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Name: ________________________________			Date: ___________________________
Funding: ______________________________			ID #: ____________________________
I’m seeking (Circle what applies)	:    Suboxone	   Vivitrol	Detox		Other:_____________
Suboxone Abuse History
	Substance Type
	Age of onset
	Method
	How often
	Date of last use
	Avg. 24 hour use

	Example: Alcohol
	21
	Oral
	Daily
	05/01/2018
	6 drinks

	Alcohol:
	
	
	
	
	

	Cocaine/Crack
	
	
	
	
	

	Marijuana
	
	
	
	
	

	Heroin
	
	
	
	
	

	Other Opiates
	
	
	
	
	

	Hallucinogens
	
	
	
	
	

	Methamphetamines
Amphetamines
	
	
	
	
	

	Stimulants
	
	
	
	
	

	Benzodiazepines (Xanax)
	
	
	
	
	

	Buprenorphine
	
	
	
	
	

	Other: ___________
	
	
	
	
	



Family Health History
	Problem / Disease
	Family Member
	Comments:

	Cancer
	
	

	Diabetes
	
	

	Heart Disease
	
	

	Hypertension
	
	

	Stroke
	
	

	Seizure
	
	

	High Cholesterol
	
	

	Addiction
	
	

	Psychiatric
	
	

	Other: __________________
	
	


[bookmark: _GoBack]Health Problems
	Anemia
	Now
	Past
	Never

	Arthritis
	Now
	Past
	Never

	Bleeding Disorder
	Now
	Past
	Never

	Blood Pressure (High or Low)
	Now
	Past
	Never

	Bone/Joint Problem
	Now
	Past
	Never

	Cancer
	Now
	Past
	Never

	Diabetes
	Now
	Past
	Never

	Epilepsy/Seizures
	Now
	Past
	Never

	Eye Disease/Blindness
	Now
	Past
	Never

	Fibromyalgia
	Now
	Past
	Never

	Muscle problems
	Now
	Past
	Never

	Glaucoma
	Now
	Past
	Never

	Headaches
	Now
	Past
	Never

	Head Injury/Brian Injury
	Now
	Past
	Never

	Kidney Disease
	Now
	Past
	Never

	Lung Disease
	Now
	Past
	Never

	Menstrual Pain
	Now
	Past
	Never

	Oral Health/Dental
	Now
	Past
	Never

	Stomach/Bowl Issues
	Now
	Past
	Never

	Stroke
	Now
	Past
	Never

	Thyroid
	Now
	Past
	Never

	Tuberculosis
	Now
	Past
	Never

	AIDS/HIV
	Now
	Past
	Never

	STDs
	Now
	Past
	Never

	Learning Problems
	Now
	Past
	Never

	Speech Problems
	Now
	Past
	Never

	Anxiety
	Now
	Past
	Never

	Bipolar Disorder
	Now
	Past
	Never

	Depression
	Now
	Past
	Never

	Eating Disorder
	Now
	Past
	Never

	Hyperactivity/ADD
	Now
	Past
	Never

	Schizophrenia
	Now
	Past
	Never

	Sexual Problems
	Now
	Past
	Never

	Sleep Problems
	Now
	Past
	Never

	Suicide Attempts
	Now
	Past
	Never

	Suicidal Thoughts
	Now
	Past
	Never

	Other:____________
	Now
	Past
	Never

	Other:___________
	Now
	Past
	Never



Medications / Allergies / Health History
	Medications
	Strength
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Allergies
	Allergy
	Reaction

	
	

	
	

	
	

	
	

	
	



Past Surgical Procedures / Hospitalizations
	Operation / Hospitalization / Injury
	Month/Year
	Comments

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	




Height and Weight
Height: ________________________		Weight: _____________________________
Sex:	Male	Female				DOB: _______________________________
Martial Status:	Single		Married	Widowed	Divorced	Separated

Pharmacy
Name: ___________________________________________________________________
Address: _________________________________________________________________
City: ________________________________	State: ________	Zip: _____________
Phone: _____________________________		Alt Number: _____________________

Tobacco / Smoking
Tobacco use:   Yes  	No		If yes, what type of tobacco: ___________________
How long have you used tobacco (Yrs/Months) _________
History of Tobacco Use:   Yes		No

Previous Drug and Alcohol and/or Mental Health Treatment.
	Location
	Dates
	Type of Service
	Comments

	Example: Jade
	Aug 2017 – Oct 2017
	Intensive Outpatient
	Vivitrol

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



