 MAT Pre-group Check-In

Name: ________________________________________________
Buprenorphine Symptoms: 
0 = Low         10 = High
Cravings:        	0    1    2    3    4    5    6    7    8    9    10
Side Effects:    	0    1    2    3    4    5    6    7    8    9    10
Pain:                	0    1    2    3    4    5    6    7    8    9    10
Constipation:   0    1    2    3    4    5    6    7    8    9    10
Depression:      	0    1    2    3    4    5    6    7    8    9    10
Anxiety:           	0    1    2    3    4    5    6    7    8    9    10

Sleep:     poor      fair            good              very good

Triggers I encountered this week: ________________________________________________
_____________________________________________________________________________
What I did for my recovery this week: ____________________________________________
_____________________________________________________________________________
Other Concerns: _______________________________________________________________
Time Constraints for group today: _______________________________________________
______________________________________________________________________________
Need to see the Dr. individually: 

UDS: AMP   BAR   BUP   BZO   COC   MET   MDMA   MTD   OPI   OXY   THc
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