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Consent for Treatment with Buprenorphine

Indication 
Buprenorphine (Suboxone) is prescribed for treatment of opiate dependency. 
Description 
Buprenorphine is a partial opiate. Suboxone is the commercial name for buprenorphine combined with a short-acting opiate blocker (naloxone). Buprenorphine is not as strong as heroin or morphine, but does result in physical dependence. Buprenorphine withdrawal is generally less intense than heroin or methadone withdrawal. To minimize the possibility of withdrawal, buprenorphine should be discontinued slowly under your doctor’s supervision. 
How It Is Taken

If you are dependent on opiates, you must be in moderate withdrawal when you take the first dose of buprenorphine. Tablets or strips must be held under the tongue until they dissolve completely through the mucous membranes. Do not swallow the saliva that accumulates in your mouth for 5-10 minutes, whether you take the film or tab. You should begin to feel better within 30 minutes. It will take 30 to 120 minutes for full absorption. Buprenorphine is not absorbed adequately if swallowed. After you become stabilized on buprenorphine, it will have a blocking effect if you use other opiates. Attempts to override buprenorphine by taking more opiates put you at risk for an opiate overdose. 
Risks

Combining buprenorphine with alcohol, other opioids or other medications such as Valium, Xanax, Klonopin or Ativan can result in death. If you are not in withdrawal when you take buprenorphine you may experience precipitated withdrawal caused by taking buprenorphine too soon after taking another opioid. If buprenorphine is injected by someone taking another strong opiate, it will cause severe opioid withdrawal. 
Alternatives to buprenorphine

(Name of organization) provides intensive outpatient drug abuse treatment services and Aftercare group therapy. You may seek a referral to in-patient detoxification or treatment in a residential program that provides a medication-free treatment focus. Another form of opiate maintenance therapy is methadone maintenance, which may be more appropriate for some clients and may be less expensive. In addition, Naltrexone or Vivitrol are medications that block the effect of opiates, but have no opiate effect of their own. 
Medication-assisted Treatment Model

Buprenorphine medication-assisted treatment (MAT) is designed to provide clients the opportunity to stabilize from opiate dependency and further engage in the recovery process
Eligibility for the program includes 

Completion of a clinical evaluation at (name of organization), completion of lab tests, and the ability to engage in treatment and comply with (name of organization) standards, rules and expectations.
Day One of Induction 

If you have recently used opiates, it is important you be in withdrawal at time of evaluation. If you are not in withdrawal and have recently used opioids, you will be at risk for precipitated withdrawal (see page 1) and may have to postpone starting medication-assisted treatment. You need to stop short acting opiates such as heroin, oxycodone, or hydrocodone a minimum of 12 hours before your appointment, unprescribed Suboxone a minimum of 24 hours before appointment and stop use of methadone at least 48 hours before your appointment. 
· The nurse will assess your withdrawal symptoms 
· A doctor will meet with you to do assessment  
· You will go to the pharmacy to purchase initial prescription 
· A nurse supervises initial dose of medication and provides medication education 
· Day intensive outpatient (IOP) clients will attend their group for part of the morning, and evening IOP clients will do IOP homework and education with the nurse 
Day Two of Induction
You will attend a 15-minute morning appointment with the doctor to review the past 24 hours and determine appropriate maintenance dosage. 
Following Weeks After Induction

