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P.O Box 55703 
Birmingham, AL 35255 

1.205.324.9822 
Living in Balance Chemical Addiction Program 

Referral/Screening Application 
 

Applicant’s Name: _________________________________ Date of Birth: ____________ 

Current Address: __________________________________ Apt #: __________ 

City: ___________________________ State: __________ Zip: ____________ 

Telephone Number/Contract Number: __________________________________________ 

Social Security Number: _____________________ Race: ___________ Gender: _________ 

Referring Agency/Contact: ______________________________________________ 

Address: _____________________________________________________________ 

Phone: __________________________ Email: _______________________________________ 

Medical Information: 

Diagnosis: 

 HIV + Asymptomatic ______ 
 HIV + Symptomatic   ______ 
 AIDS ______ 
 CD4 Count ______ 
 Date of last TB test ______ Results: ______ Positive ______ Negative  

I certify that _________________________________, is HIV positive.  
   Applicant’s Name  
 
Physician (Please Print): __________________________________ Date: _________ 

Physician (Please Sign): __________________________________  Date: _________ 

Telephone: ______________________________ 

 
Secondary Diagnosis/Other Health Concerns: 
_____________________________________________________________________________________
_______________________________________________________________________ 
 
List of Medications/Regimen: _____________________________________________________ 
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Diagnosis Statement 

Diagnosis: Please include all DSM V diagnosis and substance abuse DSM V coded diagnoses 
substantiated by an adequate diagnostic database and when indicated, a report of medical examination.  
             
             
              
 
Name of Diagnosis Staff/Credentials: _______________________________________________ 
Organization: __________________________________________________________________ 
Address: ______________________________________________________________________ 
Telephone #: ___________________  Email Address: _____________________________ 
 
Substance Abuse Treatment History: (Including Detox) 

Name of Program Dates of Treatment  Outcome (Completion?) Drug(s) Involved  

    
    
    
    
    

Current Drug(s) of Choice and Date of Last use: 
____________________________________________________________ 
 
Homeless Verification:  
I, _________________________, qualify as homeless because I am currently:  
 Sleeping in places not meant for human habitation, such as cars, parks, sidewalks, and abandoned 

buildings.  
 Sleeping in an emergency shelter.  
 Being discharged from a correctional facility and have no other home plan.  
 Staying in a hotel or motel.  
 Living with family, friends, but aren’t allowed to stay long term.  
 Living in transitional or supportive housing for homeless persons but originally came from 

streets, emergency shelters, or motels.  
 Being discharged from a hospital with no other home plan.  

The term “homeless individuals” does not include any individual imprisoned or otherwise detained 
pursuant to an Act of Congress or State law.  
 
______________________________  ______________ 
Applicant’s Signature    Date 
 
______________________________  ______________ 
Case Manager’s Signature   Date  
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