SUBSTANCE ABUSE REHABILITATION DEPARTMENT PATIENT ADMIN FORM

Services Requested:     FORMCHECKBOX 
  Screening             FORMCHECKBOX 
  Treatment 

 FORMCHECKBOX 
  Impact


Patient Identification Information 

Rate/Rank (if applicable)


Lastname


First


MI


Sex

 FORMCHECKBOX 
 Male    FORMCHECKBOX 
  Female 

SSN (Sponsor for civilian)
Date of Birth (DD/MMM/YYYY)
Status    FORMCHECKBOX 
 USA         FORMCHECKBOX 
 USAF         FORMCHECKBOX 
 CG        FORMCHECKBOX 
 USMC        FORMCHECKBOX 
 USN   

          FORMCHECKBOX 
 Reservist /TAR      FORMCHECKBOX 
  Retiree          FORMCHECKBOX 
  Dependent

Command/Primary Provider Information  

Complete Command/Primary Provider (for civilians) Address


Command Phone

Comm:                                    DSN:


DAPA/SACO/SAPM/CDAR/UADC ( point of contact)
Email address




DAPA/SACO/SAPM/CDAR/UADC (point of contact) Phone Number

Comm:                                    DSN:

Member’s Home Address
Member’s Home Phone Number



Request for Services 

Contacts 

First Contact Date (DD/MMM/YYYY)


Second Contact Date (DD/MMM/YYYY)


Third Contact Date (DD/MMM/YYYY)


Fourth Contact Date (DD/MMM/YYYY)



Schedule Information (SCREENING)

Date Requested  (DD/MMM/YYYY)


Date Assigned  (DD/MMM/YYYY)


Location Assigned:   FORMCHECKBOX 
 PLOMA   FORMCHECKBOX 
 NAVSTA   FORMCHECKBOX 
 NAVMEDCEN SD

Eligbility for Treatment

Prior treatment?   FORMCHECKBOX 
 Yes (Date            )   FORMCHECKBOX 
 No 
Are there any external appointments or tasks that may either require the patient to leave or require his/her attention during treatment? 

 FORMCHECKBOX 
 Yes (annotate items in “notes” on back)    FORMCHECKBOX 
 No

Diagnosis (to be completed for Treatment only)

Has the member been screened by a LIP or Medical Officer?         FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No
Date (DD/MMM/YYYY)

What is the diagnosis?     FORMCHECKBOX 
 None  FORMCHECKBOX 
 Alcohol Abuse    FORMCHECKBOX 
 Alcohol Dependent    FORMCHECKBOX 
 Drug Abuse/Dependent:________

What is the level of treatment?   FORMCHECKBOX 
 Impact   FORMCHECKBOX 
 Outpatient    FORMCHECKBOX 
 Intensive Outpatient   FORMCHECKBOX 
 Residential   FORMCHECKBOX 
 Continuing Care

Medical Status (to be completed for Treatment only)

Will the patient require medical support/monitoring while onboard (ie. medications, injuries, etc.)?    FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No

If the patient is to bring medications, are there any that require special instructions?  FORMCHECKBOX 
  Yes  (list in “notes”)  FORMCHECKBOX 
  No 

Schedule Information (Treatment)

Date Requested  (DD/MMM/YYYY)


Date Assigned  (DD/MMM/YYYY)


Location Assigned:   FORMCHECKBOX 
 PLOMA   FORMCHECKBOX 
 NAVSTA   FORMCHECKBOX 
 NAVMEDCEN SD

Patient’s Identification (Use this space for Mechanical imprint)



PATIENT ADMIN FORM (continued)

Check-In Admission 

Date (DD/MMM/YYYY)


Berthing Issued?     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
Room Number Issued


Group


Counselor Assigned



Reported with:    FORMCHECKBOX 
  Service Record     FORMCHECKBOX 
  Medical Record    FORMCHECKBOX 
  Dental Record     FORMCHECKBOX 
  Screening Package

Materials Issued (including ID numbers as applicable):                       FORMCHECKBOX 
  Meal Pass (S_______________)

 FORMCHECKBOX 
   AA/NA Book  (_____)        FORMCHECKBOX 
 12 Step Book (_____)             FORMCHECKBOX 
  Living Sober (_____)            FORMCHECKBOX 
  ID Badge    

I hereby acknowledge receipt for the above materials issued.









______________________________________









 Patient Signature/Date
Check-Out Discharge 

Date (DD/MMM/YYYY)


(For Civilians, is the Primary Care Provider (Doctor) identified above?

Materials Returned:       FORMCHECKBOX 
   AA/NA Book   FORMCHECKBOX 
12 Step Book      FORMCHECKBOX 
  Living Sober      FORMCHECKBOX 
  ID Badge     FORMCHECKBOX 
  Meal Pass 

Member Issued:    FORMCHECKBOX 
   Service Record       FORMCHECKBOX 
  Medical Record       FORMCHECKBOX 
  Dental Record     FORMCHECKBOX 
  Screening Package

I hereby acknowledge receipt for the above materials issued.









______________________________________









 Patient Signature/Date

Additional Remarks

Date
Note




Photo Identification











BACK








