The Center for Integrative Health, LLC/CAS  484 S. Miller Road, Suite 201, Fairlawn, Ohio 44333 -  330.835.4545 

Name: _________________________________________________________________________________________________ Date:_______/______/_________

□M □F     Race: ____________        DOB ______/_______/______     Age: _______     Social Security # ____________-_________-_____________
□Home Phone:  (________)________________________ □Cell:  (________)________________________ □Work: :  (________)________________________
Please check number preferred contact number. Can a message be left at this number?  Y   N

Address: ______________________________________​​______________________________________________________________________________________

City:______________________________________________________________________________________ State:___________ Zip: _____________________

Email Address:_________________________________________________________________________

Primary Pharmacy:________________________________________________________________________  Phone:  (________)________________________ 
Primary Care Physician:____________________________________________________________________  Phone:  (________)________________________
Referring Physician:________________________________________________________________________  Phone:  (________)________________________
1. 
Please list the family members or other persons, if any, whom we may inform about your general psychiatric conditions and diagnosis (including treatment, scheduling appointments, payment and healthcare options):

Name:_______________________________________________ Phone:  (________)________________________  Relationship:_____________________

Name:_______________________________________________ Phone:  (________)________________________  Relationship:_____________________

2. Please list the family members we may contact in the event of an emergency:

Name:_______________________________________________ Phone:  (________)________________________  Relationship:_____________________

Name:_______________________________________________ Phone:  (________)________________________  Relationship:_____________________

I am aware of HIPAA privacy guidelines.  I understand my rights regarding the protection of my personal health information (PHI).  I understand that I have a right to revoke the above authorizations at any time. I hereby authorize The Center for Integrative Health, LLC and CAS and all of their practitioners to release any information acquired in the course of my examination or treatment required to process any of my medical claims.  I also authorize treatment by the physicians and staff of The Center of Integrative Health, LLC and CAS.  I hereby agree to pay for services in full as described and will proceed to seek reimbursement from my insurance carrier.  I understand this authorization will be effective until revoked by me in writing.  The Center for Integrative Health, LLC and CAS fee is not established by insurance companies and I am responsible for my account.
Patient Signature:__________________________________________________________________________________________ Date:_______/_______/_________
NOTICE OF POLICIES & GUIDELINES FOR BUPRENORPHINE/VIVITROL PATIENTS

The doctors here at The CFIH and CAS want to insure you are aware of the following policies and guidelines.  These guidelines are mandated by The State of Ohio, insurance companies and by good clinic practices of addiction medicine.  If you have any questions regarding these guidelines, please consult your prescribing physician.  Please read carefully, initial each guideline and sign and date at the bottom.  

	REQUIREMENT
	FREQUENCY
	PATIENT INITIALS

	Hep B & C testing
	Annually
	

	HIV testing
	Annually
	

	Liver function testing
	Every six months
	

	Pregnancy Test (women of childbearing age)
	Initial intake and then every 3 mths
	

	12-Step Program 
	Minimum Three (3) Meetings Weekly
	

	12-Step Program Attendance Log Sheet

AA,NA,Counseling
	Monthly (YOU MUST PROVIDE THIS TO US AT EACH VISIT)
	

	Observed urine drug screen
	Every visit. We may call anytime a request a Random you will be required to show in office the same business day to drop and have a Pill/medication count. Failure to show is grounds for termination. 
	

	Pharmaceutical  Monitoring  
	Monthly
	

	Return visits due to non-compliance constitutes a revisit fee (This could be weekly at doctor’s request)
	340.00 for new patients and 190.00 for all follow-up appts
	

	Absolutely NO CALL IN prescriptions and/or refills
	N/A
	

	Follow-up visits required every 30 days or risk denial of medication coverage by insurance company.  
	Monthly
	

	Cancellation/NO SHOW POLICY

Less than 24 hour notice. 
	$20.00
	

	If you receive a prescription from another physician for any reason you are to notify us before you start taking it.
	N/A
	

	PAYMENTS: We are a fee-for-service practice.  All office visit fees are due at the time of your appointment.  The CFIH does not submit claims to your insurance company.
	Each Visit, Weekly, Bi-Weekly, Monthly (at your doctor’s discretion)
	

	CONTACTING PROVIDER: Office hours are variable depending on the provider.  Office staff will be able to assist you during business hours.  If necessary, your provider will call you back within 24 hours but they are not always immediately available as they are seeing other patients.  After hours in an emergency situation, you can call the answering service and someone will call you back.  If you cannot reach someone at The CFIH and it is an emergency, or you feel you cannot wait until your call is returned, you should go to the nearest emergency department. DO NOT CALL ANSWERING SERVICE FOR PRESCRIPTION REFILLS.
	

	CONFIDENTIALITY: In general, law protects the confidentiality of all communications between a client and practitioner and information can only be released to others with your written permission.  At The Center, we request that you sign a form allowing information be shared amongst the staff here so that a treatment plan may be developed best suited for each individual.  There are also a number of exceptions to confidentiality.  There are some situations in which we are legally required to take action to protect yourself and others from harm.  If we believe that a child, elderly person or disabled person is being abused, we must file with the appropriate state agency.  If we believe that a client is threatening bodily harm to another, we are required to take protective actions, which may include notifying the potential victim, notifying the police or seeking hospitalization for the client or to contact family members or others who can provide protection.  These situations rarely occur, but if they should we will make every effort to fully discuss it with you before taking action.
	


