
 
 
 
 
 
 

SUPPORTING FAMILIES  FACING SUBSTANCE ABUSE: 
PRACTICAL TIPS AND IDEAS 

 
 

28 Day and 90 Day Treatment Facility Information 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Prepared By:  
Kristen D. Antolini, Esq. 



 
 
 
 
 
 
 
 
 

Westbrook Health Service—Wood County 
 
 

Amity Treatment Center  - 12 Beds  Male/Female                                        
1011 Mission Drive                                                                  
Parkersburg, WV 26101 
                                                            
Contact: Nikki Reed -  304-485-1781      Fax: 304-485-1782 
  
NOTES: Will not tell if they have beds available.  Must complete application- 
Then you must call 3-4 times a week to keep active on the wait list.  When a 
space come available Nikki Reed will call you for a phone interview. 
  
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 



















  

 
 
 
 
 
 
 
 
 

Marion County (will take pregnant women) 
 

Act Unit - 10 Beds  Male/Female                                                                
100 Crosswind Drive                                                               
Fairmont, WV 26554  
                                                             
Contact: Courtney Gear - 304-363-2228 Ext. 4330      Fax: 304-363-2282   
 
NOTES: Must fill out application.  Follow up with a call. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 





















  

 
 
 

 
 
 
 
 
 
 

Prestera – Kanawha County 
 

Next Step  - Male Only 
2305 Dunbar Avenue                                                              
Dunbar, WV 25064                                                   
304-766-7336  Ext 1500   Fax: 304-768-7826 
 
NOTES: Co-Occurring Program- Must already be a Prestera client and have 
a diagnosis from Prestera.  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



PRESTERA	CENTER	FOR	MENTAL	HEALTH	SERVICES	
SUBSTANCE	ABUSE	RESIDENTIAL	PROGRAM	REFERRAL	FORM	

	
All	Prestera	substance	abuse	residential	programs	are	listed	below	with	a	brief	descriptor,	fax	
number	and	email	contact	for	referral	information.		Please	send	referrals	to	the	fax	numbers	or	
emails	indicated	below.		All	emails	are	the	name	indicated	below	followed	by	@prestera.org.	

	
Riverside	
Short	Term		

Men	
304-722-1795	
Ronald.Jackson	

Fax:	304-727-5887	

Pinecrest	
Short	Term	

Men	&	Women	
304-525-7851x1124	

Leslie.Varble	
Fax:304-525-2040	

Mattie	V	Lee	
Long	Term	

Women	&	Children	
304-344-1827	

Samantha.Nooney	
Fax:304-344-1828	

Renaissance	
Long	Term	

Women	&	Children	
304-525-7851x2552	
Theresa.Jackson	
Fax:304-697-1280	

Laurelwood	
Charleston	

Long	Term	Men	
304-768-6119	
Amanda	Cruz	

Fax:304-768-7286	

Laurelwood	
Huntington	

Long	Term	Men	
304-399-1029	
Scott.Harrison	

Fax:304-525-5250	
			
Name	of	person	making	referral:________________________________________Telephone#:_________________________	
E-Mail	Address____________________________________________________________Date:__________________________________	
	
CLIENT	NAME:___________________________________________________________Date	of	Birth:_________________________	

SS#__________________________________	Gender:	Male_____	Female:_____	Telephone#:____________________________	

Address:___________________________________________________________________________________________________________	

County:_______________________________							Race:_________________________________________						

Marital	Status:	Single______	Married______	Divorced	_______	Separated	_______	Widowed	_______	

Number	of	minor	children	living	with	the	client:______________________________________________________________	

Education:	Highest	Grade	Completed	(GED,	HS	Graduate,	College,	Trade	School):_____________________________________	

Employed________;	Employer____________________	Unemployed	_________	Disabled__________	Retired	_________	

Monthly	Family	Income:_____________________	Primary	Income	Source	(SSI,	SSDI,	ADC,	Other):___________________		

Payment	Source:			Self	Pay_________	Insurance_________	Medicaid	________	Special	Medical	Card____________	

Medicaid	#	and	State	it	is	through:______________________________________________________________________________	

Name	of	Insurance	Company:___________________________________________________________________________________	

Insured’s	Name:______________________________________	Insured’s	Employer:____________________________________	

