[image: image1.jpg]PATIENT MASTER REGISTRATION SHEET

PATIENT SS#

LAST FIRST MIDDLE
ADDRESS
CITY STATE ZIP HOME PHONE
DATE OF BIRTH AGE SEX WORK PHONE
RESPONSIBLE PARTY RELATIONSHIP
FAMILY PHYSICIAN REFERRING PHYSICIAN
EMERGENCY CONTACT RELATIONSHIP PHONE

PRIMARY INSURANCE: (circle one)
MC BC BS MA AUTO COMMERCIAL COMPENSATION

POLICY # GROUP # _ __ NAME OF POLICYHOLDER
SECONDARY INSURANCE: (circle one)

MC BC BS MA  65SPECIAL OTHER

POLICY # GROUP # NAME OF POLICYHOLDER

[ IMEDICAL ASSISTANCE: ACCESS CARE NO.
[|MEDICAL ASSISTANCE PROGRAM: STATEMENT OF RESPONSIBILITY

I/We certify that the information shown on this invoice is true, correct and accurate. |/We understand that payment and satisfaction
of this claim will be from state and federal funds, and that any false claims statements, or documents, or concealment of material

facts may be prosecuted under applicable Federal and State laws. |/We agree to pay for all physician services rendered which are
not covered by the Medical Assistance Program (MA).

[ ]SIGNATURE WITNESS DATE

MEDICARE: PATIENT'S CERTIFICATION, AUTHORIZATION TO RELEASE INFORMATION AND PAYMENT REQUEST TO
PROVIDER AND PHYSICIANS, UNDER TITLE XVill.

NAME OF BENEFICIARY HEALTH INSURANCE CLAIM #

I request that payment of authorized Medicare benefits be made either to me or on my behalf to for
any services furnished to me by that physician or supplier. | authorize any holder of medical information about me to release to the

Health Care Financing Administration and its agents any information needed to determine these benefits or the benefits payable
for related services.

PATIENT, PATIENT'S AGENT, REPRESENTATIVE OR LEGAL GUARDIAN
SIGNATURE DATE TELEPHONE #

MEDICARE PATIENT’S Authorization to File Secondary Insurance:

I request that payment of authorized Medigap benefits be made either to me or on my behalf to
for any services furnished me by that physician/supplier. | authorize any holder of
Medicare information about me to release to any information needed to determine
these benefits payable for related services.

SIGNATURE NAME OF 2ND INSURANCE CO.

[ JCOMMERCIAL INSURANCE / BLUE CROSS /BLUE SHIELD AUTHORIZATION TO RELEASE INFORMATION:
I hereby authorize the physician/surgeon to release medical information to my insurance company or employer as required to
obtain payment for treatment rendered. | understand that | may cancel this authorization at any time with written notice.
ASSIGNMENT OF INSURANCE BENEFITS: | hereby authorize payment be made to physician/surgeon under the terms of

my insurance policies both with respect to hospital and/or professional services rendered to me.
PATIENT, PATIENT’'S AGENT, REPRESENTATIVE OR LEGAL GUARDIAN.

SIGNATURE DATE SSAN TELEPHONE NUMBER
[ I WORKMAN’'S COMPENSATION
-This is a compensation case. -
EMPLOYEE'S SIGNATURE DATE DATE OF INJURY (REQUIRED)
My Employer is:
TELEPHONE NUMBER
Employer's Address
STREET CITY STATE zZIP

[_ISELF PAY PATIENT:

I do not have insurance coverage and will assume responsibility for the charges.

SIGNATURE DATE TELEPHONE NO

REVISED 5/06




[image: image2.jpg]THERAPY PROGRESS REPORT
SUBOXONE® (buprenorphine HCl/naloxone HCI dihydrate sublingual tablets) (Clil)
(Adapted from Subjective Opiate Withdrawal Scale)

Instructions:

- Patient fills out “COMPLETED BY PATIENT” section and brings form to counselor
- Gounselor fills out and signs “COMPLETED BY COUNSELOR” section and returns form to patient
- Patient brings form to physician. Physician fills out “COMPLETED BY PHYSICIAN” section and files with patient records

Patient Name SUBOXONE dose mg/day Date

COMPLETED BY PATIENT
Circle the answer that best fits the way you feel now

Not all all Extremely
| feel anxious 0 1 2 S 4
| fosflike yawning o 1 e = i
[ am perspiring 0 1 2 3 4
My nose ié‘runnihg'ahd/”drgmyjeyes.,a're;Wétéfry,' il e 2 5 4
| have goosebumps ahd/or chiHs 0 1 2 S 4
0 2 8 4
| . . o i
| feei dehydrated ahd/or have not had much appetxte 0 2 3 4
I'am having difficulty sleeping 0 o -3 4
I have a headache 0 2 3 4
0 3 4
Do you feel you need a dosage change? LI No O Yes O Up 0J Down
?ave you used alcohol or other drugs since your last visit? [ No O Yes
If “yes,” please describe what, when, and how much

Handelsman L, Cochrane KJ, Aronson MJ, Ness R, Rubinstein KJ, Kanof PD. (1987). Two new rating scales for opiate withdrawal. Am J Drug Alcohof Abuse. 13(3):293-308.

