MEDSAVE CLINIC

PATIENT INFORMATION
Name
(First Name} {MLL) {Last Name)
Male Female Marital Status
Address, : City State Zin
Home Phone Cell Ph Work Ph
Date of Birth_____/ / Soclal Security #
Emergency Contact Name Phone #
Primary éare Physiclan ‘ Phone#
Employer Phone #
Employer Address Phone #
RESPONSIBLE PARTY

Responsible Party Name
Address
Date of Blrth / / Social Security #
Relationship to Patient Phone #

PRIMARY INSURANCE
Patient Relationship to insured: Seif Spouse Child Gther,
Insured’s Name
Insured’s Address
Insured's Date of Blrth / / tnsured’s Soclal Security #
Insured’s iD# Group #

SECONDARY INSURANCE

Patient Relationship to Insured: Self Spouse Child Other,
Insured’'s Name
insured’s Address
insured’s Date of Birth / / tnsured’s Social Security #
insured's 1D# Group#
Patient’s Signature Date Printed Name

| hereby authorize direct payment of medical beneflts to MEDSAVE CLINIC URGENT CARE for services rendered by
the staff. | understand that | am financially responsible for any balances not covered by insurance. | certify that all
information Is correct and authorlze MEDSAVE CLINIC to release any information for efther medical care orin
proeessing applications for financial benefits,



MedSave Clinic
Medical/Surgical History

Patient Name: DOB:

MEDICAL HISTORY: check boxes that appiy and circle ftems as needed

O Asthma: Seasonal or allergy-induced  Exercise-induced  Chronic

[t Arthritis: Rheumatoid Ostecarthritis [ Lupus O Other Joint Disease

0 Blood Clots Legs Lung Brain 3 Stroke ) TBI (Traumatic Brian Injury)

00 Cardiac Disease: [| Coronary Artery Disease O Awhythmia O Hypertension [ Heart Faihure
] Cancer: TYPE: . O In Remission since

0 COPD: {1wEmphysema [ TB  Other lung disease

{1 Diabetes: O Typel [ Type 2 0 Gestational

O Depression: Seasonal ~ Chronic O Bipolar Disorder 0} Schizophrenia [ ADD/HD
[) Psychiatric Mness (other):

O Gastrointestinal Disease 1 IBS 0 Celire Disease

O Hepatitis B O Hepatitis C 0 Hiv 0O Other Infectivus Disease

[l Headaches TYPE: 1 Migraine [0 Muscle-fension 0 Tranmatic [0 Other

0 Kidney Disease

0 Neurologic Illnesses: O Seizures 1 MS

D) Peripheral Neuropathy

O Psoriasis 0 Hidradenitis Suppurativa £ Other Skin Disease:

[ Sleep Disorders 0 Insomnuia 0O Apnea 0 Other:

{1 Vision or Hearing Disorder(s):
0 Addiction: O Heroin/Opioids [1Cocaine [1Marijuana (JStimnlants 0O Benzos [ Alcohol
1 Other(s):

SURGICAL HISTORY: List Only MAJOR Procedures
Procedure If none, chack box O Month/Vear

Name Dose (mg or mcg) Frequency For

Physician Notes:

MedSave Addiction Center 246 E Campus Viewy Bled Ohio 43085 MSF28-01]an2019




MEDSAVE CLINIC ®
PATIENT CONSENT AND AUTHORIZATION

1. CONSENT TO MEDICAL CARE AND TREATMENT

while at MEDSAVE CLINIC, | consent to all medica! and surgical care, examinations, and tests determined 1o be necessary for me, Though | accepted the care given to
meet Industry standards, | understand that thare are no guarantees concernlng the results of my care. 181 refuse treatment that Is suggested for me or §f { leave the
urgent care faclilty sgainst medical advice, | wll not hold Medsave Cliniz or any individual responsible far any of the consegquences,

2, RELEASE OF INFORMATION

| uptarstand that Medsave Clinic may use health Informatien for a range of purposes including: Insurance/paymant eligibility verification, billing and collecting moneys
due from me, private and public payers, or thelr agents Including surance companies, managed care entlties, my employer, state and federal povernment programs,
and the Bureau of Worker's Compensation, ehtaining pre-admission or sontinued length of stay certification, quality of care assessment ant Improvement activities,
evaluating the parformance or gquallfications of physiclans and healthcare workers, conducting medical and nursing tralning and education programs, conducting or
arranging for medical review and audit services, ensuring compllance with legal, regulatory, and atcreditation renuirements, perfnrmance of autopsies, and public
health activities, | authorize Medsave Clinic to utiikza or relesse my heaith Information, whether written, yerbal, elactronic including secured internet webtites o1 by

facsimile to such employers, agents, or third partles as necessary for thesa purposes and to companies wha provide billing services for physltians or other providers
Involved n my medlal care.

tunderstand that complete, accurate health information must ba readily avaltable for my medical care. Therefore, | suthorize Medsave Clinic to release health
information to any family physiclan, referring physictan or agency (les) In order to facilitate continuity of care, | understand that the information shared with healtheare
professionals as a resuit of this authorization will remaln confidential, The preceding authorizations for release of medical Information incide authorlzation for the

release of Information regarding drug and/or alcohol sbuse, BV {Human Immunodeficlency Vlrus) testing or HIV infection related conditions. This authorization shall
rernain valid for one (1) year.

3. -ACKNOWLEDGMENT OF NOTICES OF PRIVACY PRACTICES

| scknowtedge that | have recefved or been offered & copy of Medsave Clinic's Notice of Privacy Practices and have had a chanee to oblect to the use or disclosure of ray
information for directory, disaster refief, or to provide information to faynlly or persons involved in my care.

4. ASSIGNMENT OF INSURANCE BENEFITS

i hereby authorize payment of all Insurance heneflts to be made directly to Medsave Clinic for services ratated to this admission, | understand thet beneflts could be
directly to me If | did not provide this authorization. | acknowledge that If the 1D card presented at the time of service Is not valid, | will be respensible for payment.