Member	ID:___________________________________________	Group	#:_________________________________________________	

Claims	Address:	_________________________________________________________________________________________________	

Telephone	#	off	the	back	of	Insurance	Card	(for	provider	to	obtain	benefits):_______________________________________	

IF	POSSIBLE	PLEASE	ATTACH	A	COPY	OF	ANY	INSURANCE	CARD	OR	MEDICAID	CARD	

Please	check	one	of	the	following:	

o I	DO	give	verbal	permission	for	Prestera	Center	to	call	my	insurance	company	to	verify	that	I	have	
benefits	that	will	pay	for	part	of	my	service	while	in	treatment.		

o I	DO	NOT	give	Prestera	Center	permission	to	call	my	insurance	company	to	verify	that	I	have	
benefits	that	will	pay	for	part	of	my	service	while	in	treatment.			

If		you	are	self	pay,	you	must	bring	verification	of	income	(Pay	Stub,	Tax	Return,	Ect…something	
that	shows	income)	at	the	time	of	admission.	If	you	do	not	have	a	source	of	income,	you	must	
bring	an	affidavit	stating	that	you	do	not	have	income	at	the	time	of	admission.	You	may	qualify	
for	a	fee	reduction	based	on	the	information	provided.	If	you	do	not	bring	this	information	with	
you,	you	may	not	be	admitted.		

IF	YOU	HAVE	INSURANCE	OR	A	MEDICAL	CARD	YOU	MUST	BRING	YOUR	CARDS	WITH	YOU	AND	
PRESENT	THEM	UPON	ADMISSION.		



Do	you	have	any	pending	legal	charges?		Yes__________	No	_________	If	yes,	please	explain	what	they	are	and	
give	any	court	dates.	State	source	of	information:	_________________________________________________________________	
__________________________________________________________________________________________________________________________	
	
Are	you	currently	on	Probation/Parole?		Yes__________	No	_________		If	yes,	list	where,	reason,	and	the	name	
and	Number	of	Parole/Probation	officer:___________________________________________________________________________	
	
In	the	last	six	months,	what	is	the	longest	period	of	time	you	have	gone	without	using	alcohol	or	other	
drugs:	__________________________________________________________________________________________________________________	
	
Have	you	used	a	needle	for	drug	use	in	the	last	six	months?	Yes________	No________	
Are	you	currently	using	or	do	you	have	a	history	of	IV	drug	use?	Yes________	No________	
	
Are	you	currently	receiving	treatment	for	addiction	or	psychiatric	conditions?	Yes________	No________	
If	Yes,	where	and	for	what____________________________________________________________________________________________	
	
List	any	current	psychiatric	problems	such	as	anxiety,	depression,	mood	swings,	hallucinations,	
etc________________________________________________________________________________________________________________________	
	
Previous	Treatment	for	Addiction:	(Please	describe	type	such	as	Outpatient,	In-Patient,	Residential,	and	Intensive	Outpatient):	

When	 Type	 Program	Name	 Length	of	Stay	
	 	 	 	
	 	 	 	
	 	 	 	
	 	 	 	
Previous	Treatment	for	Psychiatric	Conditions:	(Outpatient,	In-Patient,	Residential):	

When	 Type	 Program	Name	 Length	of	Stay	
	 	 	 	
	 	 	 	
	 	 	 	
Are	you	able	to	walk	and	take	care	of	your	personal	hygiene	without	assistance?	Yes________	No________	
Do	you	smoke	cigarettes?	Yes________	No________			Use	smokeless	tobacco?		Yes________	No________	
Are	you	currently	experiencing	any	of	the	following?	(Some	may	need	stabilized	prior	to	admission)	
	 	___Cirrhosis	 	 	___Tuberculosis	 ___Asthma	 	 ___Chest	Pain	 ___Insulin/Diabetes
	 ___Meningitis	 	 ___Seizures	 ___Pregnancy	 	 ___Broken	Bones	 ___Kidney	Failure	
	 ___Liver	Failure	 	 ___Ulcers		 ___Internal	Bleeding	 ___Stroke		 ___Breathing	Problems
	 ___Hepatitis	 	 ___Pancreatitis	 ___Vomiting	Blood		 ___Heart	Problems	___High	Blood	Pressure	
Other	Health	Problems:___________________________________________________________________________________________________________________________	
	