Please describe any life changes, triggers, or stressors that have occurred since your last visit.





[image: image3.jpg]LISt your ideas and plan to cope with these life changes, triggers, or stressors.

What are the new skills you learned in counseling since your last appointment?

Have you applied these new skills in your life? If yes, are they helping?

What is your next short-term goal?

GOMPLETED BY GOUNSELOR
How often has the patient been attending counseling?

Describe the patient’s progress since his or her last doctor’s appointment.

;

Counselor signature Date

Telephone number

'S/0)

A) P)

COMPLETED BY PHYSICIAN
Other medical conditions that need treatment?

Dose adjustment necessary? ON 1Y New dose

Other medications necessary? N Y (list)

For more detailed forms, please see the Practice Management Toolkit on www.suboxone.com
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4701 Devonshire Road, Suite 102
Harrisburg, PA 17109

Phone (717) 540-1920

Fax (717) 540-1927

PATIENT TREATMENT CONTRACT

Patient
Name Date

As a participant in buprenorphine treatment for opioid misuse and dependence, I freely
and voluntarily agree to accept this treatment contract as follows:

1. Tagree to keep and be on time to all my scheduled appointments.

2. Tagree to conduct myself in a courteous manner in the doctor’s office.

3. Tagree not to sell, share, or give any of my medication to another person. [
understand that such mishandling of my medication is a serious violation of this
agreement and would result in my treatment being terminated without any
recourse for appeal.

4. Iagree that my medication/prescription can only be given to me at my regular
office visit. Missed office visits may result in my not being able to get my
medication/prescription until the next scheduled day.

5. lagree not to deal, steal, or conduct any illegal or disruptive activities in the
doctor’s office.

6. Iunderstand that if dealing or stealing or if any illegal or disruptive activities are
observed or suspected by employees of the pharmacy where my buprenorphine is
filled, that the behavior will be reported to my doctor’s office and could result in
my treatment being terminated without any recourse for appeal.

7. Iagree that the medication I receive is my responsibility and I agree to keep it in a
safe, secure place. I agree that lost or stolen medication will not be replaced
regardless of why it was lost.

8. Tagree not to obtain medication from my Doctors, pharmacies, or other sources
without telling my treating physician.

9. Tunderstand that mixing buprenorphine with other medications, especially

benzodiazepines (Ex. Valium, Klonopin, or Xanax), can be dangerous. I also
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and benzodiazepines (especially in taken outside the care of a physician, using
routes of administration other than sublingual or in higher than recommended
therapeutic dose.)

10. I agree to take my medication as my doctor has instructed and not to alter the way
[ take my medication without first consulting my doctor.

11. T understand that medication alone is not sufficient treatment for my condition and
[ agree to participate in counseling as discussed and agree upon with my doctor
and specify in my treatment plan.

12. T agree to abstain from alcohol, opioid, marijuana, cocaine, and other active
substances. (Exception: nicotine)

13. L agree to provide random urine samples and have my doctor test my blood
alcohol level.

14. T understand that violation of the above may be ground for termination of

treatment.

Patient Signature Date
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CONTRACT

This is the contract between Nita Rastogi, MD dba Family Internal
Medicine known as medical services provider “PROVIDER” and "ItTPi L known
as “PATIENT” signed on the date  The patient agrees to the
following terms and conditions for the medical treatment of the opioid dependence:

1. Provider may or may not participate with patient’s medical insurance carrier.
The treatment fees for the above opioid dependence are beyond the medical
insurance coverage payments. The provider shall not accept the insurance for
the opioid dependence treatment.

2. The fees schedule for the opioid dependence which shall be paid by the patient
to the provider is the following;:

Initial Visit Fee $200
Subsequent Visits $100

These fees do not include the charges for counseling the patient or the urine
drug screening. The counseling and drug screening fees shall be paid by the
patient separately to approve providers or drug screening laboratory.

1. The patient shall not involve the Provider in the reimbursements of payments
of opioid dependence treatment with his insurance carrier.

2. This is a self pay service to the Patient and the Provider shall not send any bills
to the patient’s insurance carrier for payment of services.

3. The patient agrees that no disclosure of the treatment records shall be gtiven
tno any insurance company, any agency or any third party unless the Patient
asks in a written request to the provider to'do so.

4. The provider reserves the right to terminate this contract immediately in the
case the patient fails to follow the above policies of this contract.

Provider, Nita Rastogi Patient

Dated Dated




