SUBSTANCE ABUSE REHABILITATION DEPARTMENT (SARD)

SARD HEALTH AND PHYSICAL EVALUATION (SHAPE)

Instructions to the Patient (pAGE 1): Please complete the front side completely prior to seeing your Primary Care Manager (PCM).  A medical officer is required to review your health status prior to any treatment at SARD or Medical Treatment Facility (MTF), including Weight Management Program at SARD, Point Loma.
INSTRUCTIONS FOR THE MEDICAL PROVIDER (PAGE 2):  This evaluation needs completion prior to SARD treatment.  Its purpose is to ensure that the PCM is aware of patient’s needs requiring further treatment, whether command based, SARD, or MTF treatment. Please assess patient along with medical history and any pertinent history as provided by your COMMAND DAPA and recommend further treatment options.  Also, if referred to SARD, a CBC and LFT panel is highly recommended, prior to SARD treatment.

1.  YOUR USUAL HEALTH IS:  (CHECK)

formcheckbox 
GOOD
formcheckbox 
FAIR

formcheckbox 
POOR

2.  ARE YOU CURRENTLY TAKING PRESCRIBED MEDICATIONS? 

formcheckbox 
YES…formcheckbox 
NO

IF YES, LIST MEDICATIONS:

3.  ARE YOU ALLERGIC TO ANYTHING? 




formcheckbox 
YES   formcheckbox 
NO

IF YES, LIST ALLERGIES:

4.  HAVE YOU EVER REQUIRED ALCOHOLIC DETOXIFICATION?

formcheckbox 
YES   formcheckbox 
NO

5.  HAS YOUR ALCOHOL CONSUMPTION INCREASED OR DECREASED?
formcheckbox 
YES   formcheckbox 
NO

IF YES, DESCRIBE:

6.  WHAT DAY DID YOU LAST CONSUME ALCOHOL?

7.  HAVE YOU EVER EXPERIENCED A SEIZURE?



formcheckbox 
YES   formcheckbox 
NO

8.  IN THE PAST YEAR, HAVE YOU EXPERIENCED:

a.  HEART DISEASE
--------------------------------------------------------------------------
formcheckbox 
YES   formcheckbox 
NO

b.  CHEST PAIN--------------------------------------------------------------------------------
formcheckbox 
YES   formcheckbox 
NO

c.  HIGH BLOOD PRESSURE
---------------------------------------------------------------
formcheckbox 
YES   formcheckbox 
NO

d.  DIABETES-----------------------------------------------------------------------------------
formcheckbox 
YES   formcheckbox 
NO

e.  CANCER
-------------------------------------------------------------------------------------
formcheckbox 
YES   formcheckbox 
NO

f.  LIVER PROBLEMS-------------------------------------------------------------------------
formcheckbox 
YES   formcheckbox 
NO

g.  MENTAL HEALTH PROBLEMS, PAST OR PRESENT-----------------------------
formcheckbox 
YES   formcheckbox 
NO

h.  DEPRESSION-------------------------------------------------------------------------------
formcheckbox 
YES   formcheckbox 
NO

9.  DO YOU HAVE ANY OTHER CURRENT MEDICAL PROBLEMS?

formcheckbox 
YES   formcheckbox 
NO

IF YES, LIST MEDICAL PROBLEMS?

10. DO YOU EXERCISE?






formcheckbox 
YES   formcheckbox 
NO

IF YES, WHAT TYPE OF EXERCISE?


HOW OFTEN?



RECENT WEIGHT GAIN OR LOSS?
 FORMCHECKBOX 
YES
  FORMCHECKBOX 
NO

11.  FOR FEMALE PATIENTS ONLY, ARE YOU PREGNANT OR THINK
YOU MIGHT BE PREGNANT?






formcheckbox 
YES   formcheckbox 
NO
 FORMCHECKBOX 
N/A

12. IF NOT ACTIVE DUTY, PLEASE ANSWER THE FOLLOWING QUESTIONS: 

a.  HOME ADDRESS WITHIN SOUTHERN CALIFORNIA?--------------------------
formcheckbox 
YES   formcheckbox 
NO

b.  RETIREE/ELIGIBLE SPOUSE <AGE 65, ELIGIBLE CHILD >AGE 18?--------
formcheckbox 
YES   formcheckbox 
NO

c.  LAST TRICARE REHAB PROGRAM >365 DAYS AGO?--------------------------
formcheckbox 
YES   formcheckbox 
NO
 FORMCHECKBOX 
N/A

d.  ATTENDED 2 OR LESS TRICARE REHAB PROGRAMS IN PAST?------------
formcheckbox 
YES   formcheckbox 
NO
 FORMCHECKBOX 
N/A

e.  WILLING TO BE IN TREATMENT?---------------------------------------------------
formcheckbox 
YES   formcheckbox 
NO

       f.  YOU HAVE NO PHYSICAL, MENTAL, OR LEGAL PROBLEMS THAT

     WOULD INTERFERE WITH THE COURSE OF TREATMENT ------------------
formcheckbox 
AGREE   formcheckbox 
 DISAGREE

13.  PATIENT SIGNATURE:





DATE:

COMMENTS:                                     

PATIENT’S IDENTIFICATION (Use this space for Mechanical Imprint)    
RECORDS MAINTAINED AT:


PATIENT’S NAME  (LAST, FIRST, Middle Initial)                  
SEX

RELATIONSHIP TO SPONSOR 


STATUS
RANK/GRADE

SPONSOR’S NAME 
ORGANIZATION

DEPART./SERVICE 
SSN/IDENTIFICATION
DATE OF BIRTH
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CLINIC:

DATE:


TIME:

BP:
  /
     T:

  P:

RR:

TOBACCO

formcheckbox 
YES   formcheckbox 
NO        If yes, motivated for cessation treatment?  FORMCHECKBOX 
YES   FORMCHECKBOX 
NO

PHYSICAL EXAMINATION:  Check appropriate column.


NORMAL
ABNORMAL
NOTES

EYES




EARS




MOUTH




HEART




LUNGS




ABDOMEN




EXTREMITIES




GAIT/CEREBELLUM




NEUROLOGICAL ASSESSMENT:

          ALCOHOL/DRUG WITHDRAWAL RISK ?           FORMCHECKBOX 
LOW      FORMCHECKBOX 
HIGH, refer to MTF

          MEDICALLY CLEARED FOR TREATMENT ?    formcheckbox 
YES      formcheckbox 
NO, refer to MTF

OTHER MEDICAL ISSUES:



PLAN [check appropriate box(s)]:

           FORMCHECKBOX 
Not presently eligible for SARD treatment due to unresolved physical, mental, or legal issues.

           FORMCHECKBOX 
Isolated alcohol incident-no significant history>>>Command Based program recommended.

           FORMCHECKBOX 
Isolated drug incident-no significant history>>>SARD referral.

           FORMCHECKBOX 
Alcohol/Drug history requiring further assessment>>>SARD referral.

           FORMCHECKBOX 
Alcohol/Drug history with withdrawal risk presently>>>MTF referral.

           FORMCHECKBOX 
Weight Management Program>>>SARD referral.

           FORMCHECKBOX 
CBC and LFT Panel drawn for SARD referral.

LAB RESULTS:  SEE MEDICAL RECORD

OTHER RESULTS:



 HM (if applicable):



 PCM/MO Signature:                                                                   POC/Phone/Pager #s: 
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