MAT Intake

Demographics:
Name: _______________________________________________________           Location: ________________________ 
[bookmark: _Hlk77584696][bookmark: _Hlk78459003]Phone #: _______________________ Email: __________________________________ Birthdate: __________________      Social Security #: _______________________     Medi-Cal?    Yes □      No □   Medi-Care?    Yes □      No □ What part?  __________________________________   If not, what Insurance do you have? _________________________________
□ Switched PCP to SC County - Confirmation # ___________________________________
Alliance # 1-831-430-5505 or 1-800-700-3874
[bookmark: _Hlk87956703]Home Address:   ____________________________________________________________________________________
Mailing Address: ____________________________________________________________________________________

Dominican ED- 1. NASH Social Worker 831-212-4255 2. ED Social Worker 831-462-7306 3. Charge Nurse 831-462-7730        
Watsonville Community Hospital ED- Ashlye 

What Medication are they requesting, and requested dose?
□ Buprenorphine – Suboxone, Subutex, Sublocade XR-BUP, Etc. - ______________mg
Last Use Day & Time: _____________________________________________________
How is pt using Opiate: □ IV    □ Oral   □ Muscular   □ Snort   □ inhaled   □ Other: ______________
________________________________________________________________________________________
Hx of/or using alcohol: □ Yes   □ No      _________________________________ ___________
Hx of/or using Benzodiazepines: □ Yes   □ No     ___________________________ __________
[bookmark: _Hlk78551193]Does patient understand Induction: □ Yes   □ No
□ Naltrexone – Pills, Vivitrol XR-NTX  
□ Meth Protocol – Wellbutrin, Mirtazapine 
[bookmark: _Hlk78526738]What is your current Pharmacy?     __________________________________


History: Social Documentation (.SA11MATSOCDOC)

What is the longest amount of time you have been sober, what did you do to maintain sobriety at that time?
___________________________________________________________________________________________
[bookmark: _Hlk79414116]___________________________________________________________________________________________

Your Goals for Treatment & three things that motivate you to stay sober? (Plan)
1. ______________________________________________________________________
1. ______________________________________________________________________
1. ______________________________________________________________________

Drug Use History:
When and how did you start misusing drugs? _____________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
Have you ever overdosed? ____________________________________________________________________________

What are you currently using at this time (Drug - Dose - Frequency - Method)?
	Name of Drug
	Route of Administration
	Amount Used
	Age of first use
	Day & Time of Last Use
	Signs of Withdrawal

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	



Do you have a history of any other addictive behaviors? 
□ Gambling □ Sex □ Shopping □ eating disorders   □ Other: ________________________________________________



	1st
	2nd
	3rd
	Diagnostic Criteria: Check all criteria that patient currently meets

	□
	□
	□
	A problematic pattern of use leading to clinically significant impairment or distress, manifested by at least two of the following symptoms within a 12-month period.

	[bookmark: _Hlk79415724]□
	□
	□
	1. Substance is often taken in larger amounts or over longer period than was intended. 

	□
	□
	□
	2. There is a persistent desire or unsuccessful efforts to cut down or control substance use.

	□
	□
	□
	3. A great deal of time is spent in activities necessary to obtain substance, use disorder, or a recover from its efforts. 

	□
	□
	□
	4. Craving, or strong desire or urge to use substance. 

	□
	□
	□
	5. Recurrent substance use resulting in a failure to fulfill major role obligations at work, school, or home. 

	□
	□
	□
	6. Continued substance use despite having persistent or recurrent social or interpersonal problems caused or exacerbated by the effects of substance use. 

	□
	□
	□
	7. Important social, occupational, recreational activities are given up/reduced because of substance use. 

	□
	□
	□
	8. Recurrent substance use in situations in which it is physically hazardous.

	□
	□
	□
	9. Substance use is continued despite knowledge of having a persistent or recurrent physical or psychological problem that is likely to have been caused or exacerbated by substance use. 

	□
	□
	□
	10. Tolerance, as defined by either of the following:  a) A need for markedly increased amounts of substance to achieve intoxication or desired effect.  b) A markedly diminished effect of continued use of the same amount of substance. 

	□
	□
	□
	11.Withdrawal as manifested by either of the following:
a) Experiencing the characteristic withdrawal of the specific substance. (Assess the specific substances withdrawal symptoms in the DSM 5) b) The substance is taken to relieve or avoid withdrawal symptoms. 

