof restoring you driving privileges as the result of an alcohol or drug related
drivingOffense in another state, but are not under court order to do so?

Yes

No

Your Name:
Social Security Number:

Date of Birth:


Place of Birth:

Signature:

Today’s Date:

If you answered “Yes” to 1 or 2 above, please provide the following:
Name, address and phone number of your
Probation officer, parole officer, judge
Or diversion officer.

A copy of your probation, parole, court or diversion order, including treatment requirements must be included.
)RUP&

-DUHG3ROLV Governor | 'HDQ:LOOLDPV, Executive Director

19

ADDICTION TREATMENT OUTPATIENT SERVICES
Emergency Action Plan
TELEHEALTH MEDICAL EMERGENCY
•

Should a medical emergency occur during a telehealth class ATOPS will report it to local
authorities

1.
2.
3.
4.

The therapist will confirm the location of the individual
ATOPS staff will search online find the numbers for local police, fire
department, mobile crisis unit, crisis hotline, etc.
ATOPS staff will contact local police, fire department, mobile crisis unit,
crisis hotline, etc. and stay on the line until help arrives
If ATOPS staff notice/hear any concerning behaviors or statements in group
they will contact local authorities for a welfare check on that individual

EMERGENCY REPORTING AND EVACUATION PROCEDURES
Types of emergencies to be reported to personnel are:

•

MEDICAL

•

FIRE

•

SEVERE WEATHER

•

BOMB THREAT

•

TERRORISTIC THREAT

•

CIVIL DISTURBANCE
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ADDICTION TREATMENT OUTPATIENT SERVICES
SEVERE WEATHER AND NATURAL DISASTERS
Tornado:
•
When a warning is issued by sirens or other means, seek inside shelter. Consider the
following:
Small interior rooms on the lowest floor and without windows,
Hallways on the lowest floor away from doors and windows, and
Rooms constructed with reinforced concrete, brick, or block with no windows.
•
Stay away from outside walls and windows.
•
Use arms to protect head and neck.
•
Remain sheltered until the tornado threat is announced to be over.
Earthquake:
•
Stay calm and await instructions from the Emergency Coordinator or the designated
official.
•
Keep away from overhead fixtures, windows, filing cabinets, and electrical power.
•
Assist people with disabilities in finding a safe place.
•
Evacuate as instructed by the Emergency Coordinator and/or the designated
official.
Flood:
If indoors:

•

Be ready to evacuate as directed by the Emergency Coordinator and/or the designated
official.
•
Follow the recommended primary or secondary evacuation routes.
If outdoors:

•
•
•

Climb to high ground and stay there.
Avoid walking or driving through flood water.
If car stalls, abandon it immediately and climb to a higher ground.

Blizzard:
If indoors:

•
•
•

•
•

Stay calm and await instructions from the Emergency Coordinator or the designated
official.
Stay indoors!
If there is no heat:
Close off unneeded rooms or areas.
Stuff towels or rags in cracks under doors.
Cover windows at night.
Eat and drink. Food provides the body with energy and heat. Fluids prevent
dehydration.
Wear layers of loose-fitting, light-weight, warm clothing, if available.
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ADDICTION TREATMENT OUTPATIENT SERVICES
If outdoors:

•
•

Find a dry shelter. Cover all exposed parts of the body.
If shelter is not available:
Prepare a lean-to, wind break, or snow cave for protection from the wind.
Build a fire for heat and to attract attention. Place rocks around the fire to absorb
and reflect heat.
Do not eat snow. It will lower your body temperature. Melt it first.

If stranded in a car or truck:

•
•

Stay in the vehicle!
Run the motor about ten minutes each hour. Open the windows a little for fresh air to
avoid carbon monoxide poisoning. Make sure the exhaust pipe is not blocked.

•

Make yourself visible to rescuers.
Turn on the dome light at night when running the engine.
Tie a colored cloth to your antenna or door.
Raise the hood after the snow stops falling.
Exercise to keep blood circulating and to keep warm

•

I, _____________________________, have been made aware of the ATOPS Emergency Action Plan
and offered/given a copy.

