Please complete the pre-admittance forms. When completed, send it

directly to enquiries@newgate180.com. One of our professional
counsellors will be in touch with you within 24 hours.

NEWGATE 180 PROGRAM APPLICATION
ADDICTION SOLUTIONS
PERSONAL DATA
SURNAME: FIRST NAME:
STREET ADDRESS:
APARTMENT: PO BOX: RR #:
cITy: PROVINCE: POSTAL CODE:
HOME: WORK:
TELEPHONE WITH
AREA CODE & EXT.:
FAX: EMAIL:
IDENTIFICATION
PROVINCIAL HEALTH INSURANCE No.: PROVINCE: VERSION CODE: EXPIRY DATE:

OTHER IDENTIFICATION (DRIVER'S LICENSE, ETC.):

DEMOGRAPHICS

DATE OF BIRTH (YYYY/MM/DD):

AGE AT ADMISSION:

MARITAL STATUS (SINGLE, MARRIED, SEPARATED, DIVORCED, WIDOWED, COMMON LAW):

NUMBER OF CHILDREN:

NUMBER LIVING WITH YOU?

EDUCATION (Highest Grade completed; Diplomas, Degrees, etc.):

FIRST OR PREFERRED LANGUAGE:
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EMERGENCY CONTACT / SPOUSE

SURNAME:

FIRST NAME:

RELATIONSHIP TO YOU:

STREET ADDRESS:

APARTMENT:

PO BOX: RR #:

CITY:

PROVINCE: POSTAL CODE:

HOME:
TELEPHONE WITH

AREA CODE & EXT.:

WORK:

FAX:

EMAIL:

EMPLOYMENT STATUS

EMPLOYER'S NAME:

EMPLOYEE ID:

ADDRESS:

TELEPHONE WITH AREA CODE AND EXTENSION

FAX NUMBER WITH AREA CODE:

EMAIL/WEBSITE:

WORK CONTACT:

EMPLOYED FOR HOW LONG?

APPROX. ANNUAL INCOME:

$

IF UNEMPLOYED, HOW LONG:

PRIVATE HEALTH INSURANCE?
W |ves

INS. COMPANY:
NO

WHAT TYPE?

CERTIFICATE #

UNION AFFILIATION:

UNION LOCAL:
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HEALTH PROFILE

NAME OF FAMILY PHYSICIAN:

ADDRESS:

TELEPHONE NUMBER:

PLEASE LIST ANY ALLERGIES, PARTICULARLY FOOD ALLERGIES:

CURRENTLY RECEIVING MEDICAL AND/OR PSYCHIATRIC TREATMENT? IF YES,TREATING DOCTOR.

CURRENT MEDICATION INTAKE (Type, Quantity, Frequency, Prescribed?)

REFERRAL DATA

REFERRAL TYPE:
[JwWorK [JUNION [ JSELF [ ]pOCTOR [ |DETOX [ JFAMILY/FRIENDS [ |PROGRAM [ JAA/NA/ETC [ |OTHER

REFERRER NAME:

OTHER RELEVANT INFO:

Reset Form Print Form Email Form
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