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PATIENT INTAKE: MEDICAL HISTORY 
(To be completed by patient) 

 

Use the opposite side of the page as necessary to complete your answers. Please print legibly. 

Name: _____________________________________________________________________________________ 

Address: ____________________________________________________________________________________ 

Phone: (w) __________________________ (h) _________________________ (c) ________________________ 

DOB: _________________________  Age: ______________  

Emergency contact: ___________________________________________________________________________ 

Relationship to patient: ________________________________ Phone: _________________________________ 

Primary care physician: ________________________________ Phone: _________________________________ 

Date of last physical: _______________ Have you ever had an EKG?  (   ) N  (   ) Y   Date: _________________ 

Current or past medical conditions (check all that apply): 

(   ) Asthma/respiratory   (   ) Cardiovascular (heart attack, high cholesterol, angina) 

(   ) Hypertension   (   ) Epilepsy or seizure disorder (   ) GI disease   

(   ) Head trauma   (   ) HIV/AIDS (   ) Diabetes   

(   ) Liver problems (   ) Pancreatic problems   (   ) Thyroid disease 

(   ) STDs (   ) Abnormal Pap smear   (   ) Nutritional deficiency 

 

Other (Please describe): ___________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

If there a family history of any of the illnesses listed above, please put an “F” next to that illness. 

MD NOTES: __________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 
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Is there a family history of anything NOT listed here? (   ) N  (   ) Y (Please explain)  _______________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

MD NOTES: _______________________________________________________________________________ 

___________________________________________________________________________________________ 

Have you ever had surgery or been hospitalized? (   ) N  (   ) Y (Please describe)  _________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

MD NOTES: _______________________________________________________________________________ 

___________________________________________________________________________________________ 

Childhood Illnesses 

Measles (   ) N (   ) Y Mumps (   ) N (   ) Y Chicken Pox (   ) N (   ) Y 

 

Have you or a family member ever been diagnosed with a psychiatric or mental illness?  (   ) N  (   ) Y (Please 

describe) ___________________________________________________________________________________ 

Have you ever taken or been prescribed antidepressants?  (   ) N  (   ) Y For what reason ___________________ 

Medication(s) and dates of use: ______________________________  Why stopped: _______________________ 

Please list all current prescription medications and how often you take them (example: Dilantin 3x/day). 

DO NOT include medications you may be currently misusing (that information is needed later): ______________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

Please list all current herbal medicines, vitamin supplements, etc, and how often you take them: ____________ 

___________________________________________________________________________________________ 

MD NOTES: _______________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

Please list any allergies you have (eg, penicillin, bees, or peanuts): _____________________________________ 

___________________________________________________________________________________________ 

MD NOTES: _________________________________________________________________________ ______ 
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Tobacco History 

Cigarettes:  Now? (   ) N (   ) Y In the past? (   ) N (   ) Y 

How many per day, on average?  _________ For how many years?  _________ 

      

Pipe: Now? (   ) N (   ) Y In the past? (   ) N (   ) Y 

How often per day, on average?  _________ For how many years?  _________ 

 

Have you ever been treated for substance misuse?  (   ) N  (   ) Y (Please describe when, where and for how 

long) 

 ____________________________________________________________________________________________________ 

How long have you been misusing substances?            

Substance Use History 

 No 

Yes/Past 

or 

Yes/Now 

Route How Much How Often  
Date/Time  

of Last Use 

Quantity  

Last Used 

Alcohol        

Caffeine (pills or 

beverages) 
       

Cocaine        

Crystal Meth- 

Amphetamine 
       

Heroin        

Inhalants        

LSD or 

Hallucinogens 
       

Marijuana        

Methadone        

Pain Killers        

PCP        

Stimulants (pills)        

Tranquilizers/ 

Sleeping Pills 
       

Ecstasy        

Other        
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Did you ever stop using any of the above because of dependence?  (   ) N  (   ) Y (Please list)  ________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

What was your longest period of abstinence?  ______________________________________________________ 

___________________________________________________________________________________________ 

Are you receiving, or have you ever received counseling support?  (   ) N  (   ) Y  (Please describe when and for 

how long)  _________________________________________________________________________________ 

___________________________________________________________________________________________ 

MD NOTES: _______________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 
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PATIENT INTAKE: SOCIAL/FAMILY HISTORY 
(To be completed by patient) 

 

(Circle one)     Married      Single      Long-term relationship     Divorced/Separated    

