Family Medicine and

Urgent Care (Rapid)
PLLC

Suboxone (Buprenorphine-Naloxone) Treatment Agreement/Contract

Name:
Date of Birth:
Allergies:

PATIENT QUESTIONNAIRE
1. ARE YOU CURRENTLY TAKING SUBOXONE? YES / NO
2. HAVE YOU BEEN PRESCRIBED SUBOXONE IN THE LAST 30 DAYS? YES / NO
3 If yes to number 2 - where/Who?
4. HAVE YOU PURCHASED STREET SUBOXONE? YES / NO

5. ARE YOU CURRENTLY / RECENTLY TAKING ANY NONPRESCRIPTION MEDICATIONS OR
OTHER SUBSTANCES? YES / NO

6. HAVE YOU EVER TRIED TO OR HAD THOUGHTS OF HARMING YOURSELF OR OTHERS? YES
/ NO

7. HAVE YOU BEEN HOSPITALIZED WITHIN THE LAST YEAR? YES / NO IF YES,
WHEN?

8. ARE YOU CURRENTLY IN THERAPY? YES / NO

9 If yes Where?
10. THERAPY REFERRAL IF NOT
RECEIVING:

MEDICATION PROFILE
PLEASE COMPLETE SECTION BELOW AND BRING IN YOUR BOTTLES OF MEDICATIONS
FOR REVIEW.

1.

2.




10.

| have been informed and agree to the following as | agree to enter into the Suboxone
(Buprenorphine-Naloxone) program for a past history that
includes:

| freely and voluntarily agree to the following:

e | agree to keep, be on time, to all of my monthly office visits. Not compiling with this can
interfere with results of urine collection for drug screening and possible dismissal from
the program/practice

e | agree to substance abuse counseling and/or possible Behaviour Therapy counseling if
initiated

e | understand that my urine will be collected at least monthly and sent for
screening/analysis for Unauthorized (Not prescribed and/or lllegal Drugs) medications
and Authorized (Medications prescribed for treatment) medications.

e | understand that with 3 inconsistent urine medication/drug toxicology screens (testing
negative for any prescribed controlled substances or positive for any substances not
prescribed) will result in dismissal from the program.

e | agree that it is My responsibility to safeguard my medications. | understand that this
office is not responsible for and will not reauthorize controlled substances for lost,
misplaced, and/or stolen medications.

e | understand and agree that it is the policy of this office not to authorize early pick up for
any controlled substances and it is my responsibility to plan accordingly to have
available medications on hand if any situation arises (IE: Vacation, out of town, etc..) e |
understand that it is my responsibility to maintain 1 pharmacy for my medications. | will
identify one pharmacy to use for filling these prescriptions. | agree to allow providers at

Family Medicine and Urgent Care (Rapid Care), PLLC to contact pharmacies as needed to

confirm my prescriptions and prescription history. No switching pharmacies unless in

isolated circumstances.

e | understand that my medications will be sent to the Pharmacy Electronically. Patients
will not be given hand written prescriptions for controlled substances.



e | agree not to mix my medications with Alcohol and/or other Sedating medications
(Increased risk of overdose)

e | understand it is my responsibility not to receive other Controlled Medications such as
Benzodiazepines from other providers and to inform this office of any other controlled
substances that | may be taking from other providers. Failure to disclose will result in
dismissal from this office.

e | agree to use this medication as prescribed (IE: Daily dose)

e | agree to inform provider if pregnancy and/or if patient is breastfeeding

I also understand that the prescribing and use of Controlled substances is monitored and
regulated by State Agencies.

Patient Name:

Patient Signature:

Provider Name:

Provider Signature:

Date:

Two Locations:

4534 Raeford road, Fayetteville, NC 28304
Phone: (910) 229-2053

2609 South Horner Blvd, Sanford, NC 27332
Phone: (919) 718-0414



