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Patient’s Name ______________________________________


BUPRENORPHINE MAINTENANCE TREATMENT

PHYSICIAN/OFFICE INFORMATION
Intake history and physical examination form – Sample Form #2

Name: ____________________________​  Date:___/___/___  I.D. # ___________  

Date of birth:___/___/___  Age:_____  Sex: M / F  Race: B / W /other:__________

Past Medical History: hospitalization: yes  no - list date, hospital and reason. 

________________________________________________________________________ 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

HBP    heart dz    endocarditis    asthma    pneumonia    PUD    HIV    psych   liver dis./hepatitis    anemia    diabetes    thyroid dz    CA    seizure 
Medications (include OTC): ________________________________________________________

Allergies: ________________________________________________________________________

Immunizations: Last Td ________  Doesn’t know   Accepts booster (> 10yrs.):_______

Pneumonia vaccine: no  yes  date:____________

Previous PPD:     _____________  Result:___________  Treated:______________________________

Previous HIV test:_____________  Result:___________

Prior Drug Tx.: total #_______ 

_______________________________________________________________

_______________________________________________________________________________

Inpatient Detox:  #______  ___________________________________________________

Drug Overdose:    #_______  __________________________________________________

Family History (first degree rel.) If deceased, give age and cause of death.: 

Heart dz Diabetes    HBP    Kidney dis.   Alcohol or drug problem    Mental illness    CA 
_______________________________________________________________________________

_______________________________________________________________________________

Substance Use History:

             Duration
Use 

Heroin  ______  $_______/day ______days/wk.  I.V. I.N. Dependent_________ yrs.

Other opiates
______  $______/day _____days/wk. P.O. I.V. drug_________________

Cocaine  ______  $______/day _____days/wk. I.V. I.N. Smoked  Last use___________

Alcohol  ______  Type & amt____________________/day _____days/wk.  Current: y  n

Benzodiazep.
______  Drug & amt._______________/day ____days/wk.  Current: y  n 

Marijuana
_______  Amt.____________/day ________days/wk. 

Tobacco  ______  ______pack(s)/day  Current: yes  no, quit date________________

Other: (clonidine, phenergan, other sedatives, PCP, LSD, amphetamines,inhalants)

___________
_______  ________________________________________________________

___________
_______  ________________________________________________________

Last drug use:(what, when)_____________________________________________________

Social History:

Currently working: yes  no  

   Type (present or previous work):_______________________________

Healthcare: yes  no  where:______________________________________  

   last visit:_____________

Health insurance: M.A.   Private    VA    None     

   Prescription coverage: yes  no

Marital status:____________________ Lives with:_________________________________

Does spouse or partner use drugs?______________________________________________

Children:(ages)________________________________________________________________

Children live with:____________________________________________________________

Dietary: Avg. # meals/day:_________  Food intolerance, no  yes:____________________

Comments:_______________________________________________________________________

Behavioral History:

Number sexual partners in past 5 yrs.:___0, ___1, ____2-5, ____>5  


     Opposite sex    Same 
Number sexual partners in last 4 wks: ___0, ___1, ____2-5, ____>5  

     Opposite sex    Same  

Have you shared works?__________  How recently?________________________________

Contraceptive used:_______________________  Condoms used:_________times/last 10

STD: Ever had Syphilis   Gonorrhea   Herpes   Chlamydia   Genital warts 

OB/Gyn: 

Last menstrual period:____________ Interval:___________ 

Flow: Nl.  Heavy   Scant Abnormal discharge:n / y ________________________ 

# times pregnant:_____  # deliveries_____  

Breast: c/o Pain_____ Lump_____ Discharge_____ 

Last Pap smear:______________  Result: Nl   Abn.  ___________________________

Review of Systems: if pos.  

 Drug/withdrawal related: Runny nose___, Bodyaches___, Irritable___, Chills___, Nausea___, Stomach cramps___, Diarrhea___, Agitation___, 

Difficulty concentrating___, Tremors___.

 General: Weight change___, Loss of appetite___, Fever___, Night sweats___,  Fatigue___. 

 Immunol./Integ.: Swollen “glands”___, Skin rash___, Abscess___.

 ENT: Poor vision___, Poor hearing___, Dental problems___, Hoarseness___.

 Pulmonary: Cough___, Wheezing___, Shortness of breath___.

 Circulatory: Chest pain___, Fainting___, Palpitations___, Ankle swelling___,

   Cold or painful extremity___.    

 Gastrointest.: Heartburn___, Abdominal pain___, N / V / D / C (circle)___, Hemorrhoids___.

 Urogenital:  Nocturia x ___, Urgency/freq.___, Hematuria___, Discharge___, 

 Decreased Libido___, Irregular Periods___, Amennorhea___.

 Musculoskeletal: Back pain___, Joint pain___, Joint swelling___, Muscle weakness___.

 Neurologic: Headache___, Memory loss__, Incoordination___, 

Depression___, Anxiety___.

Comments:______________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

________________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

________________________________________________________________________________

Patient Education: (√) if done         HIV prevention (  )   

                                   TB prevention  (  )  

                                   Quit smoking   (  ) 

                                   Other:______________________________ (  )

Advanced Directives information offered: 

Yes (  )


No  (  ) If no, document reason in progress note.

Signature person completing this form:________________________________________  

Date: __________________________________________________________________________

Laboratory results:___________________________________________________________

EKG:____________________________________________________________________________

Immunization needs:
 Td:______ 

                    Pneumonia vaccine:______ 

Diagnoses: 
1. _________________________


2. _________________________


3. _________________________


4. _________________________


5. _________________________

History of, S/P:

 _______________________________________________________________________________

_______________________________________________________________________________
Problem List / Plan:

1._____________________________________________________________________________ 

2._____________________________________________________________________________ 

3._____________________________________________________________________________ 

4.______________________________________________________________________________

5._____________________________________________________________________________

6._____________________________________________________________________________

Physician’s signature:_______________________________  Date:______________ 

D:\bup curr update\Cl Tools fr ECS\06 H&P gbj.doc

