
Patient Demographics (complete or adhere label)   Date of Referral: 

_______________________________ 

Name: 
________________________________________________________________________________
___________ 

Health Card #: 
________________________________________________________________________________
___ 

Date of Birth (day/month/year): 
____________________________________________________________________ 

Gender: _________________________________ Phone #: 
___________________________________________ 

Address (including postal code): 
___________________________________________________________________ 

________________________________________________________________________________
_________________ 

Patient Substance Use Information (check all that apply) 

☐  Concurrent Disorders              ☐ Alcohol Use     ☐ Cannabis Use 

☐ Benzodiazepine Use    ☐ Opioid Use     ☐ Stimulant Use 

☐ Hallucinogen Use     ☐ Drug induced psychosis   ☐ Pregnant 

☐ Withdrawal follow up (Substance(s): 

_____________________________________________________________ 

 ☐ Other: 

________________________________________________________________________________
________ 

________________________________________________________________________________
_________________ 

Treatment Initiated 

  ☐ Suboxone _______mg  ☐ Methadone _______mg   ☐ Kadian _______mg 



  ☐ Naltrexone _______mg  ☐ Campral _______mg  ☐ Gabapentin 

_______mg 

  ☐ Olanzapine _______mg  ☐ Lorazepam _______mg  ☐ Diazepam _______mg 

  ☐ Other 

________________________________________________________________________________

________ 

☐   Prescription Provided      # of Days _______ Pharmacy: 

__________________________________ 

Medical Practitioner Name: 

______________________________________________________________________ 

Signature: 

________________________________________________________________________________

_______ 


