Date: / /

Intake Information
Columbia County Department of Community Corrections
Probation and Parole Adult Division

Last Name First Name Middle Name
/ /
Other names used Other names used Date of birth
Place of Birth: Primary Language: Secondary Language:
City, State

Ethnicity: [_] Hispanic/Latino [_] Non-Hispanic/Non-Latino

Race/Races: [ | Asian [ ] Black or African American [_] American Indian or Alaska Native

[ ] Native Hawaiian/Pacific Islander [_] Unknown [_] White

Gender: [ | Male [ ]| Female [ ] Transgender Male [ |Transgender Female [ |Non-Binary [_| Other
Preferred Pronouns (please circle): She/Her/Hers He/Him/His  They/Them/Theirs [ | Other

Social Sec. # (if available): - - Do you have a state issued Identification card? : [ |Yes [ [No

Do you have a state issued driver’s license? : [ ]Yes[ No If yes,
Driver’s License # State Expiration Date

Color/Make/Model of car:

Client Contact Information

Primary Phone #: ( ) - [ ]Cell[ JHome

Other phone #: ( ) - [ ]Cell [ JHome
If any of the phone #’s belong to someone else, indicate relationship to you:

Email Address:
Where are you living?

Address City State Zip County
How long have you lived at the above address: Years Months Days

Mailing address (if different than above):

Address City State Zip

Information provided may be used for debt collection purposes and/or may be collected from other official sources.
Please completely fill out both sides of this form



If you live with other people, please list them below:

( ) -
Name Relationship to You Phone#
( ) -
Name Relationship to You Phone#
Emergency Contact Information
Who should we contact in case of an emergency?
) -
Name Relationship to You Phone#
) -
Name Relationship to You Phonet#
Do you have children? [ ]Yes [ |No
Child’s Name: Male / Female Date of Birth: Other Parent’s Name: Child Lives with:
1/ [
1/ [
1/ [
Do you have a DHS worker? [_|Yes [ |No ( ) -
Case worker name Phone#
Has a health care professional ever told you that you have any of the following?
Please check all the boxes that apply:
[ IBipolar Disorder, type: [ISchizo Affective Disorder [ ]Schizophrenia
[ ]Other:
Please mark any of the drugs you have used in the last year:
[ ] Alcohol [ ] Cannabis [ ] Benzos [ ] Cocaine [ | Fentanyl [_] Heroin
[ ] Inhalants DMethamphetamine [] Hallucinogens (LSD, PCP, Mushrooms, Ketamine, MDMA)
[ JPrescription Drug(s):
[ ]Other:

In the last 12 months how many times have you overdosed? [_] Never [_|Once[_JTwice B times[_]4 or more
Have you ever gone to the hospital or emergency room because of an overdose? [ [Yes[ [No

Have you ever been given naloxone (Narcan) because of an overdose? [ | Yes [ [No

Have you ever received Medication Assisted Treatment (MAT)? [ [Yes[ JNo

Grievance Policy

Parolees/Probationers, Clients of Columbia County Department of Community Justice, Adult
Division, have the right to protest (grieve) any improper action taken on their case. The procedure to
be followed by the parolee/probationer will be explained by Community Corrections staff. Any
Community Justice Client wishing assistance in properly processing the grievance, please request it
from the office staff.
Respectfully,

Parole & Probation Staff

/ /
Client’s Signature Date
Information provided may be used for debt collection purposes and/or may be collected from other official sources.
Please completely fill out both sides of this form
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