	
	
	
	= Total (Mild = 2–3 symptoms   Moderate = 4–5 symptoms   Severe = 6 or more symptoms) (AUD/OUD/sTud)




MAT (Medication Assisted Treatment) History:    □ None
Please document source, dosage, effectiveness, timeframe, who prescribed Dr or Agency.
· [bookmark: _Hlk78537841]Methadone: ________________________________________________________________
· Buprenorphine: _____________________________________________________________
· Naltrexone: ________________________________________________________________
[bookmark: _Hlk79417165]Prior Tx episodes: ____________________________________________________________________________
[bookmark: _Hlk79497283]__________________________________________________________________________________________________

Mental Health History:
Ever diagnosed with a mental health condition or do you struggle with mental health?   □ Yes   □ No     
If yes, check all that apply. Give brief explanation or meds on/use to be on if applicable.
· Depression: _________________________________________________________________________________
· Obsessive Compulsive Disorder: (OCD) ____________________________________________________________
· Anxiety: ____________________________________________________________________________________
· Post-Traumatic Stress Disorder: (PTSD) ___________________________________________________________
· Bipolar______________________________________________________________________________________
· Attention Deficit Disorder: (ADD, ADHD) __________________________________________________________
· Schizophrenia: _______________________________________________________________________________
· [bookmark: _Hlk87957181]Panic Attacks: _______________________________________________________________________________
□  Other: __________________________________________________________________________________________
[bookmark: _Hlk78525714][bookmark: _Hlk78525419]Are you currently seeing a psychiatrist, psychologist, or counselor?   □ No   □ Yes
Provider’s name and contact info   ______________________________________________________________________
How many times have you seen them in the last 6 months? _________________________________________________
Have you ever been hospitalized for mental health issues?   □ No   □ Yes: ______________________________________
Have you ever attempted to end your life or hurt yourself?    □ No   □ Yes: _____________________________________
Do you currently have thoughts of ending your life or hurting yourself?    □ No   □ Yes
If yes, do you currently have a plan to end your life or hurt yourself? □ No   □ Yes
_________________________________________________________________________________
Do you have the means to carry out your plan? □ No   □ Yes ______________________________
MERT #: 1-800-952-2335   Office #: 831-454-4552   Access # 1-800-952-2335
Would you like to see IBH Therapist and/or Psychiatry?   □ Yes   □ No


Living Situation:    □ Homeless   □ Housed   □ SLE   □ Other ________________________________
Are you currently employed?    □ Yes     □ No Occupation: 
[bookmark: _Hlk78879900]Employer: ___________________________ Occupation: ________________________________
How do you get Money?  □ SSI     □ SSDI     □ GA    □ Food stamps □ Other: _________________
Marital status: __________________   Spouse Name: ____________________________________
Number of children: __________________          Years of education: __________________
Transportation: 
□ Vehicle   □ Bus   □ Walking   □ Other ________________________________________

Criminal History: Have you been arrested in the last 30 days? □ Yes     □ No
[bookmark: _Hlk79562040]Have you ever been incarcerated? □ No   □ If yes, what is the longest amount of time incarcerated? __________________________________________________________________________________________
Are you on Probation or Parole?   □ No  □ Yes, who is your PO? ______________________________________

[bookmark: _Hlk78550374]Sexual Activity:  □ Yes   □ Not currently   □ Never   
Birth-Control/Protection:  □ Abstinent    □ Other: _______________________________________
Partners:  □ Female   □ Male   □ Chose not to disclose   □ Other: _____________________________
[bookmark: _Hlk75860040]
Do you have any current medical conditions? _____________________________________________________________
__________________________________________________________________________________________________

Please list any surgeries you have had in the past: _________________________________________________________

Current Medications: Do you take any prescription medications, including psychiatric medications? □ Yes     □ No

	Medication
	Amount Used 
	How long and who is prescribing?

	
	
	

	
	
	

	
	
	

	
	
	






Who are 3 people in your life that are supportive of your Recovery?
1. _____________________________________
2. _____________________________________
3. _____________________________________









































Plan: (For Staff to Complete)

□      Explained MAT program to patient and expectations, gave MAT brochure.
□      Explained 454-4808 MAT line, after hours line 763-8227 and ED Bridge.
□      Patient Signed MAT Tx agreements   □ PCP, IBH & SUD Integrated Chart   □ Consent to Treat   □ BUP      
         □ NTX   □ Meth Protocol   □ Outside Group/SMA
· Get all the appropriate ROI consents signed: □ Probation/Parole   □ SLE   □ Jail/Well Path 
 □ Sending Clinic/Agency: __________________________    □ Other: _________________

□      Reviewed medication buprenorphine/naloxone (Suboxone), potential side effects, potential lethal    
        interaction with benzodiazepines and alcohol, safe administration and storage. Written information also 
        provided to patient. Patient verbalizes understanding of information provided: {Yes/No/Comment:17802}
        Is patient pregnant? 

· □ Updated FYI   □ Updated Care Team   □ Assisted patient setting up My Chart.  
· □ GPRA Intake Submitted in Shared File and Consent or   □ No Consent for GPRA
· □ Urine Drug Screen (POCT-LV5598): Sent out for confirmation Pain 8   □ Yes     □ No
· □ Breathalyzer (POCT-LV5772)   □ non-Applicable 
· [bookmark: _Hlk78537973]□ Narcan Given   
· □ Initial MAT Labs ordered will complete them on:  ________________________________
· Next Appt with SUDCM: ________________________   SDOH Appt: ___________________
· [bookmark: _Hlk79416608]Appt w/Initial MAT Prescriber: _______________   Appt for SMA: _____________________
· Appt to establish PCP: ______________________   Appt IBH/Psych: ___________________