If	you	noted	any	health	issues	you	are	currently	experiencing	above,	please	explain:___________________________	
___________________________________________________________________________________________________________________________	
	
Name,	address,	and	phone	number	of	your	physician	(if	you	have	one):__________________________________________	
___________________________________________________________________________________________________________________________	
	
List	any	medical	appointments	you	have	within	the	next	four	(4)	weeks.	Give	date,	time,	and	with	whom	the	
appointment	is	with:___________________________________________________________________________________________________	
	
Medication	currently	used:	Include	those	prescribed	regularly	(including	those	you	do	not	take	but	should),	
and	any	taken	within	the	last	24	hours,	include	those	recently	given	in	the	ER,	and/or	over	the	counter	
illegal	drugs:			 	
Name	of	Medication	 Amount	&	Time	Taken	 Prescribed	By	 Currently	Taking?	If	no,	why?	
	 	 	 	
	 	 	 	
	 	 	 	
	 	 	 	



Substance	Use	History	for	the	Last	TWO	(2)	Months:	(Check	drug	used,	circle	frequency,	list	amount/date	of	last	use)	
DRUG	

(Put	a	*	beside	drug(s)	of	choice)	
Frequency	

(Please	circle	one	(1)	option)	
Date	Last	
Used	

Amount	
Last	Used	

	 Benzodiazepines	
(Valium,	Xanax,	Ativan,	Ect.)	

	
	Daily									3-5x/week									1-8x/month									Less	then	1x/month	

	 	

	 Marijuana	 	
	Daily									3-5x/week									1-8x/month									Less	then	1x/month	

	 	

	 Cocaine/Crack	 	
Daily									3-5x/week									1-8x/month									Less	then	1x/month	

	 	

	 Heroin	 	
Daily									3-5x/week									1-8x/month									Less	then	1x/month	

	 	

	 PCP	 	
Daily									3-5x/week									1-8x/month									Less	then	1x/month	

	 	

	 LSD	 	
Daily									3-5x/week									1-8x/month									Less	then	1x/month	

	 	

	 Amphetamines	(Speed)	 	
Daily									3-5x/week									1-8x/month									Less	then	1x/month	

	 	

	 Barbiturates	(Downers)	 	
Daily									3-5x/week									1-8x/month									Less	then	1x/month	

	 	

	 Inhalants	 	
Daily									3-5x/week									1-8x/month									Less	then	1x/month	

	 	

	 Opiates	(Pain	Killers)	 	
Daily									3-5x/week									1-8x/month									Less	then	1x/month	

	 	

	 Methadone/Suboxone	 	
Daily									3-5x/week									1-8x/month									Less	then	1x/month	

	 	

	 Alcohol	 	
Daily									3-5x/week									1-8x/month									Less	then	1x/month	

	 	

	 Other	(Please	write	in):	 	
Daily									3-5x/week									1-8x/month									Less	then	1x/month	

	 	

Have	you	ever	attempted	suicide	or	tried	to	hurt	yourself?	Yes________	No________	
	 If	Yes,	List	dates	and	methods:	_______________________________________________________________________________	
	
Have	you	ever	been	violent	towards	others?	Yes________	No________	If	yes,	explain:_______________________________	
___________________________________________________________________________________________________________________________	
	
Do	you	currently	have	an	open	CPS	case?		Yes________	No_________	If	yes,	in	what	county:________________________	
Who	is	your	worker?	_______________________________________________Phone	Number:_________________________________	
	
Additional	Comments:_________________________________________________________________________________________________	
___________________________________________________________________________________________________________________________	
	
Mattie	V	Lee/Renaissance	Applicant’s	Only	
	
Number	of	Dependent	Children:_________	

Child’s	Name	 Age	 Gender	 Admitted	with	You?	(circle)	
	 	 M										F	 YES															NO	
	 	 M										F	 YES															NO	
	 	 M										F	 YES															NO	
	 	 M										F	 YES															NO	
	
	Where	do	your	children	live	now?	__________________________________________________________________________________	
___________________________________________________________________________________________________________________________	
	
Is	this	a	safe	environment?	Yes________	No________	If	no,	explain.___________________________________________________	
__________________________________________________________________________________________________________________________	
	

Thank	you	for	your	interest	in	our	program,	
	we	will	review	your	referral	and	get	back	with	you	within	the	next	1-3	business	days.	