Years married/in long-term relationship: ____________Times married: ________Times divorced: ________ 

Children?  (   ) N    (   ) Y   Current ages (Please list) _________________________________________________ 

Residing with you?  (   ) N  (   ) Y  If no, where? __________________________________________________     

Where are you currently living? _________________________________________________________________ 

Do you have family nearby? (   ) N  (   ) Y (Please describe) ___________________________________________ 

Education (check most recent degree):  

(   ) Graduate School          (   ) College          (   ) Professional or Vocational School           

(   ) High School      Grade     

Are you currently employed?  (   ) N  (   ) Y  Where (if no, where were you last employed)? _________________ 

What type of work do/did you do? _____________________ How long have/did you work(ed) there? ________ 

Have you ever been arrested or convicted? (   ) N  (   ) Y (Check all that apply) 

(   ) DWI    (   ) Drug-related    (   ) Domestic violence    (   ) Other ______________________________________ 

Have you ever been abused? (   ) N  (   ) Y 

(   ) Physically    (   ) Sexually (including rape or attempted rape)    (   ) Verbally    (   ) Emotionally 

Have you ever attended: 

AA:    (   ) Current    (   ) Past        NA:    (   ) Current    (   ) Past        CA:    (  ) Current    (   ) Past    

ACOA:    (   ) Current    (   ) Past        OA:    (   ) Current    (   ) Past 

If you are not currently attending meetings, what factors led you to stop?  ________________________________ 

Have you ever been in counseling or therapy? (   )   N  (   ) Y (Please describe) ____________________________         



 
CLINIC POLICY AGREEMENT 

 

The purpose of this agreement is to outline the terms and requirements of being a patient at this 

clinic.  These guidelines are designed to provide each patient with the best possible relief of pain, 

daily functioning, and quality of life while providing for the safety of each patient. 

 

 

PLEASE READ AND ACKNOWLEDGE WITH YOUR INITIALS THE FOLLOWING: 

 

____ I will regularly see my primary care provider who is responsible for my general health needs. 

____ I will treat all clinic staff with respect and conduct myself appropriately in the office.   

____ I will be honest about my pain levels and use of medications. 

____ I will comply with the treatment plan that my provider and I partnered to establish, including 

referrals to specialists, diagnostic testing, psychological testing/therapy, etc.  

____ I understand that if the my provider permits me to receive my counseling through an outside 

 counselor (i.e., one not at the Lucina Treatment Center), then I am responsible for providing 

 documentation that I am in compliance with the counseling requirement of the 

 comprehensive therapeutic program. 

____ I understand and accept the risks and side effects associated with the use of prescription 

medications.  I will read all drug inserts provided by the pharmacy, and ask any questions of 

my provider if I am unclear about the risks and side effects associated with any prescribed 

medications. 

____ I agree to keep and be on time to all my appointments. If I am less than 30 minutes late I 

 understand that I can be seen at the end of the day or sooner if time permits. If I am more than 

 30 minutes late to my appointment I will automatically be rescheduled for a future date and 

 charged a missed appointment fee. 

____ If I fail to attend a scheduled appointment or cancel my appointment less than 24 hours prior to 

 the appt time, three times in a twelve month period, I understand that I will be discharged 

 from the clinic. 

____ I agree NOT to sell, share, or give away any of my medication to another person. I understand 

 that such mishandling of my medication is a serious violation and could result in my treatment 

 being terminated. 

____ I agree that the medication prescribed for me is my responsibility and that I am required to keep 

 it in a safe and secure location, preferably in a lock box. I understand that lost or stolen 

 medication will NOT be replaced regardless of the circumstances. I understand that the policy 

 of Lucina Treatment Center is: NO EARLY REFILLS. 



____ I agree that prescribed medications will be provided to me only at my regular office visits. I 

 further understand that a missed appointment may result in my not being able to obtain my 

 medication/prescription until the next regularly scheduled appointment. 

____ I agree to abstain from ALL alcoholic beverages, opioids, benzodiazepines, methamphetamine, 

 heroin, cocaine, marijuana, illicitly obtained substances, and other substances of abuse while 

 taking Suboxone. Failure to comply may result in termination from the treatment program at 

 provider’s discretion. 

____ I agree to provide urine specimens at every office visit, and in addition to provide random urine 

 samples upon request of the medical provider. I understand that a positive urine drug screen 

 will result in confirmatory testing from an outside laboratory at my expense. 