5, STATEMENT TD PERMIT PAYMENT OF MEDICAL BENEFITS AND/OR COMIMERCIAL INSURANCE BENEFITS TO PROVIDER AND PHYSICIAN
| certify that the information giver by me In applying for Med!care payment under Title XVIl of the Social Security Act Is eorrect. | authorize any holder of medieal or

other Information about me to release this Information to my health insuress, | request that payment of authorized benefits be made on my behalf, 1 authorize Medsava
Clinic to bill Medicare Lifatime reserve Days, as necessay.

| assign the benefits payable for my physician services (including emergency, radiology, pathology, dialysls, EKG, EEG, physicai therapy, anesthesla, and other urgent care
facility-based physlclan services) to the urgent care facliity based on the physician or organization furnishing the sarvices (if assignment Is accapted) and authorize the
physlcian or organization furnishing the services to submit a cfaim to Meditara and/or commerelal Insurance carrlers for payments,

1 also assign the benefits payable for private and attending physician services to my privatefattending physiclans or hisfher private practice orgenization, providing,

however, that should my private/attending physician NOT ACCEPT THIS ASSIGNMENT AS PAYMENT IN FULL for his or her services, | understand  am responsible for the
fuli charges, -

6. FINANCIAL RESPONSIBILITY

{ understand and agree that | am financially responsible for payment of 2l charges Incurred which are not pald by insurance benefits. | agree to pay Medsave Clinic for
charges Incurred including incidentals, ] understand that charges due by the natlent not pald within 30 days of biling may be subject to interest, | understand that
services rendered ta me may not ba eligible for benefits under Medicare, Medicaid, or other insurances or payers. Sarvices not ellgible for benefits may Include tests
and procedures that are not covered, o those delivered by healthcare providers who do not participate with my insurance plan. Nan-covered services may also Indude
those my physfclan determines metlically necessary but are iater determined unnecessary by my fnsurance plan,

7. PERSONAL VALUABLES

| understand that Medsave Cilnic does not accept responsibllity for any lost, stelen, or damaged personal Jtems. ! accept responsibillty for those ltems | cheose to keep
with me at Medsave Clinie.

8, RECURRING PATIENT

| understand that ! am to be provided a setles of ongeing services based on my physiclan’s orders that | may be established by Medsave Clinlc as a recurring patient. |
undersiand that my cansent and asthorizatlon wili be acquired only once for alf services provided In the serfes,

9, MEDICARE RIGHTS NOTIFICATION iETYER
If 1 have Medicare, | acknowledga recelpt of the Medlcare Rights Notification letter.

10,  SOCIAL SECURITY ADWMINISTRATION RELEASE
| authorize the Soclal Security Administration 1o releass to Medsave Clinic Infermatlon pertatning to my Medicare entitiement.

By slgning balow, | certify that | have read snd agree to the contants of this consent and authorization document.

Patient Printed Name Patient Signature Data



MedSave Clinic

Basic Treatment Agreement
246 E Campus View Blvd | Columbus Ohio | 43235 o |

For ALL patients who have an Oplold Use Disorder thaf are treated for oploid dependence with the medloine
Buprenorphine/Naloxone (B/N), the following Important milestones and key points need fo be understood
and followed:

»  YouMUST have a PGP when you begin treatment at MedSave Clinic; if you do not have one, you have
80 days to find a Primary Care Provider AND establish a dostor-patient relationship by attending an offlce
Visit, Proof of this visit MUST he brought with you before the first 80 days of your program are up. if not, you
will be In viclation of that policy and each wesk that goes by from day 80, you will lneur & viclation infractton sa
long as you remaln without one, MedSave Clinle will likely start a Primary Care Clinic} Inqulre if interested,

You have 30 days to secure g sponsor, Having a spongsor is cruclal to your 8Uccess In remaining clean and
sober., After day 30, you will Insur a violation infracilon fof each intervat timeframe without a sponsor.

s Youmust have blood work done so that results are avallable 15 days after yaur first appointment
should we bo tnable to draw blood at MAG. These resulls are orltleal for you and your doctor so you are
safely freated AND Chle State Code states doctors MUST have thess resylts In this Uimeframe. Should you net
have these results by this time, a violation Infraction will be Incurred each weak wio labs,

Other Key Polnts:

% You MUST atfend all appointments mads for you hy MedSave Clinic staff, Sheuld you repoatedly fail to
attend and not have a legliimats excuse for missing the appolntment(s) made, you will incur another Infraction,

»  You may NOT leave the waiting area oncs you have signad in. if you do leave, you wili be sent home
without any of your medleallons, Therefore, DO NOT leave the walt area for any reason except perhaps to use
the bathroom. I that case, you need to notify the front desk and you will be helped.

% [Ifyou stop any of your prescribed medication(s) for any reason, you MUST bring the unused medicine
with you In its bottle to your next appelntment where it will bs counted and disposed of accordingiy.

% You must calt the office at least ONE hour ahead of time If you ara going to be iate for your
appointment, You need to refer to the hand-out salled “Belng Late at MedSave Gilnic” as a gulde for
understanding what result shotld you be fate and call -or not call- MedSave Clinic In 8 Umsly manner.

% You MUST provide us with a working phens number. If yous phone is not functional or are llegitimate, you
wiil be dlsmissed from MedSave Cllnle.

»  You wili be courfeous while in the office and adhere to all MedSave Clinle pollcies and procedures,
including payment policles. Yelling and use of profanity will result in your dismissal.

»  Shoutd you have a maedication allergy, you must provide dosuments from an emergency department or
a PCP {or other legitimate provider) describing your reaction. Other Information Inoluded In this
documentation Is whether or not the reaction was ebserved and treated, as well as the ulflmate ouicome. Just
stating you have an allergy to a medication will not be enough to changs your treafment plan,

| understand these rule/policles at MedSave Cinlc and | will abide by them, If | do not, | will be subject to
added violation Infractions which may, if too numerous, jead to my possible dismissal from MedSave Clinfc,

Patient signed Date

Printed nams

Witness Date

Printed name

MedSave Addiction Center MED10-27Aug2018




MedSave Addiction Ctr

General Patient Agreement
246 E Campus View Blvd | Columbus Ohio 43235 p 614.431.4600 f614.431.4601

Kindly corplete the following information needed by MedSave Addiction Ctx (MAC):

1 am a new patient to the MAC (Never treated or treated at MAC but > 2 years ago)
1 am a fransfer patient from another facility/provider to MAC

I am & refurning pafient to the MAC (treafed at MAC < 2 years ago)

1 was referred to MAC by my primary care physiciam, Dr.
1'was referred by (circle one);

il N, Yoo

A current MAC patient A previcus MAC patient Another physician/practice
Pleaso give name of patient or physician/practice:

11 1had no referral, I made an appointment myself after scoing an advertisement about MAC,
Please note where the advert was seem.

T have received my Programt Information Packet (PIP) at my first appointment. It contains, among other
documents, coples of the key agreements I signed and will need to resort fo from time fo time as I go
through my freatment progran; these are listed below:

- Buprenorphine/Naloxone Agreement

»  Adjunctive Medications Agreement

»  Pharmacy Agrecment

«  Basic Treatment Agreement

»  The federal laws and regnlations about confidentiality of records (CFR42 PART B)

»  Service program expectations

Twill bring ny PIP with me for the first FOUR visits of my treatment at MAC so I ean go over the
primary documenis outlining my care provided by my MAC Team (Physicion, Counselor, and Medical
Assistamt). Tunderstand bringing my meeting logs in each office visit is mandatory as is my attending
AA/NA meetings which have been mandated by Ohio law as 12 meetings a month for the first treatment
year. I understand also that I will likely be required to attend group meetings designed to compliment my
individual meetings at MAC. Tunderstand I may be referred to other specialists as required for my core.

Tmow if 1 have any questions, I can ask the staff or my physician at MAC so I fully understand the
information I have received. 1imow having knowledge of the office policies and procedures will help me
receive better care and keep me in good standing. T um mware that my privacy and confidentinlity of my
medical records are protected by Federal law as outlined in the Code of Federal Regulations 42, Part 2,
Finelly, I understand I may ask for a copy of any document Tsien.

