                             Hampton Psych NPs, PLLC ADHD Client Visit Requirements
                                            (ADHD clients must be seen via video visit). 

Controlled Substances Contract (signed by client/responsible adult and should be turned in before appt day). The contract advises clients that they must meet certain requirements to be prescribed controlled substances, including keeping the medicine safe, secure, and out of the reach of children... full contract terms below: Client agreed to this following agreement and copy placed on file
· I understand that if I am prescribed a controlled substance, it will be a short-term add on to my treatment plan. The medication will be a temporary bridge to help manage my symptoms until my long-term medication takes full effect. The medication will only be taken on an as needed basis, so it will not be automatically refilled.
· I understand that if I am prescribed a controlled medication, it will not be used as a monotherapy, and will be paired with a non-controlled medication option for long-term care as needed. 
· I understand that my Cerebral prescribing provider can only consider prescribing a controlled medication during an initial visit if I have proof of a prescription from the last six months. I must show proof of this prescription, such as a pill bottle with a clear prescription, medical records from a past doctor, or confirmation from the state medical registry. If I do not have a prescription from the past six months, I will need to trial an as-needed non-controlled option for at least two months before being considered for a controlled option. My medication plan is up to the discretion of my provider, and there is no guarantee that any medication will be prescribed.
· I understand that if I am currently taking Suboxone or Methadone, I will not be considered for a benzodiazepine prescription.
· I will keep (and be on time for) all my scheduled appointments with the prescribing provider and other members of the treatment team.
· I will participate in all other types of treatment that I am asked to participate in.
· I will keep the medicine safe, secure, and out of the reach of children. If the medicine is lost or stolen, I understand it will not be replaced until my next appointment, and may not be replaced at all.
· I will take my medication as instructed and not change the way I take it without first talking to the prescribing provider or other members of the treatment team.
· I will not call between appointments, or at night or on the weekends looking for refills. I understand that prescriptions will be filled only during scheduled visits with the treatment team.
· I will make sure I have an appointment for refills. If I am having trouble making an appointment, I will tell a member of the treatment team immediately.
· I will treat the staff respectfully at all times. I understand that if I am disrespectful to staff or disrupt the care of other patients my treatment will be stopped.
· I will not sell this medicine or share it with others. I understand that if I do, my treatment will be stopped.
I will sign a release form to let the prescribing provider speak to all other prescribing providers or prescribing providers that I see.
· I will use only one pharmacy to get all controlled substances medications.
· I will tell the prescribing provider all the other medications that I take, and let him/her know right away if I have a prescription for a new medicine.
· I will not get any controlled substances or other medications that can be addictive such as benzodiazepines (Klonopin, Xanax, Valium) or stimulants (Ritalin, amphetamine) without telling a member of the treatment team before I fill that prescription. I understand that the only exception to this is if I need pain medicine for an emergency at night or on the weekends.
· I will not use illegal drugs such as heroin, cocaine, marijuana, or amphetamines. I understand that if I do, my treatment may be stopped.
· I will keep up to date with any bills and tell the prescribing provider or member of the treatment team immediately if I lose my insurance or can't pay for treatment anymore.
· I understand that I may lose my right to treatment if I break any part of this agreement.
Client Name:							 Signature:                                                                                  Date: 