_______________________________
Signature
_______________________________
Printed Name
________________
Date

22

23

@vc¶cÛ N·cÛ ¾ªcÛ ªÄvc·Û ¾{ÄÍNÄ|«£¾Û {cÛ Ävª¾cÛ N``·c¾¿c`Û NTªÒc+Û vªÕcÒc· Û ª¾ÄÛ `ªÛ ¤ªÄÛ N·}¾dÛ Òc¹ØÛ ªqc£ Û 2ª¶Û ª·cÛ
{¤iª¸ NÅ{ª£ Û ¯eN¾cÛ ¸c´ÎeÀÄÛOÛ ·eÓ~eÕÛ ªiÛ ÅveÛ ª¤rc¸Û Òc¸Ã~ª¥Û ªiÛ ÆvcÛ :ªÆXcÛ ªjÛ =·ÓPXØÛ =·NXÄ{Xc¾Û ª·Û Ò{¾ÄÛ ÄvcÛÖdT¾{ÄcÛ
c¤Å{ª£c`ÛNTªÒd Û
.|c¤Ç¿Û ¹{svÈ¾Û ·csN¸a{¦tÛÉvd·ÛvcNÇvÛ £iª·OÇª£%Û


.c£ÅÀÛ YO£Û N¾Û cÛ ÆªÛ XªÍ£{YNÆcÛ Õ{ÊvÛ ÄvcÛ NTªÍÊÛ Êvc¶Û vcNÄvÛ N£`Û ·cNÅc`Û ¿¿Ïc¾Û {£Û NÛ °N·ÄZÏN¹
ÕNÙÛ «ºÛ NÊÛ NÛ Zd½Q{¨Û °NZfÛ ÄvNËÛ kfcÁÛ °º ÒNËcÛ 2ª¹Û c×Q±c Û QÛ Z d¤ÌÛ NØÛ N¾Û cÛ ÅªÛZNÛ v{¿vd·Û vªc
{£¾ÄcN`Û ªiÛ v{¾wc·Û Õª·Û ÄªÛ ¾Zwc`ÍcÛ ª¶Û ZN£ZdÛ N£Û N¯°ª£Éd£ÄÛ 4Û Õ{Û `ªÛ ØÛ UcÂÇÛ ÄªÛ NZYªªaNÉd
ØÛ _{c£Ç¾Û ¤ccb¾



.c¦Ä¿Û vNÒcÛ ÄwcÛ ·{rvÄÛÄªÛ N¿Û cÛ ÄªÛ { ÄÛ ÕvNÄÛ5Û ÇcÛ¯cª°cÛ }£ÒªÒc`Û £Û Äwc{·ÛZQ·cÛ ª¶Û ÄwcÛ °NÙc£ÄÛªj
Ävc{·Û YO·cÛ @v{ÂÛ {¤XÍ`c¾ÛkO{ØÛ cTc¶¾ÛO¥`Ûl·{d£`¾



.e¤ÅÀÛ xOÓcÛ ÆwgÛ »uvÉÛ ÆªÛ ª¬Û OÉÛ ÉxcÛ vgRÅxÛ {¥j®¸ OÆ{ª§Û 6Û vPÔeÛ OV«ÍÅÛ Æwe Û ÀÎ[wÛ OÀÛ ¡ebYOÛ R¥`
T{¤rÛ·cYª·`¾Û B¯«£Û·c´Íc¾É Û 7Û YN£Û ªTÅN{£Û NÛ [ª¯ØÛ ªjÛ Ävc¿cÛ·cXª·`¾Ûjª·Û cNXvÛ]c£Ä+Û vªÕcÒc· Û 4Û NØ
YwN·sdÛ SÛkccÛ m®·ÛYª°ØÛ \«ÂÅÂ



