BUPRENORPHINE MAINTENANCE TREATMENT

PHYSICIAN/OFFICE INFORMATION

Intake history and physical examination form

PATIENT’S NAME __________________________________ 
DATE ______________

CC: _____________________________________________________________________

OPIOID ABUSE HISTORY:

Opioid of choice ________________
Current # times per day used ____________

Current amount spent per use _________         Current months of continuous use _________

Months of lifetime use_________

Last use date/time ________. 

Present symptoms ___________________________________________________________.

__________________________________________________________________________ 

History of drug abuse treatment: ________________________________________________

__________________________________________________________________________ 

MEDICAL HISTORY:

Allergies ______________________Current meds ___________________________

Medical/ psychiatric problems ______________________________________________

Hospitalization/surgery ______________________________________________

Hepatitis______ SBE _______ HIV _____ TB _____ STD ______ 

(women) LMNP_____ G__ P __ TAB __ SAB ___ Contraception _______________

ROS: ________________________________________________________________

Other drug abuse history: 

Cocaine/stimulant _____    Alcohol _____________

Valium/sedatives _____      Caffeine ___________

Marijuana __________      Nicotine/cigarettes ________ quit/cut down? ____________

Nutrition history:___________________________________________________

Routine screening history(pap, chol, etc.): _____________________________________

PHYSICAL EXAMINATION: 

T ___ P ___ BP ____ R ___ WT.___ HT ____Gen. Appearance: __________________

	HEENT:______________________
	ABD___________________________

	Thyroid/neck _________________
	BACK _________________________

	Heart ______________________
	Neuro___________________________

	Lungs_______________________
	Extrem __________________________

	Chest/breast ___________________
	Skin ____________________________

	Signs withdrawal: 
	Sketch of tracks, needle marks and scars: 

	Pupils _____
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	Rhinorrhea ___
	

	Lacrimation ___
	

	Perspiration ___
	

	Pilorection ___
	

	Increase temp. ____
	

	Increase BP ___
	

	Tachycardia ___
	

	Vomiting ___
	

	Diarrhea ____
	


Office-based opioid maintenance assessment: 

__opioid dependence

​​___withdrawal: degree________________

	_________________________________
	________________________________

	________________________________
	_________________________________

	___________________
	_________________________________

	________________________________
	_________________________________


PLAN: 

__admit to maintenance treatment; initial dose order: _________________________

__ routine labs; other labs: _____________________________

__TB test; placed date_____________ to be read date _________

               other TB status checks __________________________

__ drug screen schedule ___________________________________________

Next visit: ____________________________________________

Counseling plans: ____________________________________________

	________________________________
	_________________________________

	________________________________
	_________________________________

	________________________________
	__________________________________

	________________________________
	__________________________________


Signed ____________________________________ Date _____________________

Patient name ____________________________________________
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