









DATE

Memorandum

From:
ATD, Naval Hospital Bremerton, Bldg. 491, Naval Station Bremerton

To:
Command DAPA, 

Subj:
PRELIMINARY MEDICAL TESTS FOR OP ALCOHOL TREATMENT
1.                         is scheduled to begin treatment on [DATE].  It is required that the following tests be completed within 30 days prior to entering treatment (HIV and PPD needed if not done within the last year.)  A physical exam is also required prior to treatment with emphasis on system review and medical aspects of alcohol (i.e. withdrawal, liver problems).  The physical exam should include, at minimum, a neurological exam, evaluation of head, throat, lungs, heart and abdomen.  Any other significant medical problems should also be evaluated with treatment recommendations (i.e. hypertension, diabetes, heart problems).  The main goal is to address these physical problems and to make sure the patient is medically cleared to attend anywhere from one week to four weeks of intensive outpatient treatment.

LABS NEEDED


INITIALS

DATE OF TEST
HIV



_________

______________

LIVER PANEL


_________

______________

CHEM 7


_________

______________

MG



_________

______________

URINE DRUG SCREEN

_________

______________

URINE HCG 


_________

______________

(FEMALES 45YRS. OLD AND UNDER)

PPD



_________

______________

CBC



_________

______________

PHYSICAL EXAM

_________

______________

2.  PLEASE RECORD THE DATE OF LABS AND PHYSICAL EXAM AS REQUIRED AND RETURN THIS FORM WITH PATIENT ON TREATMENT DATE.







Respectfully,







J. W. RICHARDSON







Lieutenant Commander,







Medical Service Corps, U.S. Navy







Department Head, 

Alcohol Treatment Department

Encl: (3)

[image: image1.wmf]   

HEALTH 

RECORD

                                                         CHRONOLOGICAL RECORD OF MEDICAL CARE

             

DATE   

                                                         

SYMPTOMS, DIAGNOSIS, TREATMENT ORGANIZATION (Sign each entry)

Chronological Records of Medical 

Care      

COMPUTER

  GENERATED

         

STANDARD FORM 600

PATIENT’S IDENTIFICATION

  

(Use this page for Mechanical Imprint)

PATIENT’S NAME (Last, First, Middle initial)

Rank

SSN/Identification No.

Organization

Sex

Depart

./Service

Status

Sponsor’s Name

Relationship to Sponsor

Clinic:

BP:

/

Temp:

Pulse:

:

Tobacco Use:

Yes

No         

Medications:

Physical Examination

: Check appropriate column.

Normal

         Abnormal

   Notes:

Eyes

Ears

Mouth

Heart

Lungs

Abdomen

Extremities

Neurological Exam

Review of Systems

:

Other Medical Problems requiring treatment:

Laboratory Values

:

Results and date

(attached printed CHCS results are acceptable)

PPD/HIV (if not done in the last year):

Liver Panel:

Urine Drug Screen:

CBC:

Chem. 7 and MG

IMP

:

(Circle appropriate diagnosis

)    

Alcohol Abuse    Alcohol Dependence   Other: _________________________

Withdrawal Risk

:        Insignificant

Low

Moderate      High

Was detoxification required before treatment?

Yes

        No

Medically Cleared for Treatment

Yes

        No

Plan/Recommendations:

___________________________________________________________________________________________________

                                                                                      

 Medical Provider’s Signature:

Records Maintained at 

the         

A

lcohol Treatment Department Naval Hospital Bremerton
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DATE   

                                                         

SYMPTOMS, DIAGNOSIS, TREATMENT ORGANIZATION (Sign each entry)

Chronological Records of Medical 
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COMPUTER

  GENERATED

         

STANDARD FORM 600

PATIENT’S IDENTIFICATION

  

(Use this page for Mechanical Imprint)

PATIENT’S NAME (Last, First, Middle initial)

Rank

SSN/Identification No.

Organization

Sex

Depart

./Service

Status

Sponsor’s Name

Relationship to Sponsor

Clinic:

BP:

/

Temp:

Pulse:

:

Tobacco Use:

Yes

No         

Medications:

Physical Examination

: Check appropriate column.

Normal

         Abnormal

   Notes:

Eyes

Ears

Mouth

Heart

Lungs

Abdomen

Extremities

Neurological Exam

Review of Systems

:

Other Medical Problems requiring treatment:

Laboratory Values

:

Results and date

(attached printed CHCS results are acceptable)

PPD/HIV (if not done in the last year):

Liver Panel:

Urine Drug Screen:

CBC:

Chem. 7 and MG

IMP

:

(Circle appropriate diagnosis

)    

Alcohol Abuse    Alcohol Dependence   Other: _________________________

Withdrawal Risk

:        Insignificant

Low

Moderate      High

Was detoxification required before treatment?

Yes

        No

Medically Cleared for Treatment

Yes

        No

Plan/Recommendations:

___________________________________________________________________________________________________

                                                                                      

 Medical Provider’s Signature:

Records Maintained at 

the         

A

lcohol Treatment Department Naval Hospital Bremerton
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Clinic:







BP:		/		Temp:		Pulse:		:







Tobacco Use:		Yes		No         	Medications:



Physical Examination: Check appropriate column.







				Normal	         Abnormal	   Notes:



Eyes







Ears







Mouth







Heart







Lungs







Abdomen







Extremities







Neurological Exam



Review of Systems:















Other Medical Problems requiring treatment:







Laboratory Values:	Results and date		(attached printed CHCS results are acceptable)



PPD/HIV (if not done in the last year):



Liver Panel:



Urine Drug Screen:



CBC:



Chem. 7 and MG



IMP:	(Circle appropriate diagnosis)    Alcohol Abuse    Alcohol Dependence   Other: _________________________



Withdrawal Risk:        Insignificant	Low	Moderate      High



	Was detoxification required before treatment?	Yes	        No



	Medically Cleared for Treatment			Yes	        No



Plan/Recommendations:  







___________________________________________________________________________________________________



                                                                                      	 Medical Provider’s Signature:



































































PATIENT’S IDENTIFICATION  



(Use this page for Mechanical Imprint)







Chronological Records of Medical Care      COMPUTER  GENERATED         STANDARD FORM 600







Depart./Service







SSN/Identification No.







Organization







Sponsor’s Name







Relationship to Sponsor







Rank







Status







Sex







PATIENT’S NAME (Last, First, Middle initial)







Records Maintained at the         Alcohol Treatment Department Naval Hospital Bremerton




