By signing below, L am verifying that I have read, understand, and agree with the conlent of all agreement
Visted cbove, as well as this agreement, which collectively contain both the expectations I have of MAC for
my care as well as the, expectations my MAC Team has of me regarding my treatment. I am aware that
these agreements will remain in effect for the entire duration of my treatment at MAC but thet I may need
to authorize said agreements annuall).

Pricted Name: ) Signature:

Date:_ DOB: ZIP CODE:
5| MedSave Clinic | Helping with Modam Medicine and Old-Fashloned Carlng | MSD01-300¢t2019




MEDSAVE CLINIC

248 East Campus View Boulevard
Columbus, OH 43235

Receipt of Notice of Privacy Practices
| have recelved a copy of Medsave Clinic’s Notice of Privacy Practices.

Patlent Authorized Signature Relationship to Patient Date

Message Authorization _ . .
Representatives of Medsave Clinic are allowed to leave any and all information regarding my status as a

patient on my voicemail, answering machine, or email account, | realize this information may include
pertinent health status/PH! and/or financial information.

Patient Authorized Signature Relationship to Patient Dafa

E-Mail Address Home # (10 digits) Cell # (10 digits)

Medsave Clinic may communicate information to the following people regarding my health status as
needed:

Name i Phone Number (10 digits)  Relationship to Patient
Name Phone Number (10 digits) Relationship to Patient
Name Phone Number (10 digits) Relationship to Patient

DO NOT leave a message (Check box if applicable)

Patient Authorized Signature Relationship to Patient Date



MedSave Clinic

Fee Agreement

Admission Date: Client Name:

Financially Respousible Party Name:

Street Address: Unit/Apartment #:

City: State: County of Residence:

Phone Number;

Payment Methods: MedSave Clinic accepts payments via personal check, credit caxd, cash, or money order due at
time of service. We accept Medicare, Ohio Medicaid and Medicaid Managed Care Plans, and private insurance,
Insurance copays are the patient’s responsibility and are due at the time of service.

The patient or responsible party is vesponsible for payment of any portion of fees not covered by their
insnrance or other fanding source,

Assessment: $150 Usdne Drug Screen: $8
Group counseling: $30/hour ' Blectiocardiogram: §75
Individual counseling: $80/hour , Blood Draw; $15
Physician visit: $280 Injections: $25
Unnalysis: $25 Urtine Pregnancy Test: $6
Oml Drog Screen: $10

1 No fees are assessed fo the client due fo financial indigence.

I have read have had explained to me the olient fee agreembnt and I fully ponsent to jts oontent. ¥ oertify that the information used in preparing
11538 & acournte fo my knowledgs, [ fully apres fo cooperate with MedSmve Clinic i seouring refmbursement from the above mentioned party, 1
hegeby authorize the excliange of pertinent sovial and medical records of myself and the above mentioned parties for the purpose of seeking
reimbyreement from them, T understand that any such informntion will be managed ethivally, responsibly, and in aopordanoe with the Jow by
MedSave Clinic and pursnant to sy such law, regulation, or contractual provision. I nnderstand thnt MedBave Clinic may provids suoh
information o appropriate governments] agenoies.

Twnderstand that this clisnt fee agreement is effective for one year, from 1o

Client Signatore: Date:
Financially Responsible Party's Sigoature: ‘ ' Date:
Staff Signature: Date:

: MedBave CBmis | 246 E, Campus View Blvd. [ Columbus, OH 43235 | p: 614-431-4600 f: 614-43+-4601



MedSave Clinic

Consent for Behavioral Health Treatment

Client Name: Date:
Agency Rendering Treatment: Medsave Clinic Date of Birth:
County: Franklin

MedSave Addiction Center provideé treatment to individuals and/or their families whom have
substance use and mental health problems. MedSave Addiction Center’s services and treatment
are rendered by providers who are appropriately trained, licensed, and/or certified. All providers®
services are provided within their professional scopes of practice.

{ have read and understand the aforementioned information provided regarding consent to
behavioral health services.

I agree to treatment provided by MedSave Clinic.
For myself Legal gnardianship of

Client Signature:
Legal Guardian Signature:
Staff Signature and Credentials:

MetiSave Clinio | 246 E Campus View Bivd | Columbus OH 43235 20AUBLS2019




MedSave Addiction Cenier

Adjunctive Medication Agreement

Occasionally, medicines referred to as “adfunctive” are prescribed with certain medicatlons for an added
benefit, depanding upon the circumstance. Howaver, these medicines, if used at all, are only added for &
short time frame and should be discontinued after several days to several week of use, at a maximum,
These medicaflons include benzodiazepines (such as Valium®), the muscie relaxer Soma®, and sleep
ald drugs such as Ambien®. Neurontin® (or gabapentin) is an adjunctive selzure medication used in
patients with nerve pain/damage or used in Jower doses fo help those with sleap difficulties and Is not fo be
used elther unless it is prescribed, Medications with barbifurates are also not aflowed like Midrin or
Fiorlcet.

You may NOT use Kratom, K2 (or simitar), Bath Salts, or any other subsfance such as these at all,

For all patients seen who have been recelving any of these medications from other physlolans failing Into
such categorles, MedSave physicians will not be preseribing thesa agents even if you had recelved such
medicines in the past. In fact, these medications, with perhaps the exception of gabapentin, must be
discontinued within the first few weeks of your care at MedSave Clinlc using a rapld down-tltrafion, This
titration can be done by your MedSave physician, Some medicines require a longer ime to wean down and
off such as benzodiazepines which may need up to 2-3 mornths,

These medications have no place In treating substance abuse {or non-cancer chronic pain) and, as such,
will NOT be allowed unless these medicines are reguired based on the opinion of the speclalist that -
prescribed them (a psychiatrist, sleep specialist, etc). 1t will be up to your physiclan at MedSave Clinic to
determine If gabapentin wilt be used for your gconditlon(s) and if you will have to obtain this medicine, or
perhaps others such as psychiatric medications, from your primary care physiclan or a psychlatrist,

The reasons these medichnes are not allowed include;

S These medications can be dangerous when combined with opiolds Including buprenorpfiine
pausing respiratory depression and possibly death;

»  These medications have a high addiction pofential and, as such, should be used ONLY short
term (tays- several weeks) as In acule pain sluations where they may serve as a muscle relaxer
or as a sleep ald medfcins, or hoth;

S These medications-iike benzos- should only be used fonger-term If prescribed by a psychiatiist due
to thelr side effect profile and high addiction potential;

if any of these medicines are belng used for sleep, you should be seen by a sleep speciallst for an
evaluation of why you cannot sfeep and what part of your sleep Is being affected because these medications
will not be used in your freaiment plan.