  

 
 
 
 

 
 
 
 
 
 
 

Prestera-- Cabell County 
 

Pinecrest - 24 Beds  Male/ Female 
1420 Washington Avenue                                       
Huntington, WV 25704 
                                                           
Contact: Leslie Varble - 304-525-7851 Ext 5321     Fax: 304-525-1743 (ext. 
5310 (front desk) 2543 (@ night) 
 
NOTES: This program wants you to call every day to check on bed 
availability. If you don’t after a week you will not be on the active list. 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



PRESTERA	CENTER	FOR	MENTAL	HEALTH	SERVICES	
SUBSTANCE	ABUSE	RESIDENTIAL	PROGRAM	REFERRAL	FORM	

	
All	Prestera	substance	abuse	residential	programs	are	listed	below	with	a	brief	descriptor,	fax	
number	and	email	contact	for	referral	information.		Please	send	referrals	to	the	fax	numbers	or	
emails	indicated	below.		All	emails	are	the	name	indicated	below	followed	by	@prestera.org.	

	
Riverside	
Short	Term		

Men	
304-722-1795	
Ronald.Jackson	

Fax:	304-727-5887	

Pinecrest	
Short	Term	

Men	&	Women	
304-525-7851x1124	

Leslie.Varble	
Fax:304-525-2040	

Mattie	V	Lee	
Long	Term	

Women	&	Children	
304-344-1827	

Samantha.Nooney	
Fax:304-344-1828	

Renaissance	
Long	Term	

Women	&	Children	
304-525-7851x2552	
Theresa.Jackson	
Fax:304-697-1280	

Laurelwood	
Charleston	

Long	Term	Men	
304-768-6119	
Amanda	Cruz	

Fax:304-768-7286	

Laurelwood	
Huntington	

Long	Term	Men	
304-399-1029	
Scott.Harrison	

Fax:304-525-5250	
			
Name	of	person	making	referral:________________________________________Telephone#:_________________________	
E-Mail	Address____________________________________________________________Date:__________________________________	
	
CLIENT	NAME:___________________________________________________________Date	of	Birth:_________________________	

SS#__________________________________	Gender:	Male_____	Female:_____	Telephone#:____________________________	

Address:___________________________________________________________________________________________________________	

County:_______________________________							Race:_________________________________________						

Marital	Status:	Single______	Married______	Divorced	_______	Separated	_______	Widowed	_______	

Number	of	minor	children	living	with	the	client:______________________________________________________________	

Education:	Highest	Grade	Completed	(GED,	HS	Graduate,	College,	Trade	School):_____________________________________	

Employed________;	Employer____________________	Unemployed	_________	Disabled__________	Retired	_________	

Monthly	Family	Income:_____________________	Primary	Income	Source	(SSI,	SSDI,	ADC,	Other):___________________		

Payment	Source:			Self	Pay_________	Insurance_________	Medicaid	________	Special	Medical	Card____________	

Medicaid	#	and	State	it	is	through:______________________________________________________________________________	

Name	of	Insurance	Company:___________________________________________________________________________________	

Insured’s	Name:______________________________________	Insured’s	Employer:____________________________________	

Member	ID:___________________________________________	Group	#:_________________________________________________	

Claims	Address:	_________________________________________________________________________________________________	

Telephone	#	off	the	back	of	Insurance	Card	(for	provider	to	obtain	benefits):_______________________________________	

IF	POSSIBLE	PLEASE	ATTACH	A	COPY	OF	ANY	INSURANCE	CARD	OR	MEDICAID	CARD	

Please	check	one	of	the	following:	

o I	DO	give	verbal	permission	for	Prestera	Center	to	call	my	insurance	company	to	verify	that	I	have	
benefits	that	will	pay	for	part	of	my	service	while	in	treatment.		

o I	DO	NOT	give	Prestera	Center	permission	to	call	my	insurance	company	to	verify	that	I	have	
benefits	that	will	pay	for	part	of	my	service	while	in	treatment.			

