BUMEDNOTE 5353

1 Dec 2003


From:
Substance Abuse Rehabilitation Program


To:

Subj:
RECOMMENDED CONTINUING CARE PLAN

Ref:
(a) OPNAVINST 5350.4C

1.  Per reference (a), you are provided with the following Continuing Care Treatment Plan to assist you in your recovery.

(   )
End of Treatment Diagnosis:  Alcohol Abuse/Dependence

(   )
Meet with the Command Drug and Alcohol Program Advisor

(   )
Attend _____________________ meetings at least _____ times weekly for _____ months.  (If Narcotics Anonymous is recommended but not available, Alcoholics Anonymous may be substituted.)

(   )
Participate in a formalized Continuing Care group for a maximum of _____  weeks.

2.  Should you have questions concerning your individual Continuing Care Treatment Plan, you may contact your counselor by mail or telephone.  Assistance is also available through your command DAPA.

3.  A copy of this recommended Continuing Care Treatment Plan has been provided to your commanding officer and command DAPA.  Failure to comply with your Continuing Care Treatment Plan may result in unsuccessful completion of treatment and possible administrative processing.  








______________________________








COUNSELOR

Acknowledgement:

Date:  ____________________

I have read and fully understand the contents of my personal Continuing Care Treatment Plan and do  /  do not agree.  (Circle one)

Comments:

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Enclosure (17)

Copy to:



 _____________________________

Commanding Officer                                           Patient Signature

DAPA

Patient Name                                                                                                        Rank/Grade                      Sex

____________________________________________________________________________________________

SSN/Identification Number                                                    Status                                    Date of Birth

____________________________________________________________________________________________

Branch of Service                                                                   Organization

____________________________________________________________________________________________

Sponsor’s Name                                                                     Relationship to Sponsor

Enclosure (17)
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