Benzodiazepines can be used for severe anxiafy and this dtagnosis must be established by a
psychiatrist. These mediclnes may only be used on an “as needed” basls provided your psychlatrist is wilting
to prescribe them while you ars using buprenorphine, Wiitten confirmation must be obtained from your
psychiatrlst as to-this matter first prior to recelving buprenorphine. Other, sefer medlcaflons can be used in
place of the medicines mentioned above depending upon what they were being used for (that Is; for sleep,
as a musels relaxant, for headaches or severe anxiety) and this discussion should be had with your PCP or
psychiatrist as soon as possible.

Patient Printed: Date:
Patient Signed :
Witness Prinfect Date:

Witness Signed:

MedSave Clinic | 246 E Campus View Bivd Columbus Ohlo 43235 | 1MSD03-285uly2018



cape

.MedSave Clinic o L

AR A e ———————

Pharmacy Agreement

N ,the undersigned patient of MedSave Addiction
Center (MAC), have been instructed to nse ONE pharmacy while under the care of my physician there.

One pharmaey is defined as a single location, not a chain of stores having a pharmacy such as Kroger’s,
Walgreen’s, or CVS, where multiple locations exist and may be used.

The Pharmacy I will use is:

The Address is:

The Phone Number is:

There may be circumstances When my pharmacy has either run out of a medicine or does not have the
strength or type of medication prescribed by my doctor. 1f this is the cass, I will inform my MAC
physician at my next appointment to allow the transpavency required of me as part of my doctor-patient
relationship concerning the prescribing of my medications (whether narcotic or not).

I can be subject fo random pill counts where 1 will receive a call from MAC staff and be instructed to take
the medications I receive from my MAC physician - fhat duy o sither my selected pharmacy (preferred)
or bring them to MAC by Spm -that day- 1o be eounted and reconciled.

“Dear Pharm acist & Staff:

You hay ¢ been provided this agreement by one of our patients for the purpose of a pill count. Please

eall MedSayve Clinic at (614) 431-4600 to disclose this amount. H NMedSave Clinic is closed (after
6pm), hindly fax this mformation to (614) 431-4601 by 10pm (the fux must be time-stomped by Hpm).
—Thank you-for our-cooperation ilrllelping"ﬁ\'l(;d__Sﬂ\'e-Glillic-dcliver responsiblerhigh-quatity-eare— — -

T, for any reason | change my pharmacy, T must inform the MAC staff of this change within 72 hours and
the reason reported as fo why the pharmacy was changed, Tunderstand T will be charged with an infraction
i it i discovered that I have nsed more than one pharmacy for my medication unless the change was
TeCessary or iemporary.

Failure to fulfill any of these conditions above may resulf in my dismissal from care at MedSave Clinic, I
understand the above and I am in agreement with the conditions as mentioned. I have been given a copy of
this agreement for my records and will take this with me, when I have a pill count, to the pharmacy as
proof I am part of this agreement. '

Patient Signature Date .

Witness Signature Date

MAC | 246 E Campus View Blvd Ohio 43085 MSD04-215ept20




MedSave Clinic

Medication Reconciliation Agreement

There-will be times when & medication is used that, for whatever reason {inability to {olerate the
medicine, for example), a different drug must be prescribed fo take s place. Or, a previously
used medication Is re-prescribed because a new drug that was tried wasn't tolerated or there was
a documented allergy or unwanted side effect. In these cases, the medication must be returned.
Any time a controlled-medication is stopped for reasons such as these or othars, that medication
must be retumed to MedSave Clinic, reconciled, and then destroyed.

This agreement documents the return of the medication and protects all those involved
with witnessed destruction of the medicine that was returned.

l, , have returned to MedSave Clinic ioday,

the day of , 20 my mg

It was originally prescribed fo take

The reason | am returning the medication is

It was prescribed initially by Dr. . on

1t was dispensed by pharmacy. Phone:

The prescription number was:

The pill count was after days of use.

The initlal pill total was for the time prescribed which was weeks.

The medlcation above Is Is not reconciled, (Ifnot, document detalls or the reverse side of this agreemént).

| certify that the above medication has been disposed of into the waste water system In its
entirety and this has been witnessed by the undersigned helow:

Patient signed PDate

Printed name

Dr. Witness Date

Printed name

Witness . Dafe

Printed name

MedSave Clinic | 246 E Campus Vlew Blvd Columbus Ohio 43235 [ MSD05-0905013




MedSave Clinio

Medication Return Agreement

L ., the undersigned and patient of one of the Opioid
Dependence Programs at MedSave Clinic (MSC), agree to retum any prescxibed medication to
me by a MSC pbysician for any the following reasons:

% T am asked to return any medication by my physician ox staff member, OR

> Ixeed a different medication due to on-going intolerable side-effects, OB
% T had an unexpected interaction/veaction with a medication with another medieation

preseribed to me by my MSC physician.

When & situation occurs where a MSC preseribed medicine must be returned, T will call the MSC
office right away to report the problem I was having to pp doctor’s medical assistant,

T will bring in the medication that is seemingly causing the problem in ifs originaily packaging af
my next scheduled appointment so thet it may be accurately documented and’disposed of
" properly. ['will speak with my doctor about a new, different medicine that may be used 1o replace
the one I just returned,  Should I forget to do so, Lwill have one week to get the medication(s) to
MedSave Clinic for its accounting. If I forget sgain, my MSC physician will not wiite a new
prescription to replace the medication I had issue with until that medication s refurned.

T understand that ¥ may not STOP and refurn any of my medication myself because I belfeve it is
not helping or that J feel it is the wrong dose or an incorsect intervel for taking a medication.

Stould I just STOP a preseribed medication from my MSC physician without notifving ny
medical assistant and dispose of it without refurning It as described above, I immedintely forfeit

my status as a patient at MSC and will not receive arry bridging amount of medicines I may
require if I am dismissed, .

_ Patlent Name Patient Signatare ~ Date

Witness Name Witness Stgnature - Date

MedSave Clinio | 246 E Campus View Blvd Columbus Ohlo 43235 | MSDO6-071517



MedSave Clinic

Basic Treatment Agreement

zciw Bv ICoumbo e

For ALL patlents who have an Opiold Use Disorder that are treaied for oplold dependence with the medicine

Buprenorphine/Nafoxone (B/N), the following important milesfones and key poinfs need o be understood
" and followed:

Milestones fo Meef:

$  YouMUST have a PGP when you begin freatment at MedSave Clinie; If you do nof have one, you have
60 days to find a Primary Care Providar AND establish a doctor-patient relatlonship by attending an offlce
vislt, Proof of this visit MUST be byought with you before the first 60 days of your program are up. I not, you
will be In violation of thet polioy and each week that goes by from day B0, you witl Incur a violation Infrasfion so
long as you remaln withott one, MedSave Cilnle wiil Wkely siart a Primary Care Glinle Ingulre if interested,

$  You have 30 days to serura a sponsor. Having & spongor is truclal to your success in remalning clean and
sober, After day 30, you will Incur a violation Infraction for each interval timafrarme withotit a sponsor.