Clients will be scheduled to see their doctor in medication management groups for all follow-up appointments. Groups are scheduled during daytime hours and last 90 minutes. You will attend weekly and then less often as you progress. 
Medications/Cost and Support: All clients are responsible for the cost of their medications. Payment is due at the pharmacy at the time you pick up your prescription. Based upon income guidelines, some clients may qualify for assistance with the cost of their medication. 
Contact: To reach (name of organization) call (phone numbers). After hours, a therapist on-call number will be listed and you may call this number for urgent assistance. If you are experiencing a life-threatening emergency call 911 or go to your nearest emergency room for help.
Buprenorphine Maintenance Treatment Patient Responsibilities and Agreement
____ I agree not to sell, share, or give my medication to another person. Such conduct will result in immediate termination of my buprenorphine treatment. 
 ____ I agree to comply with required film/pill counts and urine drug screens the day I am called, and to notify (organization) immediately in case of lost, stolen or damaged medication. Refills will not be prescribed earlier than scheduled. I will promptly report and bring in the pill bottle of any prescribed opioid and will dispose any unused medication at (organization). 
_____I will comply with Urine Drug Screens, which may be witnessed by a same-sex staff member. Refusing or tampering with a urine drug screen will result in discharge from treatment. 
____ I will keep (organization) informed of my current phone number and notify (organization) of any plan to be out of town. 
____ I agree to safely manage my buprenorphine prescription. It is recommended I use a locked safe. Buprenorphine can cause death to children, other adults, or pets. I will call the poison control center or 911 immediately if anyone besides me takes the medication. I will report stolen medication to the police and bring in a police report. However, stolen medication will not be replaced. 
 ____ I agree to take buprenorphine only as prescribed. I will not adjust the dose on my own. 
____ I agree to discuss with my physician my prescribed medications including benzodiazepines (such as Valium, Klonopin, Ativan or Xanax), stimulants (such as Ritalin, Concerta, Adderall or Vyvance) or other opioids. I may be asked to reduce or discontinue these medications. Mixing buprenorphine with some of the drugs listed above or with alcohol can be dangerous.
 ____ I agree to notify the clinic immediately in case of relapse to drug use, which can be life threatening. 
I will notify my doctor or counselor before any urine test shows drug use
____ Buprenorphine is not recommended during pregnancy and use of birth control is strongly recommended. 
 ___I agree to attend treatment sessions, complete assignments and show progress towards goals I will follow recommendations from my treatment team that will assist in my recovery. I will call if not able to attend a treatment session, or if I will be late. Absences are marked “unexcused” if no notification call is received. 
____ I will not interfere with another’s recovery in any way, and respect privacy and confidentiality of all participants, including the fact that they are in treatment at (organization name). 
My initials and signature below show that I have reviewed the following documents with staff, asked questions, and had my questions explained to me in terms I understand. 
_____
The purpose, side effects, and risks and benefits of buprenorphine. 
_____
The cost and fees associated with medication-assisted treatment.

_____
My responsibilities while a client of medication-assisted treatment

Client Signature:_________________________________       Date:__________________

Witness:________________________________________    Date:__________________



Authorization/Insurance Release and Fee Agreement
MAT Treatment

	CLIENT NAME


DOB


	I authorize (organization name) to disclose to  






on a continuing basis, information from hospital records relating to my identity, diagnosis, prognosis or treatment as a client of the Outpatient Behavioral Health Services Program. I understand that the specific type of information to be disclosed includes:


	· My identity as a patient of (organization name)
	· Medical history

	· The reason for my seeking services at this facility
	· Assessment information

	· Treatment plans
	· Type of service
	· Discharge summary and plans


The disclosure of this information is for the purpose of obtaining benefits.

I understand that my alcohol and/or drug treatment records are protected under the Federal regulations governing Confidentiality of Alcohol and Drug Abuse Patient Records, 42 CFR Part 2, and the Health Insurance Portability and Accountability Act of 1996 (HIPAA), 45 CFR Parts 160 and 164, and cannot be disclosed without my written consent unless otherwise provided for in the regulations. I understand that I have the right to request to review information prior to release. Federal regulation 42 CFR Part 2 also prohibits the above named Recipient from re-disclosure without my specific written consent, or as otherwise permitted by such regulations. I understand that (organization name) cannot guarantee that the Recipient will not re-disclose this information to a third party. I understand that I can revoke this consent in writing at any time except to the extent that action has already been taken. This authorization will remain in effect until all (organization name) billing and/or requests have been completed.

FEES FOR Medication-assisted Treatment: 

Induction / First session:
$ ________*
MAT Transfer, Follow up, Maintenance $ __________ per session*
Please Note:  Urine Drug Screen (UDS) and other lab testing as billed by _______________________________




         (Organization name)
The client is responsible for payment according to the schedule below and payment is requested at time of service:


  Self Pay: 

□ Client is responsible for all fees. 


□ $ ________ per MAT session (Please see billing office.)


  MaineCare:  I understand that I am responsible to inform _________________ if my insurance coverage changes.
□ $3 per MAT session



                      Organization name 

□ $0 per MAT session (if pregnant or under 21)

  Insurance:
Client is responsible for any unmet deductible and all co-pay fees. I understand that I am responsible to pay any unmet deductible costs and any costs not covered by my insurance carrier and that I am responsible to inform (Organization name) if my insurance coverage changes. If benefits are denied for any reason, including for a change in coverage, I am responsible for payment of the full cost of services.


□ $ ________ per MAT session (Please see billing office.)
Special arrangements/payment schedule  


Client
Date


(Client must sign even if under 18)

Parent/guardian
Date


Witness
Date__________________

*Charges dependent upon length of appointment.
COPY TO THE BILLING OFFICE 
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