New Dawn Counseling Services, CO
Driver Intervention Program 
(419) 905-7805

REGISRATION
Program Date: _____________________________
PLEASE PRINT

Name: ______________________________________________________________________________
	LAST					FIRST				MIDDLE 
Date of Birth: _____________________		Sex: 	Male 	Female	  ___________	
Address: ____________________________________________________________________________
City: __________________________________________ State: _________ Zip Code: ______________
County of Resident: ______________________________ 	 SS#____________________________
Phone Number: __________________________________
Marital Status: 		Never Married 		Separated		Widowed
			Married		Divorced

If Court referred, Name and City of Court: __________________________________________________
Employment Status: 	Full Time		Part Time		No Paid Employment 
Place of Employment: __________________________________________________________________
			Name
			_________________________________________________________________
			Address
Occupation: __________________________________________________________________________





IN CASE OF AN EMERGENCY PLEASE PROVIDE THE FOLLOWING INFORMATION: 
Name of person you would like us to contact: _______________________________________________
Address: _____________________________________________________________________________
Phone: ______________________________	Relationship: __________________________________
MEDICAL INFORMATION: 
Prescription and over the counter drugs being taken: 
_____________________________________________________________________________________
Medications brought to the program: 
	Name 			Amount		Dosage			    Frequency 
	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Do you have any dietary requirements or special needs: 
_____________________________________________________________________________________
Any Known Allergies (Food or Drug): 
_____________________________________________________________________________________
Are you pregnant	Yes		No	Your Doctor: __________________________________
IS THERE ANY IMPORTANT INFORMATION YOU WISH THE STAFF TO KNOW ABOUT YOU FOR THE PROGRAM: 
____________________________________________________________________________________
Rules and Regulations 
1. No Alcoholic beverages or any other type of drugs or gambling will be permitted for the duration of the 72-hour program. 
2. Luggage will be checked by a staff member the first night. 
3. You are required to arrive at 5:30 pm Thursday, sober and free of influences of any mood altering drugs. 
4. You will be confined to the premises for the duration of the weekend. No one is allowed to leave the meeting area or motel rooms unless authorized by his/her counselor, or in the company of all participants and staff. 
5. No visitors are allowed for the duration of the weekend
6. No food is allowed to be delivered or ordered into the program.
7. Automobiles are allowed on the premises. You may drive provided you are legal to do so. 
8. If you are under a physician’s care and/or taking medications, this must be reported to the staff at the time of registration. PLEASE BRING ONLY ENOUGH MEDICATION FOR THE WEENEND. YOUR MEDICATION MUST BE IN THE ORIGINAL BOTTLES. 
9. Room checks will be made each night at 10:00 PM. Lights must be out and all quiet by 12:00 AM Thursday, Friday and Saturday evenings. No one is allowed to leave his/her room after 12:00 AM. 
10. Telephones are to be used only during breaks and at the completion of the day’s activities. In the case of an emergency, you will be notified. Cell phones must be on silent and put away during class time. 
11. All meals will be served in the dining room. Snacks are available in the group room. 
12. A first aid kit, (comprised of aspirin, antacids and minor medical requirements) is available upon request form the Intervention Staff Members. 


We are all guests of the hotel and ask that you take care of the area as if you were at home (no smoking inside the hotel, use of ash trays outside, do not deface property, etc.) You will be responsible to the hotel for any damages you cause. 
By signing this document, you agree to obey the rules listed above and cooperate with the program and staff. If these rules area broken, you will be suspended from the program immediately and will forfeit the program fees that have been paid.
________________________________________________________________
Printed Name
________________________________________________________________
Signature
_______________________
Date


THIS FORM MUST BE FILLED OUT COMPELTED AND RETURNED!
REGISTRATION IS NOT COMPLETE UNTIL THIS FORM IS RECEIVED!
Client Medical Information
Name: ________________________________________________	Age:_____________
Family Doctor: ___________________________________ Phone Number: _____________
Address: ___________________________________________________________________
List of Allergies (including medication & food):_____________________________________
___________________________________________________________________________
Are you pregnant? 	Yes              No
Have you ever had: 					Type 			When 
	Surgery
	    Yes            No
	
	

	Convulsions/Seizures
	    Yes            No
	
	

	Hallucinations
	    Yes            No
	
	

	Delirium Tremens (DT’s)
	    Yes            No
	
	

	Heart Disease
	    Yes            No
	
	

	Memory Lapse
	    Yes            No
	
	

	Respiratory Problems
	    Yes            No
	
	

	Diabetes
	    Yes            No
	
	



Do you Wear: 
	Artificial Limb
	    Yes            No

	Brace
	    Yes            No

	False Teeth
	    Yes            No

	Artificial Eye
	    Yes            No

	Contact Lenses 
	    Yes            No


Have you ever attended a previous OVI program? 	Yes	No  When: ______________
Have you ever been treated for: 
							When 			Where 
	Alcoholism 
	    Yes            No
	
	

	Drug Abuse
	    Yes            No
	
	



Have you ever seen a psychiatrist or mental health professional?   YES           NO
When________________________	Where__________________________________
If YES, were you diagnosed	Yes 	No
Diagnosis_________________________________________________________________
Are you currently being treated for an illness or injury? 	Yes	No	Specify: _________

Explain any problem or special needs (i.e. language/communication issues) you feel may affect your attendance or participation in the decisions program – please contact office if this will interfere with your participation: 
____________________________________	___________________________________
____________________________________	___________________________________
____________________________________	___________________________________
____________________________________	___________________________________

_________________________________________________		_________________
Client Signature (you must sign your name) 				Date