% Youmust have blood work dene so that results are avaliable 15.days after your first appaintment
should we be unable to draw blood at MAC. These results are crifisal for you end your doctor so you are
safely treated AND Ohlo State Code states doctors MUST have these resulls In thls fimeframe, Should you not
have these results by this time, a viotation infraction will be Incurred each week wio labs,

Other Koy Polnfs:

% You MUST attend all appointments made for you by MedSave Gilnie staff. Should you repeatedly fall o
attend and not have a Jaglilmate excuse for missing the appointment(s) made, you wil Incur another Infraction.

»  You may NOT leave the wailing area once you have slaned In. If you do leave, youwliibe sent home
witkout any of your medications. Therefors, DO NOT lsave the walt area for any reason except perhaps to use
the bathroom, In that cass, you need to notify the front desk and you wiil be hizlped.

»  Ifyou stop any of your prescribed l,nedication(s) for any reason, you MUST bring the unused medisine
with you in ite botfle to your next appointment whers jt will be counted and disposed of accordingly.

%  Youmust call the offfce at least ONE hour ahead of fime if you ara going to be late for your
appointment. You need fo refer to the hand-out called “Being Late at MedSave Glinlc” as a gulde for
understanding what result should you be late and calf -or not call- MedSave Ciinic In a imely manner,

$  You MUST provide us with a working phone number. If your phone is not functional or are Hleglimate, you
wili be dismissad from MedSave Clinlo,

»  You wili ba courteous white In the office and adhere to ali MedSave Glinlc pollcies and procedures,
ineluding payment polisles. Yelling and use of profanity will result in your dismlssal.

% Should you have a medication ailergy, you must provide documents from an emergency department or
a PCP (or other legltimate provider) describing your reaction. Other informafion included In this
dooumentation e whether or not the reactlon was shserved and treated, as well as the ultimate oufcome. Just
stating you have an ailergy to a medicaflon will not be enough te changs your freatment plan,

{ understand these rules/policles at MedSave Cllnic and | will abide by them, If I do nof, [ will be subject fo
added violatlon infractions which may, if foo numerous, lead fo my possible dismissal from MedSave Clinie,

Patient siuned Date

Prinfed name__

Witness Date

Printed name

MedSave Addiction Center MSD10-27Aug2018




MedSave Clinic

Financial Agreement

Patient Name: DOB:

1, the undersigned patient (from here on in this agreement will be referred to as either “the
patient” or “I”), understand and agree that T am financially responsible for the payment of any
and all charges incurred by me, residual or otherwise, while a patient at MedSave Clinic and
while under the care of its physicians,

1 agree to pay MedSave Clinic for charges due, inclnding any incidentals, that may have been
appropriated to me that insurance has not or will not pay for, '

I understand that charges due by the patient not paid for within 30 days of billing may be subject
to interest and that this interest is added to my outstanding balance or principal,

I understand that services rendered to me by MedSave Clinic may NOT be eligible for benefits
under my Medicare, Medicaid, or other insurance payers and , therefore, I am responsible for,

Services that are not eligible for reimbursement by my insurance company which may include
tests and procedures that are not covered or those delivered by healthcare providers who do not
participate with my insurance plan,

“Non-covered” services may also include those my hysician determines medically necessary but
y > p . y

are later determined to be unpecessary by my msurance carrier’s plan or their representatives,

Tunderstand that any lab work or specimens ordered which includes any blood work ordered
through Labcorp or any urine drug screens ordered through Selectox is through a separate entity
and, as such, are separately billed through those entities, Medsave Clinic is not responsible for
any billing patient receives by these separate entities. Additionally, when receiving freatment, a
urine drug screen is required. Once you submit a specimen, Medsave Clinic has no control of
what is done with the specimen once given to lab if patient decides not to go through with
treatment. Any billing received by patient is patient’s responsibility.

T understand that once I sign the MedSave Clinic Buprenorphine/Naloxone Agreement, my
office fee for each appointment made, is no longer refundable, whether I receive a preseription or
not,

I understand that my fee is for medical services, not a preseription,

Finally, I understand that should I NOT call to cancel my appointment in a timely fashion as
outlined by MedSave Clinic’s policy and it is considered to be a “missed appointment” or L
ofherwise miss an appointment as a “No Call/No Show”, I will be charged a fee dcemed fair and
reasopable for missing such an appointment, which otherwise would have been used to garner
revenue from another patient who could bave taken my appointment time in my stead.

Patient’s Signature: Date:

._ MedSave Clinic | 246 E Campus View Blvd Columbus Ohio 43235 | MSD26-102516



tMedSave Clinic

Buprenorphine/Nalozone Therapy Agreement

The purposes of this agreement are to (1) define the terms and conditions that you, the potient, and
your physician will be cooperating under in the doctor-patient relationship and (2) to provide basic

information about medications you will be taking for the management of your Opioid Dependence (OD)
and {3} to help assure that you appreciate that your physician must comply with state and federal
regulations concerning the prescribing of buprenarphine/naloxone (B/N) usipg best practices. The
physiclan’s goal Is for you to have the best quality of life possible given the reofity of your cfinical
condition.

The success of your treatment depends on mutual trust ond honesty In the physician/patient
relationship, following physician orders, and attending required counseling and any other modalities, i.e.,
psychlatric care, that may be required. It Is imperative you read and understond any and alf documents
given to you while you are o MedSave Clinic patient. ' '

WHILE UNDER THE CARE OF MedSave PHYSICIANS:

1. 1will use only MedSave physicians to prescribe and monitor B/N and adjunctive medications, If my
primary care physician (PCP) has already prescribed adjunctive medications {muscle relaxants,
antidepressants, or other non-narcotics), it will be up to me o obtaln in writing from that office, my
pPCPs permission to have a VedSave Ciinic doctor continue these medications.

2, Iwill use one pharmacy to obtain all my prescriptions prescribed. | willsigna separate pharmacy
agreement and (& will bein my chart. One pharmacy means ONE pharmacy, not one chain or string of
" stores with the same name.

3. 1 have been instructed to sttend mandatory substance abuse and/or mental health counseling. |
will-ensure | obtain my initial assessment from my counseling facility within the 20 days of my first B/N
prescription. | wiil sign an information release form for my MedSave physician so s/he can follow this
prograss.

4. lwill hbe seenon a regular basis and given prescriptions for enough medication to |ast from
appointment to appointment. | understand that my B/N must be approved by my insurance company
(if | have/use insurance) before 1 can £l my prescription. If prior approval/pre—authorization {PA}1s not
made in a timely fashion, | wili elther have to purchase my B/N myself until my next appointment or
wait without B/N until my PA has been authorized by my insurance company.

The MedSave staff will expedite the PA os quickly as possible. We da not, however, have control over how guickly your
Insurance company witl act, especlally if it is Friday gfternoon, We try not to schedule new appolptments during this time.

