
Form 03/14 

Note:  The information on this form does NOT  authorize approval for reinstatement, and is not considered accepted until the CRASH Evaluator and the DDRP director or his/her designee have signed 
the form. If an individual has an alcohol related offense, and they live in the State of Vermont, they need to attend a Project CRASH Intake.  If they have completed a Project CRASH Intake, they have 
been given a copy of the test results and information from the intake. 

Client’s Name _______________________________ Date of Birth _____________ Telephone Number _______________________ 

Client’s Address _____________________________________________________________________________________________ 

Total Number of Alcohol Related Offenses _____ State(s)/Date(s) of these Offense(s)___________________________________________________ 

Current intake information available from client or local Project CRASH Evaluator:    BAC: ___________  MAST_______CAGE______ 

SALCE suggested substance abuse diagnosis_____________________     ____________________     __________________________ 

Please check one: 

_____ Client has made substantial gains in their therapy program and will be continuing in his/her therapy.   
_____ Client has successfully completed their therapy program.  
_____ Client has NOT made substantial gains/completed their therapy program. 

Please explain________________________________________________________________________________ 

Treatment began ___________ and ended ___________.  Number of sessions ______ Number of hours _____ 
 If there was a lapse in treatment, the individual was seen for an update on _________ to _________, Number of sessions _____ 

Modality of Treatment:    ___Inpatient, From  _______ to _________  
  ___ Intensive Out-Patient   From  _______ to _________  
  ___ Outpatient          From     _______ to _________ 

Method of Treatment: ___Individual   ___Group   ___Couples   ___Other, explain ________________________________________________ 

DSM 5 Diagnosis List:___________________________________________________________________________________________ 

Treatment goals 

1. ______________________________________________________________________________________________Met/Not Met
2. ______________________________________________________________________________________________Met/Not Met
3. ______________________________________________________________________________________________Met/Not Met
4. ______________________________________________________________________________________________Met/Not Met

Behavioral changes the client has made to support his/her treatment completion (Must be filled out) 

____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
________________________________________________________________________________________________________ 

Comments 

____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
_________________________________________________________________________________________________________ 

The above named individual has met all stated treatment goals and has made sufficient progress in the treatment of his/her substance 
abuse/dependence issues to assure that, at this time, risk of further violation is minimal. 

Client’s Signature ______________________________________________________  Date ________________________________ 

Counselor (Please Print) ___________________________________  Agency ___________________________________________ 

Counselor’s Signature _____________________________________ State Approval Number ______________ Date ___________ 

CRASH Evaluator’s Signature _____________________________________________  Date _______________________________ 

CRASH Director or His/Her Designee ______________________________________________  Date ______________________ 

State of Vermont 

PROJECT CRASH  
TREATMENT INFORMATION 

108 Cherry Street, PO Box 70 
Burlington, VT 05402-0070 

Phone: 802-651-1574     Fax: 802-651-1564 
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