____ I agree to appear for a random pill count upon request of the medical provider. I understand that 

 failure to provide a random urine specimen or failure to appear for a random pill count will be 

 considered grounds for discharge from the treatment program. 

____ I agree to adhere to the clinic payment policy. 

____ I understand that violations of any of the above may be considered grounds for termination of 

 treatment. 

 

 

 

I _________________________________agree to the terms of this agreement and understand any violations 

on my part may result in consequences including discharge. 

 

 
 

              

Signature         Date 

 

 

 

 

 

 

 

 

AUTHORIZATION TO RELEASE VERBAL INFORMATION 

 

 

I, _____________________________, hereby authorize the named person(s) to receive verbal medical 

information about myself. 

 

(1)       (2)       

 

 

              

Signature        Date 



 
CLINIC PAYMENT POLICY AGREEMENT 

 

The purpose of this agreement is to outline the terms and requirements of being a patient at this 

clinic.  These guidelines are designed to provide each patient with the best possible relief of pain, 

daily functioning, and quality of life while providing for the safety of each patient. 

 

 

Explanation of treatment costs: 

Enrollment in our comprehensive treatment center requires a flat payment of $300 per month. This 

includes the cost of: 

 Required counseling sessions if you attend one of our group sessions (individual sessions have a 

separate fee) 

 Laboratory testing including urine drug screens (confirmatory testing requires an additional fee) 

and urine pregnancy tests if applicable 

 Clinic visits which may require multiple visits in a single month such as during induction and for 

random urine drug screenings or pill counts 

 

What’s NOT included: 

 Confirmatory testing for positive drug screens: price dependent on outside laboratory 

 Individualized counseling sessions at our clinic: $60 

 Missed clinic and counseling appointments without 24-hour prior notice: $25 

 Returned checks or declined credit card payment: $25 

 Medication costs: around $8-20 per film based on insurance coverage 

 

We do NOT accept insurance. Acceptable forms of payment include: 

 Cash 

 Check (personal or cashier’s) made out to Lucina Treatment Center, LLC 

 Money order 

 Credit cards (Visa, MasterCard, Discover) 

 

I _________________________________agree to the terms of this agreement and understand any violations 

on my part may result in consequences including discharge. 

 

 
 

              

Signature         Date 



 

Patient information and consent to treatment with buprenorphine 

Buprenorphine is an FDA approved medication for treatment of people with heroin or other opioid 

addiction. Buprenorphine can be used for detoxification or for maintenance therapy. Maintenance 

therapy can continue as long as medically necessary. There are other treatments for opiate 

addiction, including methadone, naltrexone, and some treatments without medications that include 

counseling, groups and meetings. 

If you are dependent on opiates – any opiates - you should be in as much withdrawal as possible 

when you take the first dose of buprenorphine. It you are not in withdrawal, buprenorphine can 

cause severe opiate withdrawal. For that reason, you should take the first dose in the office and 

remain in the office for at least 2 hours. We recommend that you arrange not to drive after your first 

dose, because some patients get drowsy until the correct dose is determined for them. 

Some patients find that it takes several days to get used to the transition from the opiate they had 

been using to buprenorphine. During that time, any use of other opiates may cause an increase in 

symptoms. After you become stabilized on buprenorphine, it is expected that other opiates will have 

less effect. Attempts to override the buprenorphine by taking more opiates could result in an opiate 

overdose. You should not take any other medication without discussing it with the physician first. 

Combining buprenorphine with alcohol or other sedating medications is dangerous. The combination 

of buprenorphine with benzodiazepines (such as Valium®, Librium®, Ativan®, Xanax®, Klonopin®, 

etc.) has resulted in deaths. 

Although buprenorphine has not been shown to be liver-damaging, your doctor will monitor your liver 

tests while you are taking buprenorphine (This is a blood test). 

The form of buprenorphine you will be taking is a combination of buprenorphine with a short acting 

opiate blocker (Naloxone). It will maintain physical dependence, and if you discontinue it suddenly, 

you will likely experience withdrawal. If you are not already dependent, you should not take 

buprenorphine, it could eventually cause physical dependence. 

Buprenorphine sublingual films/tablets or buccal film must be held/left in place until they dissolve 

completely. You will be given your first dose at the clinic, and you will have to wait as it dissolves, 

and for two hours after it dissolves, to see how you react. It is important not to talk or swallow until 

the film/tablet dissolves. This takes up to ten minutes. Buprenorphine is then absorbed over the next 



30 to 120 minutes from the tissue under the tongue. Buprenorphine will not be absorbed from the 

stomach if it is swallowed. 