MedSave Clinic | 246 Campus View Blvd Columbus Ohlo 43285 { MSDOZB-091417 Initials




MedSave CHRLG
Buprenorphine/ Naloxone Therapy Agreement

5. Prescriptions for B/N orany other prescriptions will be written only during an office visit. No refiils
of any medications will be written or called in during the evening or on weekends except emergencies.
These emergencies will be considered on a case-by-tase basis and only enough called in for the patient
to make it to the next appointment day your MedSave physiclan is working.

ga. 1will bring backany medications praseribed by my physician in their original containers when:

» [um requested todoso OR

« [voluntarily stop taking my medication for ANY reason

These medications will be destroyed upon their return after their amounts are reconciled. This
destruction will be witnessed by the MedSave staff and | wili sign a medication reconciliation form at
such time. 1f1{or anyone else) dispose of my medication(s) | have stopped taking (1.e., flushing them

down the toilet) that prevents me from returning my medicatlons to MedSave, | will be dismissed from
the practice immediately.

7. 1 am responsibie for keeping my medication in a safe and secure place, suchasa iocked cabinet or
safe. | am expected fo protectmy medications from alf children as accidental consumption by a child
may lead to their death. Stolen medications should be reported to the police and to my physiclan

immediately. [fmy medication is lost, misplaced or stolen, your physician will NOT replace them {evenif
a police reportis flled).

8. 1may notgiveor sell my medications to any other person under any dreumstances. [f1do, i may

endanger that persen’s health. It is also against the law and, as such, | will be discharged as a patient
and reported to the proper authorities. :

5. Evidence of obtaining other B/N medication or other pain medication{s} from other physicians
(which includes emergancy depts), is grounds for sermination. The sale of any of my prescription{s)
will result in my termination after | am discharged from the practice.

10. | will communicate fully to my physician, to the best of my ability, at all of my visits, any and all
symptoms and functional activity, as well as any side-effects of madications provided to me. This
information allows my physician to adjust my treatment plan accortdingly and make it safe.

11. 1 will not use any illicit drugs, such as cocaine, marijuana, ete. while taking my medications for my

oploid dependence. This will place my treatment in jeopardy. Either a safe diecontinuation schedule b T

my medication will be used or supply of medicine will be provided upen +he termination of the
doctor/patient relationship, The use of aleohol Is also forbidden and, if discovered, places my patlent
status in jeopardy. These incidents are added 10 the total number of infractions per Phase/flevel.

MedSave Clinio | 246 Campus View glvd Colurnbus Ohio 43235 { MSD02B-091427 Initlals



MedSave Cliric
Buprenorphine/Naloxone Therapy Agreement

12. The use of any benzodiazepine Is UNACCEPTABLE as mixing these with B/N may be dangerous.
Deaths have occurred due to combining these medications, ‘especialiy when used outside of a
physician’s care. [f it is discovered | am using “hanzos”, my treatment as a B/N patient will be
jeopardized, It wili be up to my MedSave physician to determine If | will continue as a patient.

13. | agree and understand that my physician will perform urine drug testing at each office visit,

When requested to provide a urine sample, | agree to cooperate, including the possibllity of collecting a
directly observed specimen. if | decide not to provide a urine sample, | understand that my doctor will
consider this a “positive test” unless an oral drug screen is agreed to. If not, this may resuft in complete
termination of the doctor/patient relationship. The presence of a non-prescribed drug(s) or illicit drug(s)
in my urine are counted as an infraction which may lead to my termination. It is also very likely i may be
tested using saliva —and possibly blood- to look for medications and/or their metabolites,

14. There are side effects with B/N therapy which may include, but not exclusively limited to, skin rash,
ftching, constipation, sexual dysfunction, sleeping abnormalities, sweating, and other signs of
withdrawal. During the first week, 1 understand Is where | may have the most of these side-effects due
to the dose of B/N being up-titrated {increased to maintenance). The likelihood of overdosing with B/N
is small; there stili exists a small danger of this If | abusa my B/N or use It with other iillcit drugs of abuse.

15, 1will inform my physician of all medications Iam taking. This includes herbalf remedles, over-the-
counter medications, and other prescribed medications.

16. 1 understand that although B/N contalns an opioid; it also contalns naloxona which helps prevent
the full effect of the opioid component. While unlikely to cause significant drowsiness which may delay
my response/reaction times, | will still exercise care if and when driving or operating any Enachinery
whiie on B/N, especially If my dose has just been Increased.

17. If1suddenly stop or decrease my B/N medication b\} half, I could ﬁossihlv have withdrawal
symptoms (flu-ifke syndrome such as nausea, vomiting, diarrhea, aches, sweats, chills) that may occur
within 24-48 hours of the last dose. | understand that withdrawal is quite uncemfortable, but not a life-
threatening condition. '

18. If | have a history of depression or other mental health issues, | must notify the MedSave
physician of such history. Fallure to disclose this information may result in my dismissal,

19, 1 agree to allow my physician or MedSave Staff to contact anyona: health care professionals, family
members, spouses/significant others, pharmacles, legal authorities, or regulatory agencies to obtain or
provide information about my care or behaviors, should my MedSave physician feels it Is necessary,

MedSave Clinio | 246 Campus View Bivd Columbus Ohio 43235 | MSDO2B-091417 Iniialy



MedSave Clinie
Buprenorphine/ Naloxone Therapy Agreement

20. | agree to keep my apprintments and be on time. If late, | will call at least ONE HOUR ahead of
time to keep my appointment, i will conduct myselfin a respectful and courteous manner whilaa
MedSave patient and 1 will follow and understand the hand-out entitled “Being Late at Medsave Clinfc”.

21. 1 agree to be pregnancy sasted should my physician deem this necessary. 1 understand thatif } am
pregnant or become pregnant while taking B/N medicatlons, this will alter miy care and ! will be referred
t0 a Ob/Gyn specialist as | would then be considered a high risk prégnancy.

272, lunderstand thatitis tha primary goal of MiedSave physicians fn using B/N medications totreat
my opioid dependence and NOT necessarily my pain condition (if  have one). My dose will NOT be
raised to accommodate pain issues, rather only to augment the suppression of withdrawal signs and
symptoms, should they be present,

13, 1 understand and agree that | MUST have a primary care provider {PCF) and a Sponsor while a
patient at MedSave Clinic. 1f | do not have a either, for whatever reason, | understand | have 60 days to
find AND secure my pcp/Sponsor, 1f | do not establish a doctor-patient relationship with a PCP and/or

secure a Sponsor within 60 days, 1 will be charged with a vioiation infraction for each week past 60 days
until | provide proof of having one or the other,

24. lunderstand | will receive my B/N medication usually at the Initial visit and typically as part of an
up-titration schedule. | also understand | may not obtain a dose that | think will be the best forme ora
dose that | was getting previously or “off the street” or even if given by another previous physician. il

amn not in mild-moderate withdrawal, | wili have to return o Mdsave Clinicwhen lam.

25, |agree o random pill counts. 1t is my responsibility to supply MedSave with functicnal phone
nurmbers and a correct address where 1 live so | can be contacted for my care (ex, for a pill count or lab
resuits). Also, | agree to all conditions related to pill counts at MedSave Clinic as outlined alsewhera,

{ have read each poge of this agreement and my Initials on each page testffes fo this. Questions | hud have been
explained fo me. | ogree (0 its terms and conditlons fully and 1 appreciate that these terms and conditions are
set forth In this agreement so that I may be provided a responsible oplold dependence management gxperience
when using B/N therapy ta help increase my daily function and Improve my fife.

