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Program Application 
Young Adult Treatment (YAT) 

ASIST/eClinician #
Client Information
Last name First name Birth date (yyyy-Mon-dd) Age

Address Mailing Address

City Postal Code Phone Number Alternative Phone Number

Alberta Health Care # Gender     
o  _________________

Marital Status

Are you pregnant?
o No 
o Yes   ►    Due date (yyyy-Mon-dd) _______________________________
Have you received prenatal care?     o No            o Yes

Do you have 
children?
o No 
o Yes

Do you have any special needs? (Reading/writing English, wheelchair accessibility, hearing difficulties, etc.)

Cultural Identity: The following question is asked in order to improve its services to individuals from a variety 
of cultural/ ethnic backgrounds. If you identify yourself with a particular ethnic or cultural group(s), please tell 
us which one(s).
o Specify  ____________________________
o I do not identify with any ethnic or cultural group.
Indigenous 
o Treaty status         o On-reserve         o Off-reserve         o Metis         o Non-Status         o N/A
Treaty No. (10 digits) __________________________________________
Band Name  ______________________________________________

Emergency contact/Next of Kin (Last name, First name)

Relationship to you Phone Number Alternate Phone Number

Where will you live after treatment?

Referring Worker (Last name, First name)

Referring Office (Name)

Phone Number Fax Number Other
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21010(2019-03) 

Residential Program Application 
Young Adult Treatment (YAT) 

Education/Employment History
Last grade/college level completed
o None         o Gr. 1-6         o Gr. 7         o Gr. 8         o Gr. 9        o Gr. 10         o Gr. 11         o Gr. 12/13
o Trade School/Labour Ticket          o College/Tech. Diploma          o University degree 
Are you considering further education?  ______________________________________________________
______________________________________________________________________________________

What is your current employment status?
o Unemployed           o Employed Part-time           o Employed Full-time            o Student
o Self-Employed        o Disability          o Other _______________________________________________
If employed, what is your occupation? ________________________________________________________

Legal Involvement/History or Trauma or Violence
Are you attending this treatment under any of the following conditions
o Probation       o Temporary Absence        o Court order           o Drug Court               o Statutory Release
o Out on bail     o Own recognizance          o Child and Family Services conditions       o Employer
If attending treatment due to legal involvement, what is the offense? _________________________________
______________________________________________________________________________________
______________________________________________________________________________________

List of conditions  ________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________

Do you have any upcoming court dates, community service hours, or are you on a parole or probation, etc? 
(please provide specifics) _______________________________________________________________________
______________________________________________________________________________________

Probation Officer or Child and Family Services worker (Last name, First name)

Phone Number Fax Number

Do you identify with a history of trauma?            o No          o Yes
Domestic violence                                               o No          o Yes
Sexual violence                                                   o No          o Yes

Have you ever become aggressive or have history of violence in/with
o Intimate relationships                    o Friends/acquaintances                o Work relationships          
o Strangers                                      o Relatives                                      o Other drivers on the road 

Do you have a history of illegal fire starting?      o No          o Yes
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21010(2019-03) 

Residential Program Application 
Young Adult Treatment (YAT) 

Substance Use/Gambling History
See SAGAA eClinician for detailed Substance Use History
Other addiction to concerns?
o Video games/TV               o Sex/Pornography               o Food               o Gambling
o Shopping                          o Relationships                     o Other _________________________________
Tobacco use
Do you smoke or use smokeless tobacco?                   o No         o Yes
Are you interested in quitting while in treatment?          o No         o Yes
Note: Shunda Creek is a tobacco free site
What are the most important areas for you to address in treatment?
________________________________________________________________________________________
________________________________________________________________________________________

Are your family and/or significant others involved in your treatment?        o No         o Yes
Is your family aware of the opportunities for involvement?                        o No         o Yes
Will your family be attending the family component of the program?         o No         o Yes
What would stop your family or significant others from becoming involved?  __________________________
______________________________________________________________________________________
______________________________________________________________________________________

Medical Health Information (Medical form to be completed by Physician)

Medications (prescription and over the counter) being used (please provide information about what the 
medication is prescribed for, frequency of use, etc.)
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
If prescriptions are required, how will they be paid for? (SFI client #, Blue Cross, etc.)
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
Are there any physical limitations that would prevent you from participating in treatment programming?
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
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21010(2019-03) 

Residential Program Application 
Young Adult Treatment (YAT) 

Mental Health Information
Use Mental Health Assessment, as per Zone
Do you have any history of self-harming behaviours, including cutting?	
o No      o Yes   ►   provide information, such as how current the thoughts or behaviors are
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________

Do you have a history of restricting food intake or bringing and purging? 
o No      o Yes   ►   provide information, such as specific behavior and how current they are
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________

If currently under the care of Psychiatrist/Psychologist
Last Name First Name Phone

Previous psychological assessment attached          o No        o Yes

Addiction Counsellor (Last name, First name) Signature Date (yyyy-Mon-dd)
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