4jÛNÛ \c¤ÈÛUccÒd¾Û ÇvPÊÛ ÄvcÛ£kª¶NÄª£Û£Û v{¾vc·Û ·cZª·`¿Û ÁÛ £Zª··cZÄÛ ª·Û {¤Zª°cÄc Û ÄvcÛ Zd£ÄÛ ZN£
PÁÛ cÛ ÅªÛ NcÛ ¿ªdÛ £`¾Û lÛ ]vN¤rd¾Û YNd`Û Nd£`{£rÛ ÊªÛ w{¾wc·Û vcNÄvÛ ¤kª·NÄª¦ Û ÕÄv ¨
·cO¿ª£Û ,Û Y{c£ÄÛ Ð¾ÄÛ NcÛ Äw{¾Û ·c´Íc¿ÄÛ {£Û Õ·{Ä{¤rÛN¤`Û ¾c¤`Û {ÇÛ ÄªÛ cÛ AvcÛ Y{c£ÄÛ Ñ¾ÄÛÅcÛcÛ ÄvcÛ
¶dNÁª¤¿ÛÕvØÛ ¾vcÛ ÕN¤ÇÁÛ cÛÄªÛ NcÛ YvN£sc¾

!

.{c¤Æ¾Û xNÒcÛ ÄvcÛ¸rvÄÛ ÄªÛNÛX«¯ØÛ ªjÛÄv{ÀÛ :ªÆXcÛ ªmÛ =¹{ÒPYØÛ =·PYÄYcÀÛ 9mÛ 4ÛYwO£rcÛÄx¾Û :«Æ{[cÛªlÛ =·{ÓNYØ
=¶NXÄZc¾ Û 8Û Õ{Û {£p¸ÛØÛ \{c£Ä¾Û N£`Û NeÛ ¤dÕÛ Yª¯{c¾Û NÒNOTcÛÑ¯ª£Û·cµ Íc¿Ä

"

.c¦Ä¾Û vNÒcÛ ÄvcÛ ¶{syÄÛ ÄªÛ kcÛ NÛ Zª²N{£ÄÛ jÛÉvcØÛ Tc{dÒdÛ ÄwNÅÛ Çwc{¶Û ¯¹{ÒNYØÛ ·{svÄÂÛ vNÒcÛ Tcc£Û Ò{ªNÄc` Û
. f£Ä¿Û ]N£Û icÛ PÛ ^ª±N{£ÊÛ Õ ÇwÛ cÛ N£`Û ÄwcÛ !$( ( %$"( #( $( $
( !"Û-·ªNaÕNØ Û ?Í{ÄcÛ! Û 0c£Òc· Û .<Û# Û
(( ' ( $( # ÛC Û =·{£\cÄ«¤Û
/{· Û 0c©Òc¸Û #" Û ( ( $( &# (  #( !"Û -·ªN`ÕOØ Û ! Û 1c£Òc¹ Û .<Û
#Û ,Û \«±N{£Ä¾Û Ï¾ÉÛTcÛ £Û Õ·{Ä£r Û 2£rÛ NÛ Zª²N£ÄÛ Õ{Û ¤ªÄÛ XvN£rcÛÄvcÛ vcNÄwÛ YN·cÛ 8Û ¯·ªÒ{`c
ÄªÛÚÛ Y{c£Ç¾Û {¤Û P£ØÛ ÕNØ

.{c£Å¾Û OØÛ _ª£ÄNYÅÛ eÛ ÕÄvÛ ´ÑcÃÅª¤¾Û ª·Û Xª£Xc·£¾Û ¶hrN·`{£rÛÄv¾Û £ªÄXcÛ ª»Û ØÛ vcNÉvÛ{£iª»NÅ{ª£Û ³·ÒNZØÛ
¯ªY{c¾Û NÄÛ  $ !Û @vcÛ cjncYÄ{ÓcÛ `NÇdÛ ªlÛÄv¿Û£«Ä{XcÛ ¾Û ,ÍsÍ¾ÄÛ  Û
3{¤NØ Û Yd£Ä¿Û NØÛ xNÒcÛ ªÆvd·Û ·{szÉ¿Û ÄwNÄÛ N·cÛ t¶N£Äc`Û ÊªÛ Êvc¢Û WØÛ ÉwcÛ NÕ¿Û ªiÛ Çw¾Û ¾ÄNÇcÛ Q¤`Û Ävc¾cÛ NÙÛ TcÛ ÇvcÛ
¾NcÛ ª·Û a{oc·c¤ÄÛ i¸ªÛ ÄvcÛ ·{svÄÂÛ ac¾Y·{Tc`Û NUªÒcÛ 8Û ÕÛ TcÛ yN²¯ØÛ ÉªÛ `¿YÍ¾¿Û Ävc¾cÛ ¾{ÆÍNÄ{ª£¾Û ÕÄvÛ ØªÍÛ £ªÕÛ «·Û
NÀÛÆxeØÛ NØÛ O·¾eÛ
.{c£ÄÁÛ ;NcÛ >·{£Äc`&ÛDDEEFEFGGFDDEDGFDDDEFÛEÛ
.{c£Ä¾Û ?{r£NÄÍ·c'ÛFEEEEEFGGFEFFFDDDÛHÛ 1NÆc(ÛFEIFJÛKÛ

