                  RALEIGH PSYCHIATRIC SERVICES, INC.
SUBOXONE PROGRAM

Omar K. Hasan, M.D.




28 Mallard Court
M. Khalid Hasan, M.D.



Beckley, WV 25801







(304)252-8409

Patient Name:________________________________________

                                   REQUIRMENTS FOR PARTICIPATION

1. Complete pre-assessment with a Raleigh Psychiatric Services counselor to review        

program requirements and complete a substance abuse history.

2. Must agree and Sign Suboxone contract.
3. You are required to have a support person or persons to participate in this program. The support person has to be free from any substance use and will be contacted by Raleigh Psychiatric staff at times to ensure treatment compliance.
4. If approved to see the program physician you WILL NOT be prescribed suboxone on your first visit. The program physician determines when to schedule the induction.

5. At the first visit with the physician codeine is used to aid with the detox  process

and is prescribed at the physician discreation only. YOU ARE NOT GURANTEED TO BE PRESCRIBED ANY MEDICATION BY THE PHYSICIAN. Drug Screens will be completed to ensure compliance with medication and there is abstainance from other substances before the induction is scheduled.

6. Must be in withdrawal to start induction, no opiate use within 24 hrs. prior to 
induction.

7. Must be on time for induction appointment. If late you may be discharged from the program.
8. Must bring a support person or induction may be rescheduled.

Support:_________________  Relationship:______________  Phone:_________




RALEIGH PSYCHIATRIC SERVICES, Inc.





    28 MALLARD COURT





    BECKLEY, WV 25801





    PHONE: 304-252-8409





      FAX: 304-252-0022




      Consent for Release of Information

I hereby consent for RALEIGH PSYCHIATRIC SERVICES to release confidential information to my medical providers (listed below) and support person(s) regarding my treatment for Opiate Dependence. Information released will be used to coordinate services and ensure compliance with recommended treatment.

Support Person:________________________________________Phone:_________________

                          ________________________________________

Provider:_____________________________________________Phone:_________________


  _____________________________________________
Provider:_____________________________________________Phone:_________________


  _____________________________________________
Provider:_____________________________________________Phone:_________________


  _____________________________________________
Information to be released:

__Alcohol/Drug Abuse Records   __Medications   __Lab Reports   __History & Physical
__Therapy Records   __Psychiatric Records   __Psychological Records   

__Discharge Records   __Board of Pharmacy Reports

This release shall remain in effect for the duration of treatment with RALEIGH PSYCHIATRIC SERVICES.

I understand that:



* I may request a copy of protected health information to used or disclosed.


* Release of any information will be at the discreation of RALEIGH    



   PSYCHIATRIC SERVICES.



* I may revoke this authorization at any time, in writing. I understand that



   doing this can impact RALEIGH PSYCHIATRIC SERVICES ability to
          

   provide effective treatment.

* Information used or disclosed may be subject to redisclosure by the 



   recipient and no longer protected by HIPAA
______________________________

______________________________

Patient Name (Printed)



               Patient Signature

__________________

_______________
____________________________________

SSN#



Date


Staff Signature
