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RREACT/HOPE OPIATE OUTREACH VISIT SHEET  Staff Name:

[JRREACT [JOC Request Time: Date of Service: Start Time:
Patient ID #: Patient Name: End Time:
DOB: SSN: Zip Code or Homeless:
Gender: chooseanitem Race: cpooseanitem Ethnicity: chooseanitem
O/D Location:

[ICommunity: [IPublic Facility:

[JHome [ICar [IFriend’s House OUnknown

Narcan: Chooseanitem Inpatient Referral: Chooseanitem  Pregnant: Chooseanitem
Emergency Department: chooseanitem Type of Visit: chooseanitem

Was the patient admitted? [INo [Yes, if yes, describe when follow-up is needed:

Contact Information

Homeless: Chooseanitem Franklin County Resident: Chooseanitem
Living Arrangements: [1Self [ISpouse [IParent(s) [L1Other

Address: City: ST: OH Zip Code:
Main Phone #: Cell #:

Emergency Contact #: Relationship:

Can a message be left with emergency contact? Chooseanitem

Family Supports Provided: UYes [ INo, who?

Narcan Kit Provided: [1Yes, Kit # [No, if no, reason:

Referral: Outcome

Results: Chooseanitem Same Day? LJYes [LINo, if no, Date:
[IMaryhaven Addiction Stabilization Center (MASC)

[JBridge Program — Franklin Station [J Mat (Agency )
[JOther (Provider ) [ Disposition Chooseanitem

Insurance Information:
Primary Insurance Provider:

Employed: [INo  [Yes, if yes, who:

Military Service: Chooseanltem
Assistance with hearing, vision, or mobility: [LINo [1Yes, if yes, explain:

Save& Submit
Visit Notes:
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