If		you	are	self	pay,	you	must	bring	verification	of	income	(Pay	Stub,	Tax	Return,	Ect…something	
that	shows	income)	at	the	time	of	admission.	If	you	do	not	have	a	source	of	income,	you	must	
bring	an	affidavit	stating	that	you	do	not	have	income	at	the	time	of	admission.	You	may	qualify	
for	a	fee	reduction	based	on	the	information	provided.	If	you	do	not	bring	this	information	with	
you,	you	may	not	be	admitted.		

IF	YOU	HAVE	INSURANCE	OR	A	MEDICAL	CARD	YOU	MUST	BRING	YOUR	CARDS	WITH	YOU	AND	
PRESENT	THEM	UPON	ADMISSION.		



Do	you	have	any	pending	legal	charges?		Yes__________	No	_________	If	yes,	please	explain	what	they	are	and	
give	any	court	dates.	State	source	of	information:	_________________________________________________________________	
__________________________________________________________________________________________________________________________	
	
Are	you	currently	on	Probation/Parole?		Yes__________	No	_________		If	yes,	list	where,	reason,	and	the	name	
and	Number	of	Parole/Probation	officer:___________________________________________________________________________	
	
In	the	last	six	months,	what	is	the	longest	period	of	time	you	have	gone	without	using	alcohol	or	other	
drugs:	__________________________________________________________________________________________________________________	
	
Have	you	used	a	needle	for	drug	use	in	the	last	six	months?	Yes________	No________	
Are	you	currently	using	or	do	you	have	a	history	of	IV	drug	use?	Yes________	No________	
	
Are	you	currently	receiving	treatment	for	addiction	or	psychiatric	conditions?	Yes________	No________	
If	Yes,	where	and	for	what____________________________________________________________________________________________	
	
List	any	current	psychiatric	problems	such	as	anxiety,	depression,	mood	swings,	hallucinations,	
etc________________________________________________________________________________________________________________________	
	
Previous	Treatment	for	Addiction:	(Please	describe	type	such	as	Outpatient,	In-Patient,	Residential,	and	Intensive	Outpatient):	

When	 Type	 Program	Name	 Length	of	Stay	
	 	 	 	
	 	 	 	
	 	 	 	
	 	 	 	
Previous	Treatment	for	Psychiatric	Conditions:	(Outpatient,	In-Patient,	Residential):	

When	 Type	 Program	Name	 Length	of	Stay	
	 	 	 	
	 	 	 	
	 	 	 	
Are	you	able	to	walk	and	take	care	of	your	personal	hygiene	without	assistance?	Yes________	No________	
Do	you	smoke	cigarettes?	Yes________	No________			Use	smokeless	tobacco?		Yes________	No________	
Are	you	currently	experiencing	any	of	the	following?	(Some	may	need	stabilized	prior	to	admission)	
	 	___Cirrhosis	 	 	___Tuberculosis	 ___Asthma	 	 ___Chest	Pain	 ___Insulin/Diabetes
	 ___Meningitis	 	 ___Seizures	 ___Pregnancy	 	 ___Broken	Bones	 ___Kidney	Failure	
	 ___Liver	Failure	 	 ___Ulcers		 ___Internal	Bleeding	 ___Stroke		 ___Breathing	Problems
	 ___Hepatitis	 	 ___Pancreatitis	 ___Vomiting	Blood		 ___Heart	Problems	___High	Blood	Pressure	
Other	Health	Problems:___________________________________________________________________________________________________________________________	
	
If	you	noted	any	health	issues	you	are	currently	experiencing	above,	please	explain:___________________________	
___________________________________________________________________________________________________________________________	
	
Name,	address,	and	phone	number	of	your	physician	(if	you	have	one):__________________________________________	
___________________________________________________________________________________________________________________________	
	
List	any	medical	appointments	you	have	within	the	next	four	(4)	weeks.	Give	date,	time,	and	with	whom	the	
appointment	is	with:___________________________________________________________________________________________________	
	
Medication	currently	used:	Include	those	prescribed	regularly	(including	those	you	do	not	take	but	should),	
and	any	taken	within	the	last	24	hours,	include	those	recently	given	in	the	ER,	and/or	over	the	counter	
illegal	drugs:			 	
Name	of	Medication	 Amount	&	Time	Taken	 Prescribed	By	 Currently	Taking?	If	no,	why?	
	 	 	 	