24

·
1

-test

Name:
Date: ________

_Location:

Questions 1-14 relate to facts about alcohol, other drugs and driving.

Please select your answer from the drop down menu.

1.

E

2.

E

3.

E

4.

E

5.

E

6.

E

Which will sober you up?
A. black coffee
B. eating a full me:.il
C. time
D. exercise
E. lall of the above

Which part of the driving task is affected
by alcohol consumption?
A. vision
B. judgment
C. reflexes
D. all of the above
E. only A & C
Which of the following has the highest
alcohol content?
A. la 12-oz bottle of beer (5%)
B. a 5-oz glass of wine (12%)
C. a 1. 5-oz shot of liquor (40%)
D. a 12-oz wine cooler (5%)
E. lthey all have approximately the same
alcohol content

7.

E

8.

E

9.

E

Which of the following factors does not
influence a person's BAC?
A. type of drink
B. gender
C. tolerance
D. muscle mass
E. they all influence BAC

Which of the following can be signs
of alcohol/ other drug addiction or
dependency:
A. requiring a greater amount of the drug to
achieve the desired effect
B. trying to reduce or stop using and failing
to do so
C. spending a lot of time obtaining, using or
getting over the effects of using
D. continuing to use alcohol/other drugs
despite the problems it is causing
E. all of the above
Which of the following best describes the
action of alcohol on the body:
A. depressant
B. stimulant
C. both stimulant and depressant
D. neither stimulant nor depressant

Approximately what percentage of the U.S.
population does not drink alcohol?
A. 65%
B. 50%
10. If a person goes to bed at 2 am with a BAC
C. 35%
level of .20, approximately what time will
D. 20%
E
the person's BAC return to O?
E. 5%
A. 6 am
B. 9 am
If 1�0 men and women each drank four
C. Noon
ounces of whiskey in one hour, reaction
D. 4pm
time would probably:
A. speed up in most men, but slow down in
11. The synergistic effects (the combined
most women
effects) of drug use refers to:
B. stay the same for most people
A. a bad trip
C. speed up for about 20 people, but slow E
D.
E.

down for about 80 people

slow down in all 100 people
unsure

Implied consent means:
A. Drivers who have been drinking should
refuse a breath test to avoid penalties.
B. If a person admits to an officer that
he/she has been drinking, he/she will be
arrested automatically.
C. All licensed drivers automatically agree
I to take a test to measure alcohol or drug
content in the body.
D. If a person is underage, he/she can only
drink when parents are present.

© The Change Companies®

B.

C.
D.
E.

the negative effects of drugs on a person's

ability to drive
a person's ability to think more clearly
the ability of one drug to cancel out the
impact of the other
the multiplied effects that result when two
drugs are taken together

Authorized reproduction of this page is permitted.
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E

E

E

E

E

E

E

12. Which step is not required to have your
license reinstated:
A. completion of the suspension or
revocation period
B. payment of the reinstatement fee
C. completion of public service hours
D. [ completion of Level I or Level II
E. All of the above

19. I have confidence in my plan to avoid
future problems with alcohol or other
E
drugs.
A. strongly disagree
B. disagree
C. I don't agree or disagree
D. agree
E. strongly agree

