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DEPARTMENT OF HEALTH





                         Hub Medication Assisted Treatment (MAT) 


                               Screening Form


Date of first call:  
Name:  
Address:  
Contact #  
 FORMTEXT 

     
  Messages OK?  
 Yes
 FORMCHECKBOX 
 No

Pregnant:    No Yes 

Type of Insurance: 
 FORMCHECKBOX 
  Medicaid Insurance (please include Medicaid ID#, if unknown, SS#):         

 FORMCHECKBOX 
 VHAP     FORMCHECKBOX 
 Private    FORMCHECKBOX 
 Medicare   FORMCHECKBOX 
 None     FORMCHECKBOX 
 Other       
Last 4 digits of Social Security        Payments from Social Security/Disability:   FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No

How often do you use opiates?      # times/day,       # days/week      #days/month


What is the amount of opiates you use per day (mg, bags):       
 
When you go for a day without using, do you feel uncomfortable?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

     If yes, how bad do you feel? (0=a little, 10=can’t get out of bed):      
Do you experience any of the following:  

 FORMCHECKBOX 
 Nausea / vomiting 
 FORMCHECKBOX 
 Chills  
 FORMCHECKBOX 
  Goose flesh 
 FORMCHECKBOX 
 Perspiration 
 FORMCHECKBOX 
Shaking 
 FORMCHECKBOX 
 Other:       
How long have you used opiates regularly (daily or almost daily)?      
Type of opiate used most often:        FORMTEXT 

     

Other opiates also used:  
Usual route of administration (IV/Or/Sn):       


Are you receiving medication assisted treatment now  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 
If yes, where?        




Do you currently have a PCP?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No     If yes, name       Number        
	Ask patient each question, circle answer for each
	Yes
	No

	Have you ever used a drug intravenously?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If you have ever been on medication-assisted treatment (e.g. methadone, buprenorphine) before, were you successful? (If never in treatment before, leave answer blank)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you have a chronic pain issue that needs treatment?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you have any significant medical problems (e.g. Hepatitis, HIV, Diabetes)?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you ever use cocaine, even occasionally?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you ever use benzodiazepines, even occasionally?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you have a problem with alcohol, have you ever been told that you have a problem with alcohol or have you ever gotten a DWI/DUI?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you have any psychiatric problems (e.g. major depression, bipolar, severe anxiety, PTSD, schizophrenia, personality subtype of antisocial, borderline, or sociopathy)?
	
	

	Are you currently going to any counseling, AA or NA?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Are you motivated for treatment?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you have a partner that uses drugs or alcohol?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you have 2 or more close friends or family members who do not use alcohol or drugs?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Is your housing stable?
	
	

	Do you have access to reliable transportation?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you have a reliable phone number?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Did you receive a high school diploma or equivalent (e.g. did you complete > 12 years of education)?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Are you employed?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you have any legal issues (e.g. charges pending, probation/parole, etc)?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Are you currently on probation?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Have you ever been charged (not necessarily convicted) with drug dealing? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 



    ​​​​​
      If yes to any of these questions, further assessment may be required: 
Are you currently feeling like you would hurt yourself or someone else? 

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 



(If yes, immediate referral to clinical staff for additional screening)

Have you experienced a recent overdose (within the prior year)?


 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No



(If yes, review with clinical team within 24 hours) If yes, on what 
Have you ever heard or seen things that other people have not heard or seen 
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
If yes, how recent has that occurred?       


(If yes, immediate referral to clinical staff for additional screening)
Based on the phone screening above, individual will most likely be appropriate for: 


 Non-MAT
 OBOT
 OTP 

  Patient Not Appropriate for Medication Assisted Treatment based on the following:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Additional Comments/Information: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Patient Referred To:

 Chittenden Clinic 802-488-6450
 BAART Newport 802-334-0110  
 BAART St. Johnsbury: 802-748-6166  
 CVAM (formerly BAART Berlin): 802-223-2003  



 West Ridge 802-776-5800

 Habit OPCO W. Leb:  603-298-2146   
 Brattleboro Retreat:  800-345-5550 


  Habit OPCO Brattleboro 802- 258-4623   
Other Services: 
 Crisis Services 


  Needle Exchange Program

  Emergency Department 
        
  Detox   



  Primary Care Physician

 SA / MH Treatment

  Residential 



  Other:      
This form should be reviewed by clinical staff within 48 hours of completion. 

________________________________

______________

Signature and Credentials of Clinical Staff

Review Date                                                                                       v.5.2016
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