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SUBSTANCE ABUSE REHABILITATION PROGRAM


MENTAL HEALTH DEPARTMENT


NAVAL HOSPITAL, OAK HARBOR, WASHINGTON 98278


(360) 257-2394/FAX (360) 257-2396





Outpatient/Intensive Outpatient Focused Health Physical





Instructions to the Patient: This form must be completed prior to commencement of substance use disorder treatment program in accordance with BUMEDINST 5353.4 series.





Instructions for the Medical Provider: This member has been screened for an alcohol or drug program and requires a focused history and physical examination prior to attending the appropriate treatment program. Please review the Health Screen completed by the patient, complete the P.E., and address any patient findings in accordance with BUMEDINST 5353.4 series. A comprehensive laboratory panel has been ordered and drawn (OH-CAAC) and should be available for your review during the examination.





1.  Your Usual Health is: (Circle)					Good		Fair		Poor


2.  Are you currently taking any prescription medication?				Yes		No


If Yes, list medications here:





3.  Are you allergic to anything?							Yes		No


If Yes, list allergies:





4.  Have you ever required Alcohol/Drug Detoxification?				Yes		No	





5.  Has your alcohol/drug consumption increased or decreased?				Yes		No


If Yes, Describe:





6.  What day did you last consume alcohol? ________________   	Amount Consumed: _______________





7.  Have you ever experienced a seizure? 						Yes		No





8.  In the past year, have you ever experienced:


a.  Heart Disease							Yes		No


b.  Chest Pain							Yes		No


c.  High Blood Pressure						Yes		No


d.  Diabetes							Yes		No


e.  Cancer								Yes		No


f.  Liver Problems							Yes		No


g.  Mental Health Problems						Yes		No


h.  Depression							Yes		No


9.  Do you have any other current medical problems?					Yes		No


If Yes, List Medical Problems:


10.  Do you exercise?								Yes		No


If Yes, What type of exercise/How often?	


11.  For Female Patients Only, Are you pregnant or think  you might be? 	N/A		Yes		No





Patients Signature:							Date:


Comments:





							
























































PAIENT’S IDENTIFICATION  (Use this page for Mechanical Imprint)
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Depart./Service





SSN/Identification No.





Organization





Sponsor’s Name





Relationship to Sponsor





Rank





Status





Sex





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





BP:		/		Temp:		Pulse:		:





Tobacco Use:		Yes		No





Physical Examination: Check appropriate column.


				Normal	         Abnormal	   Notes:


Eyes





Ears





Mouth





Heart





Lungs





Abdomen





Extremities





Gait/Cerebellum





Comments on findings:














IMP:	Withdrawal Risk:				Low		High





	Medically Cleared for Treatment		Yes		No


Other Medical Problems:














Other Results:

















Plan:  Treatment as Scheduled











Medical Providers Signature:





� MERGEFIELD BRANCH �
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