13. If a person refuses to take a chemical test
20. Impaired driving can pose a danger to
(breath, blood, urine) to measure BAC, he/
myself and others.
E
she:
A. strongly disagree
A. can take multiple tests at a later time
B. disagree
B. will only have to pay a fine
C. I don't agree or disagree
C. faces a minimum revocation of 1 year
D. agree
D. cannot be convicted of a DU1
E. strongly agree
14. If three different people drink the exact
same amount of alcohol, they will:
A. feel approximately the same
B. have the same BAC
C. be able to drive about the same
D. all of the above
.
E. it's impossible to predict because
everyone responds differently

21. I am less likely to abuse alcohol or other
drugs as a result of my arrest experience.
E
A. strongly disagree
B. disagree
C. I don't agree or disagree
D. agree
E. strongly agree

22. It's important to have people who will
support me in my plan to avoid future
Questions 15-25 relate to drinking and driving E
problems with alcohol and other drugs.
attitudes and behavior. People feel differently,
A. strongly disagree
B. disagree
so there are no "right" or "wrong" answers.
C. I don't agree
· ·- or disagree
D. agree
15: If I have just one or two drinks, my driving
E. · -�rongly agree
coultl be affected.
A. strongly disagree
23. I think coming to this class is a good
B. disagree
opportunity to learn important
C. I don't agree or disagree
E
information
and plan ahead.
D. agree
A. strongly disagree
E. strongly agree
B. disagree
C.
I don't agree or disagree
16. I wonld not feel safe riding with a driver
D. agree
whol has consumed 6 drinks in 2 hours.
E. strongly agree
A. strongly disagree
B. disagree
24. I will not go out drinking again unless I
C. I don't agree or disagree
have a way to get home without driving
D. agree
E
myself.
E. strongly agree
A. strongly disagree
B. disagree
17. My arrest was nobody's fault but my own.
I don't agree or disagree
C.
A. strongly disagree
D. agree
B. disagree
E. strongly agree
C. I I don't agree or disagree
D. agree
25. Changing my behavior involves more than
E. strongly agree
simply promising myself "I'll change."
E
A. strongly disagree
18. I need to change some of my alcohol or
B. disagree
other drug use patterns.
C.
I don't agree or disagree
A. strongly disagree
D.
agree
B. disagree
E. strongly agree
C. I don't agree or disagree
D. agree
E. strongly agree

© The Change Companies''
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INFECTIOUS DISEASE MEDICAL SCREEN
Name_____________________________________________________ Date ______________________
I understand that my responses to this screen are protected under the federal regulations governing Confidentiality Of Alcohol and Drug Abuse
Patient Records, 42 C.F.R. Part 2, and cannot be disclosed without my written consent unless otherwise provided for in the regulations. I also
understand that HIV, STD and TB related information about me is protected by state law and cannot be disclosed unless state Law authorizes the
disclosure.
/ƚǁŝůůŶŽƚĂĨĨĞĐƚǇŽƵƌĞŶƌŽůůŵĞŶƚŝĨǇŽƵĐŚŽŽƐĞƚŽƌĞĨƵƐĞƚŚŝƐĨŽƌŵ͘WůĞĂƐĞƐŝŐŶΘƐĞůĞĐƚŽŶĞŽĨƚŚĞĨŽůůŽǁŝŶŐŽƉƚŝŽŶƐ͗

 I have read and understand the above. Signature____________________________________
 I___________________________________________________________________________________________
have read and understand the above and I am refusing this form. Please give a reason:
_________________________________________________________________
Please ƐĞůĞĐƚ the one most accurate response to each questions.
1. YES

