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Opioid Outreach & Treatment Referral Form
For office use only:

Internal    FORMCHECKBOX 


Prescriber   FORMCHECKBOX 

	Date (y/m/d):        
	        Client Name:      
	D.O.B (y/m/d):       

	Phone:      
	OK to Leave a Message?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No                       
	 OK to identify program/agency?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Referrer:      
	Clinic / Practice:      

	Referrer Phone:       
	Referrer e-mail:       


	Is the client currently experiencing symptoms of withdrawal?                 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Does the client want help to manage withdrawal symptoms?                   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Is the client pregnant?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No              Parenting children 6 yrs old or younger?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


	RECENT SUBSTANCE USE

	Which substances have been used in the past 3 months? (Check all that apply)

	 FORMCHECKBOX 
 Alcohol
	 FORMCHECKBOX 
 Crack
	 FORMCHECKBOX 
 Psychoactive Drugs

	 FORMCHECKBOX 
 Amphetamines
	 FORMCHECKBOX 
 Ecstasy
	 FORMCHECKBOX 
 OTC Codeine

	 FORMCHECKBOX 
 Barbiturates
	 FORMCHECKBOX 
 Inhalants
	 FORMCHECKBOX 
 Rx Opioids

	 FORMCHECKBOX 
 Benzodiazepines
	 FORMCHECKBOX 
 Hallucinogens
	 FORMCHECKBOX 
 Steroids

	 FORMCHECKBOX 
 Cannabis
	 FORMCHECKBOX 
 Heroin/Opium
	 FORMCHECKBOX 
 Tobacco

	 FORMCHECKBOX 
 Caffeine/Energy Drinks
	 FORMCHECKBOX 
 Methamphetamines
	 FORMCHECKBOX 
 Other: _______________

	 FORMCHECKBOX 
 Cocaine
	 FORMCHECKBOX 
 Methadone
	 FORMCHECKBOX 
 Unknown


	OPIOID SUBSTITUTION THERAPIES

	Current prescribed treatment:      FORMCHECKBOX 
 Methadone       FORMCHECKBOX 
 Suboxone     FORMCHECKBOX 
 Other _____________________
Current dose:                                                       Current prescriber:       
Duration of treatment?                                        Carry level:

	Additional information re. OST treatment plan: (i.e. dispensing, interruptions, etc.)
     



	REASON FOR REFERRAL (please check all that apply)

	 FORMCHECKBOX 
  Substance Use (re/lapse, escalating use, etc.)          FORMCHECKBOX 
  Mental Health            FORMCHECKBOX 
  Housing           FORMCHECKBOX 
  Financial            
 FORMCHECKBOX 
   Social / Emotional Health             FORMCHECKBOX 
  Pain Management                    FORMCHECKBOX 
  Other:  ___________________________________
Additional Comments:


	Please list any other services currently supporting the client, including other alcohol / drug services.
 



PHYSICIANS:  Please FAX signed Release of Information Form
Please fax referral to 905-847-8959