	 	 	 	
	 	 	 	
	 	 	 	



Substance	Use	History	for	the	Last	TWO	(2)	Months:	(Check	drug	used,	circle	frequency,	list	amount/date	of	last	use)	
DRUG	

(Put	a	*	beside	drug(s)	of	choice)	
Frequency	

(Please	circle	one	(1)	option)	
Date	Last	
Used	

Amount	
Last	Used	

	 Benzodiazepines	
(Valium,	Xanax,	Ativan,	Ect.)	

	
	Daily									3-5x/week									1-8x/month									Less	then	1x/month	

	 	

	 Marijuana	 	
	Daily									3-5x/week									1-8x/month									Less	then	1x/month	

	 	

	 Cocaine/Crack	 	
Daily									3-5x/week									1-8x/month									Less	then	1x/month	

	 	

	 Heroin	 	
Daily									3-5x/week									1-8x/month									Less	then	1x/month	

	 	

	 PCP	 	
Daily									3-5x/week									1-8x/month									Less	then	1x/month	

	 	

	 LSD	 	
Daily									3-5x/week									1-8x/month									Less	then	1x/month	

	 	

	 Amphetamines	(Speed)	 	
Daily									3-5x/week									1-8x/month									Less	then	1x/month	

	 	

	 Barbiturates	(Downers)	 	
Daily									3-5x/week									1-8x/month									Less	then	1x/month	

	 	

	 Inhalants	 	
Daily									3-5x/week									1-8x/month									Less	then	1x/month	

	 	

	 Opiates	(Pain	Killers)	 	
Daily									3-5x/week									1-8x/month									Less	then	1x/month	

	 	

	 Methadone/Suboxone	 	
Daily									3-5x/week									1-8x/month									Less	then	1x/month	

	 	

	 Alcohol	 	
Daily									3-5x/week									1-8x/month									Less	then	1x/month	

	 	

	 Other	(Please	write	in):	 	
Daily									3-5x/week									1-8x/month									Less	then	1x/month	

	 	

Have	you	ever	attempted	suicide	or	tried	to	hurt	yourself?	Yes________	No________	
	 If	Yes,	List	dates	and	methods:	_______________________________________________________________________________	
	
Have	you	ever	been	violent	towards	others?	Yes________	No________	If	yes,	explain:_______________________________	
___________________________________________________________________________________________________________________________	
	
Do	you	currently	have	an	open	CPS	case?		Yes________	No_________	If	yes,	in	what	county:________________________	
Who	is	your	worker?	_______________________________________________Phone	Number:_________________________________	
	
Additional	Comments:_________________________________________________________________________________________________	
___________________________________________________________________________________________________________________________	
	
Mattie	V	Lee/Renaissance	Applicant’s	Only	
	
Number	of	Dependent	Children:_________	

Child’s	Name	 Age	 Gender	 Admitted	with	You?	(circle)	
	 	 M										F	 YES															NO	
	 	 M										F	 YES															NO	
	 	 M										F	 YES															NO	
	 	 M										F	 YES															NO	
	
	Where	do	your	children	live	now?	__________________________________________________________________________________	
___________________________________________________________________________________________________________________________	
	
Is	this	a	safe	environment?	Yes________	No________	If	no,	explain.___________________________________________________	
__________________________________________________________________________________________________________________________	
	

Thank	you	for	your	interest	in	our	program,	
	we	will	review	your	referral	and	get	back	with	you	within	the	next	1-3	business	days.	



  

 
 

 
 
 
 
 
 
 

Southern Highlands—Princeton in Mercer County 
 

Legends -  10 Beds  Male Only  
12th Street Extension                                                               
Princeton, WV 24640 
                                                                
Contact: Matt Huffman - 304-425-9489      Fax: 304-487-3984 
 
NOTES: Must fill out application.  Meet every Wednesday to decide if the 
applicate is appropriate for their program or not.  Will call to advice if 
accepted on Wednesday and will send letter. 
  
  

















  

 
 
 
 
 
 
 
 

Waves through Southern Highland for Women- Beckley 
 

8 Beds 
 
611 Shannon Drive 
Bluefield WV 24701 
 
304-800-4847 
 
NOTES:  Will take pregnant women but it depends on how far along they are. 
  
