[image: ]UTAH SYRINGE EXCHANGE PROGRAM (SEP) 
CLIENT INTAKE FORM- PAGE 1 OF 1
  This form is optional and not required by Rule 386-900
DO NOT include any personal health or identifying information
[bookmark: _GoBack]


TODAY’S DATE: 			                  CHECK ONE:             FIRST INTERVIEW	    RE-INTERVIEW

AGENCY NAME:			                  			INTERVIEWER:  Y            Y
 F 1       F2
 M 1      M2

  PARTICIPANT CARD CODE:Your card code will be needed each time you request new needles/syringes. This allows the agency to identify the number of clients who use this service, while keeping your identity confidential.

____    ____     ____    ____    ____    ____    ____    ____
F1      F2      M1     M2    M       M       Y       Y

(F1,2) First and second letters of participant’s first name
(M1,2) First and second letters of participant’s mother’s first name
(MM) Month of birth (January=01)
(YY) Year of birth (1989=89)




CLIENT DEMOGRAPHICS






						DO YOU CONSIDER YOURSELF HISPANIC/LATINO:            YES                 NO               DECLINE
CURRENT GENDER IDENTITY:       			DO YOU CONSIDER YOURSELF: (select all that apply)
	MALE	TRANS-UNSPECIFIED	                                           BLACK/AFRICAN AMERICAN	WHITE/CAUCASIAN




		                   




	FEMALE	DECLINED	                                                              NATIVE HAWAIIAN/PACIFIC ISLANDER	ASIAN





	TRANS MTF	OTHER: 			                                  AMERICAN INDIAN/ALASKAN NATIVE	UNKNOWN




	TRANS FTM	                          DECLINED	OTHER: 			

WHAT IS YOUR CURRENT LIVING STATUS:	                                                                 HAVE YOU BEEN INCARCERATED IN THE LAST 90 DAYS?




PERMANENT RESIDENCE            CAR/VEHICLE	YES		NO


HOMELESS	DECLINED			DURING THE LAST YEAR HAVE YOU RECEIVED ANY SUBSTANCE ABUSE TREATMENT?




SHELTER	OTHER: 		     			       YES                          NO
 COUNTY or ZIP CODE OF RESIDENCE:_____________________CLIENT RISK FACTOR ASSESSMENT


DURING THE LAST 30 DAYS DID YOU USE ANY OF THE FOLLOWING SUBSTANCES: (select all that apply)

HEROIN	     BENZODIAZEPINES (BENZOS, ATIVAN, XANAX, ETC.)		 DECLINED




CRACK/COCAINE	     PRESCRIPTION PAIN KILLERS (OPIOID, OYCONTIN, PERCOCET)


METHAMPHETAMINE/SPEED	     METHADONE


CANNABIS/MARIJUANA	     SPICE


ALCOHOL	     OTHER: 				
DURING THE LAST 30 DAYS DID YOU SHARE ANY OF THE FOLLOWING; IF SO, HOW OFTEN DID YOU SHARE THESE ITEMS: (select all that apply)	







COOKERS/WATER	          	  1-5X              5-10X              10-20X            20+X               N/A	







SYRINGES/NEEDLES	1-5X              5-10X              10-20X             20+X              N/A		 
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COTTONS/FILTERS	 1-5X              5-10X              10-20X            20+X               N/A
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OTHER: 	1-5X              5-10X              10-20X             20+X               N/A

 NOTES (NO PHI):
Utah Department of Health Syringe Exchange Program  http://health.utah.gov/epi/prevention/syringeexchange
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