NO

2. YES

NO

3. YES
4. YES

NO
NO

5. YES
6. YES

NO
NO

7. YES

NO

8. YES

NO

9. YES

NO

Have you been a recipient of a blood transfusion or organ
transplant prior to 1992 (includes receiving blood during birth or
other surgical procedures)?
Have you ever been or are you now on long-term hemodialysis
(blood cleansing)?
Are you a recipient of clotting factor made prior to 1987?
Have you ever been stuck by a needle or anything sharp that was
likely to have been contaminated with hepatitis C-infected blood?
Were you born to a mother who had hepatitis?
Have you ever had symptoms of liver disease or abnormal liver
functions/enzyme test?
Have any of your sexual partners been infected with hepatitis B or
C?
Have you been the recipient of tattooing or body piercing in
unsanitary conditions (e.g. Unsterile needles?)
Mark all of the following that currently apply to you or that
applied to you in the past:
 CLOSE contact with active TB
 Medical condition that increases risk of TB disease
(e.g., HIV, other immune disorders, diabetes,
silicosis, {black lung} or coal miners disease,
bleeding/clotting disorders, specific malignancies,
kidney failure, etc.)
 Abnormal chest x-ray showing fibrotic lesions
 Resident or employee of a high risk group setting
(e.g., correctional facilities, nursing homes, mental
institutions, homeless shelters, residential
treatment, etc.)
 Health care worker or volunteer who serves highrisk clients
 Foreign-born person who has arrived within the
last five years from countries that have a high TB
incidence or prevalence(e.g., most countries in
Africa, Asia, Latin America, Eastern Europe, and
Russia)
 Person from a medically underserved, low-income
population
 Member of a high risk racial, ethnic, or other
minority population with an increased prevalence
27

of TB (e.g. Asian and pacific Islanders, Hispanics,
African-Americans, Native Americans, migrant
farm workers, homeless persons)
 History of inadequately treated TB
10.
11.
12.
13.

YES
YES
YES
YES

NO
NO
NO
NO

14. YES

NO

Have you had a cough from more than three (3) weeks?
Have you coughed up blood/colored mucous?
Do you have swollen, non-tender lymph nodes?
Have you had a prolonged loss of appetite or unexplained weight
loss of ten (10) pounds or more?
Have you had recurrent fevers or heavy night sweats for more than
three (3) weeks?

RESONSE GUIDE:
If you answered "Yes" to any question #1-7, please see your counselor for a referral to be screened for hepatitis B and
C.
If you answered "YES" to question #8, please see your counselor for a ferral for infectious disease screening and
testing.
If you answered "YES" to any of the categories in question #9, please see your counselor for a referral to be screened
for tuberculosis.
If you answered "YES" to any question #10-14 , please see your counselor immediately for a referral for tuberculosis
screening and treatment.
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12. (If answer to question 7 is "YES") On the screen you stated that you have injected drugs. Describe those
times-when, what drugs, use of sterile syringes or bleach, etc.

13. How often are you drunk or high when you have sex?
What drugs do you use and how often do you use them when you have sex?

14. Have you ever been so drunk or high that you blacked out or can't remember what happened during sex?
YES
NO (If Yes, describe those times.)

15. What kinds of support do you feel that you would need to help you make the changes necessary to lower the
risk that you will get and or spread HIV?
INFECTIOUS DISEASE BEHAVIORAL SCREEN SCORING
Transfer responses from the infectious Disease Behavioral Screen onto this form and total the corresponding numeric
values.
1. YES (5) No (0)
2. YES (10) NO(0)

6. YES (20) NO (0)
7. YES (30) NO (0)

3. NEVER (20) SOMETIMES(15) ALWAYS (10) NO ANAL SEX (0)

8. YES (30) NO (0)

Sometimes (15)

4. YES (15) NO (0)
5. YES (10) NO (0)

9. YES (30) NO (0)
10. YES (30) NO (0)

Sometimes (15)
Sometimes (15)

My SCORE__________________________________________________________
SCORING GUIDE
SCORE IS OVER
120

SCORE IS
30-119

SCORE IS
0-29

HIGH RISK
A score over 120 indicates you are at high risk for acquiring/transmitting HIV and/or
Hepatitis. See your counselor right away for referral to your local county health
department or the Colorado Department of Public Health and Environment for further
evaluations and follow-up.

MEDIUM RISK
A score of 30-119 indicates that you are at medium risk for acquiring/transmitting HIV
and or Hepatitis. See your counselor for more information about way that you can
reduce your risk and other programs that can help you.

LOW RISK
A score of 0-29 indicates that you are at low risk for acquiring HIV and/or Hepatitis.
Low Risk doesn't mean no risk. See your counselor if you have any questions or
concerns about behaviors that may place a person at risk.
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