  

















  

 
Logan/ Mingo Mental Health—Logan County 

 
Anchor Point - 12 Beds  Male/Female 
On Lando Campus (Does not have a Physical address)          
Just outside of Delbarton 
                                                                       
Amanda or Josh - 304-475-3366      Fax: 304-475-3368  
  
NOTES: The treatment program will not accept any Coventry Insurance by 
Medicaid.  
  
  













  

 
 
 
 
 
 
 
 

St. Joseph’s- Wood County 
 

64 Beds Male/Female 
1824 Murdoch Avenue  
Parkersburg, WV 26101 
 
304-916-1881, Monday - Friday 8:30am-6pm 
 
NOTES:  Application and medical clearance required.  Will prescribe MAT, 
will do counseling and prescribe meds if needed.  Accepts Medicaid and self-
pay 
 
Smoking: Yes          Cell Phones: No 
Visitation: Yes, after 7 days every Thursday and Saturday 
  
  















  

 
  

 
 
 
 
 
 
 
 

St. Francis Addiction Healing Center Male and Female DETOX AND 
REHAB 

 
Over the Phone Intake 
 
4605 MacCorkle Avenue SW 
Charleston, WV 25309 
 
304-766-4526 
  
  



  

 
 
 
 
 
 
 
 

Hope for Tomorrow- Mason County Male and Female 
 

3471 Ohio River Road 
Point Pleasant, WV 
 
304-857-6494 
 
Smoking: Yes 
NOTES: MUST BE REFERRED TO BY A DOCTOR 
  
  



  

 
 
 
 
 
 
 
 

Harmony Ridge- Male and Female DETOX AND REHAB 
 

47 Chambers Circle 
Walker, WV 26810 
 
304-867-4098 
 
NOTES:  Does not provide mat/over the phone referral.  Will take those on 
meth- case by case decision.  Will take those pregnant up to the 2nd trimester. 
  
  



  

 
 
 
 
 
 
 
 

Healthways-Ohio County 
 

Miracles Happen Center - 10 beds  Male 
 
201 Edington Lane  
Wheeling, WV 26003 
 
304-242-0217 
  



  

  
 
 
 
 
 
 
 

Healthways- Brook County 
 

Miracles Blossom Center - 10 beds  Female 
 
2 Church Street 
Beach Bottom, WV 26030 
 
304-394-5507 
  
  



  

 
 
 
 
 
 
 
 

WVU Medicine: Center for Hope and Healing- Morgantown  
 
12 Bed Detox/ 30 Bed Rehab  Male/Female 
                  
751 Benefactor Drive 
Morgantown, WV 26501 
 
304-974-3100 
 
NOTES: This is a specialized program for recent overdose survivors and 
pregnant women.  DETOX AND REHAB 
  
  





















































































  

 
 
 
 
 
 
 
 

Mountaineer Recovery Center 
 

49 Beds  Male/Female 
3094 Charles Town Road 
Kearneysville, WV 25430 
 
Contact: Mandy Linton - 304-901-2070 ext. 125 
  
  



  

 
 
 
 
 
 
 
 

United Summit Center—Harrison County 
 

Bob Mays Recovery Center - 18 Beds  Male/Female 18-24 years old 
                                                  
5 Hospital Drive                                                                       
Clarksburg, WV 26301  
                                                                             
Contact:  Whitney - 304-342-3361      Fax: 304-969-9053 
 
NOTES: Must fill out application. It must be filled out by 
doctor/Lawyer/PO/Social Worker.  Then you can call the Director Kathy Love 
to get into program. 
  
  

















  

 
  

 
 
 
 
 
 
 

FMRS Health System- Raleigh County 
90 day Treatment Facilities 

 
Learn Program - 20 Beds  Male only 
                                                                    
101 South Eisenhower Drive                                           
Beckley, WV 25801                                                           
Contact: Matt Huffman -  304-256-7144  Fax: 304-256-7145 
 
NOTES: This program is located in the Pine Haven Homeless Shelter.  (Call 
to check availably)  
  
  
  





  

 
 
 
 
 
 
 
 

Inspires through Southern Highland 
(this can be anywhere from 90 days to 6 months. It all depends on their 

insurance) 
 

7 Male/ 6 Female 
 
1345 Mercer Street 
Princeton, WV 24740 
 
Contact: Tina Butler - 304-818-2222 
 
NOTES: Must fill out an application and fax it, then call them. 
 