Patiant’'s Signature: ‘ Date:
- ee————pYnted NEmE - - A " - - T - e e
Witness Signatura: Date:

Printed Name:

MeiSave Clinic | 246 Campus View aivd Colurnbus Dhlo 43235 | MSDO28-091417 Initials



DDICTION TREATMENT SERVICES (614) 431-4601 Fax

246 East Campus View Boulevard
‘ s a Columbus, OH 43235
(("f MedSave CliNIC (51415053126
ADDICTION TREATMENT SERV

AGREEMENT OF TREATMENT EXPECTATIONS

This is an agreement between two parties: Medsave Clinic facility and Medsave Clinlc patient.

The purpose of this document is positive one. it attempts to make clear the rights and
responsibilities of both parties. It says who is to do what.

You may think it is unusual, and perhaps unnecessary, to have stich an agreement, but an
agreement between Medsave Clinic and a patient is really no different than any other agreement for
services.

We promise fo treat your medical condition{s) to the best of our abilities, consistent with the
standards of care In our community. You, in turn, promise to be as understanding, cooperative, and
responsible as possible.

This agreement can be used as a checklist for both parties to review from {ime to time, 0 see
whether or not we both are doing what we said we would do.

Read this document carefully before you sign it. If there is something you do not agree with, talk
it over with a member of the treatment team,

| have read (or have had read to me) the “Agreement of Treatment Expectations” and fully understand
its contents. | have been given an opportunity to ask guestions.

patient/Responsible Party Date

if not Patient, Relationship to Patient:

Medsave Clinic Staff Witness / Title Date



Facility Responsibilities

We recognize that we have the responsibility to provide you with treatment that meets state
and federal regulations and conform to the current standards of care. Therefore, we will:

e Provide services according to current guidelines and standards

e Provide doctors, medical assistants, and counseiors who are trained, licensed, or certified in
their professions to help in meeting your needs

e Practice universal precautions and other policies/procedures to prevent or control infections
and maintain a safe and sanitary environment

To educate you about your treatment options. Therefore, we will:

« Provide you information about your program and options of treatment
e Inform and educate you about the facility and our policies and procedures

To provide a treatment environment that is safe for both patients and staff. We will:

e Respond to a situation where visitors, family members, other patients, or staff members exhibit
behavior deemed by the facility personnel to be hazardous to the safety and well being of
everyone in the facility. This may include contacting the appropriate law enforcement
authorities

To treat you with respect, consideration, and dignity, we will:

e Introduce ourselves to you and explain our responsibilities and duties

o  Assist with trying to solve any problem(s) related to your treatment that you bring to our
attention

e Maintain confidentiality of your communications and medical records

e Ensure that no staff member discriminates against you because of age, race, sex, medical
disease, or physical disability

Patient Responsibilities

| understand and agree that it is important that | participate in the decisions about my health and
treatment. Therefore, | will:

o Learn about my disease and its freatment

e Provide accurate information about my medical and social history

o Participate in my program and follow it accordingly

o Notify my doctor or medical assistant of any changes in my health condition and status
o Comply with all physicians’ requests for office visits and referrals.

o Participate in activities or efforts leading to rehabilitation



Acknowledge that it is my responsibility to arrange for my own transportation and that Medsave
Clinic nor its staff members shall not be responsible for providing transportation for me
Acknowledge that my failure to comply with my appointment times, medications, and other
physician orders may result in other health problems and possible dismissal or termination from
doctor/clinic

| agree to be knowledgeable regarding the facilities policles and procedures and follow them, Therefore,

1 will:

Arrlve on time for my scheduled appointment

Inform the facility if | am going to be 1ate or need to be rescheduled, with the understanding
that if | am late | may not be seen right away and may have to be rescheduled

Arrive free of the influence of iilegal drugs, alcohol and without a weapon, | also agree to refrain
from having them in my possession or using them while | am on the premises of this facility.
Cooperate with the staff member assigned to provide care to me. | understand that | cannot
require specific staff members to care for me, Ifiam uncomfortable with a specific staff
member assigned to my care, 1 will make the clinic manager aware of my concern(s)

infarm the facility about personal changes such as address, phone number, or marital status
Agree to bring my medications into the facility for review when requested to do so

Once | check in, 1 will not ieave before doing urine drug screen. if i do, | may be subject to an
observed urine drug screen

1#1 am a smoker, ! will not smoke in front of the building at entrance. | will smoke to the right of
the building where there Is a cigarette receptacle which is 50 it away from the building per the
Ohio Code

| agree to respect the rights of other patients and staff members. Therefore, | will:

Treat other patients and staff members with respect, dignity, and consideration

Respect the rights of other patients to have a safe, clean, and calm environment

Refrain from any form of verbal abuse, physical abuse, or sexual harassment of other patients,
staff or visitors

Refrain from giving gifts to staff members. Gifts are not allowed to be accepted. Providing gifts
can undermine our obligation to provide services fairly to all patients,

Refraln from making sexual advancements to other staff members, patients, or visitors. Staff
members are prohibited from becoming romantically involved with patients. This can distract
the staff member or patient from being able to provide or get proper care. |t can also cause
emotional distress. Any patlent or other staff member who continues to treat a member of the
staff in this way or harassesa member of the staff may possibly be gither discharged or
terminated. We have a no folerance policy for this type of behavior

Reports of discrimination, harassment, or sexual assault will not be tolerated



MedSave Clinic

Patient Information Form

| Ganeral Infl ™ o

Patient Name: Pt. DOB:

Tast Tirst Montly/Dey/Yt

Address: Town: Zipt

Transportation: [1Ihaveaocaranddrive DTrdethebus DIhave someone driveme [T use a taxi serviee

LIV PRI IEE) i y
ST s s o

Primary Care:

Specialists:

Neurologist

Psychiatrist

Pain Specialist

Burgeon®

Other**

®This riuay be an orthepedic or newrosurgeon *KThis may be vheumdiologist, physiatrist, or my other specialist

T . A

Eonplop el SIS

Worldng? (oiscle all that epply):  Full-ime Parbtime Seeking S8DI Disabled TUnermployed

Emfxloyer: Position:

»  If disabled, why were you granted disability?

I¢ disabled, when wore you first approved? Month: Year:

>
»  If seeling SSDI, do youhave an attomey? O No [ Yes, who?
»

If & veteran, are you servioe connected? N No O Yes IfVes,what¥%

Patient Signature: : Date:

(GEMSFO72517 246 & Campus View Blvd | Columbus, Oldo | 43235



(614) 431-4601 Fax

246 East Campus View Boulevard
Columbus, OH 43235
(@f MedSuve C li n lC (glz;nsouss-slze

patient Name: Date:

Risk Assessment

. In the past few weeks, have you wished you were dead?

