VBH-PA HEALTH CHOICES
METHADONE MAINTENANCE REPORT
520 Pleasant Valley Road, Trafford PA 15085
CHECK ONE:   FORMCHECKBOX 
 Initial          FORMCHECKBOX 
 Continued Stay        FORMCHECKBOX 
 Discharge/Referral
          FAX TO:  855-439-2444
	MEMBER INFORMATION


Member Name_______________________________________  DOB________ Age____ Gender____ Member's MA ID #_____________________

Member's Address______________________________________________ City__________________________ State________ Zip____________

Home ph#_________________________________________________ Work ph#_____________________________________________________

Axis I__________________________________________________________________________________________________________________

Axis II__________________________________________________________________________________________________________________
Axis III_________________________________________________________________________________________________________________
Axis IV_________________________________________________________________________________________________________________
AxisV__________________________________________________________________________________________________________________
	REFERRAL SOURCE (for Initial Requests Only)


 FORMCHECKBOX 
 Self-referral
 FORMCHECKBOX 
 Stepdown from residential
 FORMCHECKBOX 
 Transfer from another methadone program
 FORMCHECKBOX 
 Outpatient
 FORMCHECKBOX 
 No prior treatment
 FORMCHECKBOX 
Existing patient 
 FORMCHECKBOX 
 SCA
 FORMCHECKBOX 
 Other _______________________________________________________________________________
	PROVIDER INFORMATION


Name of Provider_______________________________________________________    Contact Person___________________________________
Provider Address_______________________________________________ City___________________________ State________ Zip____________
Telephone #____________________________________________________ Fax#________________________________________

	INDIVIDUALIZED PSYCHOTHERAPY SERVICES


 FORMCHECKBOX 
   A narcotic treatment program shall provide each patient an average of 2.5 hours of psychotherapy per month during the patient’s first 2 years, 1 hour of which shall be individual psychotherapy.  Additional psychotherapy shall be provided as dictated by ongoing assessment of the patient.

 FORMCHECKBOX 
   A narcotic treatment program shall provide each patient at least 1 hour per month of group or individual psychotherapy during the third and fourth year of treatment.  Additional psychotherapy shall be provided as dictated by ongoing assessment of the patient.

 FORMCHECKBOX 
   After 4 years of treatment, a narcotic treatment program shall provide each patient with at least 1 hour of group or individual psychotherapy every 2 months.  Additional psychotherapy shall be provided as dictated by ongoing assessment of the patient.
	TREATMENT FREQUENCY AND DURATION


Date first seen___________________________________________ Date last seen____________________________________________________

Requested Visits for this review period_____________________ From_____________________________ To_______________________________

Is this member receiving other treatment or community services?     FORMCHECKBOX 
 yes            FORMCHECKBOX 
 no
	OUTPATIENT NARCOTIC ADDICTION TREATMENT CRITERIA


Acute Intoxication or Withdrawal
Member is at minimal risk of withdrawal as evidenced by: 

  FORMCHECKBOX 
 CIWA Scale below 10 and after 8 hrs of use
 FORMCHECKBOX 
 Narcotics Withdrawal Scale (grades 1-4)

Has the member has been assessed for co-morbid addictions to opioid dependence?   FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no

Does the member meet admission criteria for another type of service?   FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no

If yes, is the service available?    FORMCHECKBOX 
 yes      FORMCHECKBOX 
 no
Biomedical Conditions and Complications

Severity of Medical Problems:    FORMCHECKBOX 
 None Reported       FORMCHECKBOX 
 Low        FORMCHECKBOX 
 Moderate       FORMCHECKBOX 
 High

Do medical problem(s) interfere with treatment?   FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no       FORMCHECKBOX 
 n/a 

Does your program communicate/coordinate with an outside provider in regard to member's medical problems(s)?   FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no       FORMCHECKBOX 
 n/a

Does the member meet admission criteria for another type of service?  FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no

If yes, is the service available?   FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no
VBH-PA HEALTH CHOICES
METHADONE MAINTENANCE REPORT
520 Pleasant Valley Road, Trafford PA 15085

	OUTPATIENT NARCOTIC ADDICTION TREATMENT CRITERIA (continued)


Emotional/Behavioral Conditions and Complications

Does the member's current mental status interfere with treatment?    FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no 

Does the member require a psychiatric evaluation?   FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no

Is the member on any medications?   FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no

Does your program communicate/coordinate with an outside provider in regards to member's care?   FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no       FORMCHECKBOX 
 n/a

Does the member's emotional condition meet admission criteria for another type of service?   FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no

If yes, is the service available?   FORMCHECKBOX 
 yes        FORMCHECKBOX 
 no

Treatment Acceptance/Resistance
Is member able to recognize that he/she has a problem with substance abuse?    FORMCHECKBOX 
 yes      FORMCHECKBOX 
 no

If no, is this being addressed?   FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no

Is member following program rules and regulations?    FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no

If no, is this being addressed?    FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no

Does member regularly attend medication appointments?    FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no

If no, is this being addressed?    FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no

Does member regularly attend counseling appointments?   FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no

If no, is this being addressed?    FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no

Does the member meet criteria for another type of service?   FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no

If yes, is the service available?   FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no
Relapse Potential
Member's relapse potential is    FORMCHECKBOX 
 low           FORMCHECKBOX 
 moderate           FORMCHECKBOX 
 high

Has your program performed random urine drug screens on the member?   FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no

If a relapse has occurred, is it being addressed?    FORMCHECKBOX 
 yes        FORMCHECKBOX 
 no       FORMCHECKBOX 
 n/a

Has the member identified positive coping skills?    FORMCHECKBOX 
 yes        FORMCHECKBOX 
 no

Does the member meet admission criteria for another type of service?   FORMCHECKBOX 
 yes      FORMCHECKBOX 
 no

If yes, is this service available?   FORMCHECKBOX 
 yes        FORMCHECKBOX 
 no

Recovery Environment

Does member have a supportive home environment?    FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no

Is member actively participating in community support groups such as AA/NA?   FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no

Is member actively participating in ICM services?    FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no

Are there barriers that may present difficulty for this member to access or participate in treatment?   FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no

If yes, is this being addressed?   FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no

Does member's current environment disrupt the recovery process requiring another level of care?   FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no

If yes, is this service available?   FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no 
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