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TIP 63Part 5 of 5—Resources Related to Medications for Opioid Use Disorder 

 

 
 
 
 

 

 
 
 
 

  

Patient Urine Drug Screen and Medication Count Monitoring Form 

Patient’s Name:  ______________________________________________________ ___________________     Dates To Be Called: _

Called for: 

□ Urine Drug Screen

□ Medication Count at □Offce or □Pharmacy FOR: _____________________________________________________________

□ Buprenorphine/Naloxone

□ Other (list drug: ___________________________, ___________________________, ___________________________)

Documentation of Phone Call to Patient 

Patient was called at _____________________________ (insert phone #) on ____________________ (date) at 

_____:_____ (time) and informed of monitoring required (described above) within the next _______ hours. 

Check One: 

□ I spoke with patient

□ Message left on answering machine/voicemail

□ Message left with ________________________________________________

□ Other __________________________________________________________

Signature of Staff Member Making Phone Call: _______________________________________________________ 

M. Lofwall, February 27, 2017 (personal communication). Adapted with permission.