. In the past few weeks, have you felt that you or your farnily
would be better off if you were dead?

. In the past few weeks have you been having thoughts about
killing yourself? '

Have you ever tried to kill yourself?
If yes, how (method used)?

Where?

When {including dates)?
Damage done to Self___
Recent Hospital Discharge Date

. |fyes, are you having thoughts of killing yourseif right now?
Describe .

In the past, have you ever displayed violence towards others?
If yes, describe

. Have you ever had issues with displaying sexually inappropriate

behavior with others?
if yes, describe

. Do you have thoughts of harming or wanting to kill others?
- If no, your assessment is complete

10, if yes, do you have a plan o do this?

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

No

No

No

No

No

No

No

No



11.

12.

13.

If yes, do you want to take anyone with you? Yes
When?

Where?

How?

Who?

Do you have access to guns or other weapons? Yes

Have you ever had thoughts of harming others and
carried out those thoughts? Yes
If yes, when (dates)

Method used

Describe injury te others

Comments / Anything else you would like to tell us:

No

No

No




MedSave Clinig Initial Visit Questionnaire

Name: DOB: Date;

T PAGEL

Substanee Abuse History:

1first started using OPIOIDS/OPTATES in (vear) at age . Cumrent Age;

1 starfed using drugs like oxycodone (or heroin): O To gethigh O ‘i‘o freatpain [0 After a surgery
1 began using heroin af age . 3 {don’t use heroin and never did [ T only used heroin a few times
Order 1st, 2nd, 3xd, fow you used heroin/opioids over time: IV___ Smoked _ Snorted _ Oral

(Circle ong): 1am Jamnot mandated to complete this treatment by a dmg court magistrate.

Please complete the Table below using best estimates. (Kindly pay attention to footnotes used):

| Drbg Uscd/Abused-  RowteUsed® - AvgAit - Maws i Riame - LisbUsedisd
 Carrenily (IV,0r,8n,8m)  Used * Amf . @nwwd,mo) {Day & Approx
R B S TR . Kvg Amt-MaxAmi e
Heroin ‘
Subexone/Zithsolvi

Oxycodone (Peroncet) mg g

OxyContin . mg g

Hydrocodone (Vicodin) mg mg
" Morphine (Kadian) mg mg

Fentanyl mg g

Hydromorphone (Opana) mg mg

Methadone mg mg

Tramédol ', ) mg meg

Meth/Amphetamines g mg

Marjjuana ' Smoke Jjoinds joints

Coraine E

Beer - ) Oral

Hard Liquor Oral

Wins ) Oral

*IV- Infravenous, Or-Oral, Sn-Snorting, Sm-Smoking,
#% Max smount used in the Just 3 months of using the drug or if >3 months since using, put max amount ever used
#+% J pot thme used priox fo coming info MedSave Clinie. May nse days, weeks, or months ago,

# Suboxone or Zinbsolv;
If obtaived off the streets, check which applies: Ouseregilarly  Duse when T can get it

Physiclan Notes ONLY:

8] Meutsave Aditiotion Center | 246 E Campus View Blvdl | Columbus Ohlo 43285 12MSF-0SNov1g




MedSave Clinic Initial Visit Questionnaire

Substance Abusa Counssling (SAC) History:

O Tam not ettending SAC currently. O T am trying to set up SAC currently.
[ 1am atlending SAC cuvently af;
" o lattend Jweek for individual counseling
o Iattend fweek for group counseling
[1 Ihave attended SAC in the past. Last attended (nofyr);___ / at

O Ihave NEVER attended auy kind of SAC
AA ox NA Meetings (check those that apply):

0O I have never gove to a meeting, either A A or NA or any other

[ I have been to meefings in the past AND I CURRENTLY go to (enfer a#) mestings a month
O T have been to meetings before but not now. last went to a meeting
0 Ido not have a sponsox NOW and I (eirele one) have have riol had a sponsor in the past

11 I hrave a sponsor; his/her name is (enter first name and last name’s first lefter)

Living Arrang‘ ements/Incarceration (please check all that apply)

llivein: O An Apariment OHouse [ Trailer [ Other,
Ilivewith: O Spouse/Sig Other® OMy children 0O Family [1Friend 0 Otheyr
I Yive with “nsers” cumently O I do NOT live with “asers” cumrently O
Ihave been: 01 Tn prisonfjail 03 Stayed in homeless shelters
Employvment History:

0 Tam currently working  OFT OPT  at
[0 1 am not working now but I will be seeking: [ employment (1 disability
0 Iam already disabled due fo sinee (nofr) /

Treatment Histoxy: (List Previous Doctors/Clivics who have freated you for Opioid Dependence)

Physician/Clinic/Office Suboxone used/day When?{mo/yr) Treatment Lenpth

Edueation History: -

[1 High School Grad [ Some College [1College Grad DO Ifniot a HS graduate, last grade attended: .
D Lhave trovble reading {1 I have trouble ynderstanding what Tread
O Iwas diagnosed with 2 learning disability when I'was in school

! MedSavs Addiction Center | 246 E Campus View Blvd | Columbus Ohlo 43235 12MSF-05Nov1 8




MedSave Clinic
Medical/Surgical History

Patient Name: ’ DOB:

MEDICAL HISTORY: check boxes that apply and circle items as needed

‘0 Asthma: Seasonal or allergy-induced Exercise-induced  Chronic

[1 Arthritiss Rbeumatoid Osfeoarthritis £ Lupus O Other Jeint Disease

DBlood Clots Legs Lung Brajn 0 Stroke (1 TBI (Traumatic Brian Injury)

[1 Cardiac Disease: 0 Coronary Artery Disease O Arhythmia 0O Hypertension [J Heart Failure
O Cancer: TYPE: . [ In Remission since

[} COPD: Cw Emphysema 0 TB  Other lung disease

O Diabetes: B Typal 0 Type 2 0 Gestational

[ Depressiem: Seasonal  Chronic O Bipolar Disorder 0 Schizophrenia 0 ADD/HD
O Psychiatric IHuess (other):

[J Gastrointestinal Disease O IBS [0 Celiac Disease

O Hepatitis B O Hepatitis C 0 HIV O Other Infections Disease

O Hezdaches TYPE: O Migraine 0 Muscle-fension 0 Traumatic [0 Other

0 Kidney Disease

0O Neurologic Ilinesses: [T Seizures 1 MS

O Pexipheral Neuropathy

[ Psoriasis D Hidradenitis Suppurativa [ Other Skin Disease;

O Sleep Disorders O Insomnia O Apnea [ Othey:

0 Vision or Hearing Disordex(s):
0 Addiction: O Heroin/Opioids D Cocaine [Marijnana O Stimulands O Benzos O Aleoho)
0 Othex(s);

'SURGICAL HISTORY: List Only MAJOR Procedures
Procedura IFnone, check box [ MenthfYear

on another sheet R
Frequency ' For

Dose (mg or mcg) -

Fhysiclan Notes:

MedSave Addiction Center 246 E Campus View Blvd  Ohio 43085 MSF28-017an2019