If you swallow the film/tablet, you will not have the important benefits of the medication, and it may 

not relieve your withdrawal. Most patients end up at a daily dose of 16 mg to 24 mg of 

buprenorphine (Suboxone, other formulation doses differ a little) (this is roughly equivalent to 60mg 

of methadone maintenance). Beyond that dose, the effects of buprenorphine plateau, so there may 

not be any more benefit to increase in dose. It may take several weeks to determine just the right 

dose for you. The first dose is usually 4 mg (Suboxone). 

If you are transferring to buprenorphine from methadone maintenance, your dose has to be tapered 

until you have been below 30 mg methadone for at least a week. There must be at least 24 hours 

(preferably longer) between the time you take your last methadone dose and the time you are given 

your first dose of buprenorphine. Your doctor will examine you for clear signs of withdrawal, and you 

will not be given buprenorphine until you are in withdrawal. 

I have read and understand these details about buprenorphine treatment. I wish to be treated 

with buprenorphine. 

 

Signed __________________________________________Date ______________ 



 
Pharmacy Consent Form for Buprenorphine Treatment 

 

Description:  

By signing this Appointed Pharmacy Consent Form, the patient authorizes a physician to disclose to 

the pharmacy that he or she is being treated for opioid dependence; the pharmacy is also authorized 

to contact the physician to discuss treatment. 

 

Lucina Treatment Center, LLC 

200 Medical Drive Ste C1A 

Carmel, IN 46032 

 

APPOINTED PHARMACY CONSENT 

 

I,          [Patient Name- Print], do hereby: 

 

1) _X_ Authorize Andrew Roberts, MD at the above address to disclose my treatment for opioid 

dependence to employees of the pharmacy specified below. Treatment disclosure most often 

includes, but may not be limited to, discussing my medications with the pharmacist, and 

faxing/calling in my buprenorphine prescriptions directly to the pharmacy. 

2) _X_ Agree to allow pharmacist to contact physician listed above to discuss my treatment if 

necessary so that my buprenorphine prescriptions can be filled and picked up. 

I understand that I may withdraw this consent at any time, either verbally or in writing except to the 

extent that action has been taken on reliance on it. This consent will last while I am being treated for 

opioid dependence by the physician specified above unless I withdraw my consent during treatment. 

This consent will expire 365 days after I complete my treatment, unless the physician specified 

above is otherwise notified by me. 

I understand that the records to be released may contain information pertaining to psychiatric 

treatment and/or treatment for alcohol and/or drug dependence. These records may also contain 

confidential information about communicable diseases including HIV (AIDS) or related illness. I 

understand that these records are protected by the Code of Federal Regulations Title 42 Part 2 (42 

CFR Part 2) which prohibits the recipient of these records from making any further disclosures to 

third parties without the express written consent of the patient. 

http://www.buppractice.com/node/2794


I acknowledge that I have been notified of my rights pertaining to the confidentiality of my treatment 

information/records under 42 CFR Part 2, and I further acknowledge that I understand those rights. 

 

               

Patient Signature    Patient Name (Print)     Date 

              

Parent/Guardian Signature   Parent/Guardian Name (Print)    Date 

              

Witness Signature (if minor)  Witness Name (Print)    Date 

 

Appointed Pharmacy: Name:      Phone:     

Address:              

 

Confidentiality of Alcohol- and Drug-Dependence Patient Records 

The confidentiality of alcohol- and drug-dependence patient records maintained by this 

practice/program is protected by federal law and regulations. Generally, the practice/program may 

not say to a person outside the practice/program that a patient attends the practice/program, or 

disclose any information identifying a patient 

as being alcohol- or drug-dependent unless: 

1. The patient consents in writing; 

2. The disclosure is allowed by a court order; or 

3. The disclosure is made to medical personnel in a medical emergency or to qualified personnel for 

research, audit, or practice/program evaluation. 

Violation of the federal law and regulations by a practice/program is a crime. Suspected violations 

may be reported to appropriate authorities in accordance with federal regulations. 

Federal law and regulations do not protect any information about a crime committed by a patient 

either at the practice/program or against any person who works for the practice/program or about 

any threat to commit 

such a crime. 

Federal laws and regulations do not protect any information about suspected child abuse or neglect 

from being reported under state law to appropriate state or local authorities. 
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