  SUBSTANCE ABUSE REHABILITATION PROGRAM

NAVAL MEDICAL CENTER PORTSMOUTH

PATIENT REGISTRATION


This form must be legibly filled out in its entirety before an appointment will be scheduled.

                                                         Please fill out by typing or black pen.

How will Patient arrive (check one)         POV,      Comm Air,      MEDIVAC. If Patient is escorted, you must make arrangements for return transportation. If ship is deployed the Beach Det will be________________________________Phone:________________

Any Medical or Legal Actions Pending? Y_____ N_____ If yes, please stop and contact SARP Patient Affairs at (757) (DSN 564) 444-1948/4019 ext. 303, FAX 444-9412 or e-mail MLWaters@mar.med.navy.mil.    

Rroman@mar.med.navy.mil   JNPeralta@mar.med.navy.mil 

Supervisor:  HMCS Anies 444-4019 Ext. 301/365

CNO ADMIN SEPS MUST BE IAW CURRENT NAVADMIN MESSAGE. (FOR LEVELS II & III)

ALL SEPERATION DOCUMENTATION MUST BE COMPLETED PRIOR TO SCHEDULING AN ADMISSION DATE.

SERVICE REQUESTED AT LOCATION: ( NORFOLK   ( OCEANA ( LITTLE  (check one)

( Alcohol ( Drug or       Tobacco Cessation  (check all that apply)
Screening   

Level .5 (IMPACT) 
Where screened ________________________________________________________?


Level I (OUTPATIENT)   Where  screened______________________________________________________?

Level II (INTENSIVE OUTPATIENT   Level III (RESIDENTIAL)

Prior Treatment:  Level/Year/Location:________________________________________________________

Date Range Patient is available: from________________ to_______________(mm/dd/yy)

All appointments will be filled within 30 days of initial request for services.

CONFIRMATION WILL NOT BE GIVEN UNTIL ALL DATA HAS BEEN PROVIDED AND VERIFIED.  SERVICE AND MEDICAL RECORDS MUST ACCOMPANY PATIENT OR TREATMENT CAN NOT BE PROVIDED.  
______________________________________________________________________________________

Patient NAME (Last, First, MI)
Rate/Rank
Branch Svc
SSN#
Active/Retired/Dep

If the patient is not active duty or retired please provide sponsor’s social security number ________________________________

Command Official Mailing Address

             (no abbreviations please)

_______________________________

UNIT ID CODE (UIC)_____________________________

_______________________________

CMD DAPA____________________________________

_______________________________

CMD PHONE#__________________________________

_______________________________

CMD FAX#____________________________________

DAPA E-Mail_____________________

POC of Referral__________________________________

CO E-Mail_______________________

CMC/ADMIN Name/Phone# _____________________________

XO E-Mail_______________________

CMC E-Mail______________________

Valid Driver’s License? Y        N         EAOS: mm/dd/yy___/___/___, Length of Svc: (YY/MM___/___)

Education:___________ Sex: M____ F_____, DOB: mm/dd/yy___/___/___, Age:______

Ethnic Background _______________________ Religion ___________________________,

No. Of Dependents: ______, Marital Status: Single _____, Married _____, Separated _____, Divorced_____

Next Of Kin Complete address and telephone number: ______________________________________






   _______________________________________________






   _______________________________________________

 




   _______________________________________________



   _______________________________________________



   RELATIONSHIP__________________________________














(revised  8/04)

CHCS________


PDS  ________


CONF _______


     OFFICE USE ONLY