Your signature below indicates that you have read the information in this document and agree to abide by its terms during our professional relationship.
Patient Signature ___________________________________Patient Name (Please Print)_________________________________ Date: ___/___/___
Privacy Consent – For Use and Disclosure of Protected Health Information

As Required by the Privacy Regulations Created as a Result of the Health Insurance

Portability and Accountability Act of 1996 (HIPAA), Effective April 14, 2003.
I hereby give my consent to The Center for Integrative Health, LLC and CAS to use my health information for the purposes of treatment, payment, and operations of my health care and this practice.

Consent for treatment:  I, with my signature, authorize The Center for Integrative Health, LLC and CAS and any employees working under the direction of the physician, to provide medical care for me, or to this patient for whom I am the legal guardian.  This medical supportive care, palliative care VNA support care needs and services related to general conditions.  This may include (but not limited to) evaluation of medical problems, medical management, minor procedures, diagnostic testing, therapeutic care, counseling, the prescribing of drugs, or other services required by your care.  This consent includes contact and discussion with other health care professionals, such as my primary care or specialists for your care and treatment as well as other providers involved in The Center for Integrative Health.


Consent for release of information for payment and operations:  I also authorize this practice to furnish information to the identified insurance carrier(s) for any and all payment reimbursements if I so pursue to seek reimbursement.  I further consent to the use for any practice operations needs as identified in the practice privacy notice.  My medical record may include information about any and all conditions I have identified to this practice, including genetic issues, drug or substance abuse, and HIV or AIDS, or other related diagnosis and conditions.

Consent related to the Privacy Notice:  I have had a chance to review this Practice Privacy Notice as part of this registration process.  I understand that the terms of the Privacy Notice may change and I may obtain these revised notices by contacting the practice by phone or in writing.  I understand I have the right to request how my protected health information (PHI) has been disclosed.  I also have the right to restrict how this information is disclosed, but this practice is not required to agree to my restrictions.  If this practice agrees to my restrictions on PHI use, it is bound by that agreement.

I understand that this practice may refuse me services if I refuse to sign this consent.  I may revoke this consent at any time, but the practice may refuse further services at that time.  If I revoke this consent, the revocation does not take effect until this practice receives it.

I have received a copy of The Center for Integrative Health LLC and CAS Notice of Privacy Practices.

Patient:_________________________________________  Date:________________________________

Name Printed:_______________________________ If not patient, relationship_____________________

Copy of Practice Privacy Statement signed or initiated with patient/guardian on (date):_______________

I hereby revoke the consent given above:

Parent/Guardian:________________________________________Date:___________________________

Name Printed:_______________________________ If not patient, relationship_____________________

Name: ______________________________________________________________________________________________________________Date: _______/________/_________
MEDICATION ALLERGIES: _____________________________________________________ADVERSE REACTIONS: _______________________________________________________
Description of problem or reason for making this appointment: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Background:

Occupation: ______________________________ Highest level of Education: ______                              Single  Married, Divorced, Widowed,  

# of Children______
Spouse/Partner:  Describe Relationship: ____________________________________________________________________________________________________________________________________________________
Family of Origin: 
Describe Childhood:  ___________________________________________________________________________________________________________________________________
Early childhood neglect:   □N  □Y, Explain: _______________________________________________________________________________________________________________
Abuse (verbal, emotional, physical, sexual):  □N   □Y, Explain: ______________________________________________________________________________________________
Any other childhood or adult trauma:  □N  □ Y, Explain: ___________________________________________________________________________________________________ Military Service: □N □ Y, Branch: _______________________________________________________
Past Psychiatric History:   Prior Psychiatrists/Psychologists/Counselors:
Name                                                               Dates seen                   Phone #                             Can we contact?                    
_________________________________       ________________      ________________________             Y       N
_________________________________       ________________      ________________________             Y       N

_________________________________       ________________      ________________________             Y       N
Substance Use History:

	Substance
	No Use
	Past Use-Last used when?
	Current Use—please note amount used per day or week

	Alcohol
	
	
	

	Marijuana
	
	
	

	Cocaine/Crack
	
	
	

	Heroin
	
	
	

	Pain Meds
	
	
	

	Stimulants
	
	
	

	Tranquilizers/Benzos
	
	
	

	Sleep Medication
	
	
	

	Hallucinogens
	
	
	

	Tobacco
	
	
	

	Caffeine
	
	
	

	Other
	
	
	


Past Medical History: 
Please list the providers you are currently seeing or have seen in past six months
Name                              Phone                                       Last visit                                      Can we contact? 

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
	CARDIOVASCULAR
	Y
	N
	ENDOCRINE
	Y
	N
	NEUROLOGICAL
	Y
	N

	High Blood Pressure
	
	
	Diabetes
	
	
	Stroke/TIA
	
	

	Low Blood Pressure
	
	
	Hypothyroidism
	
	
	Seizure
	
	

	Heart Attack
	
	
	Hyperthyroidism
	
	
	Dizziness/Blackouts/Fainting
	
	

	High Cholesterol
	
	
	Adrenal Fatigue
	
	
	Memory Problems
	
	

	Arrythmias
	
	
	RESPIRATORY
	
	
	Headache
	
	

	Chest Pain
	
	
	COPD
	
	
	Tremor
	
	

	HEMATOLOGICAL
	
	
	Asthma
	
	
	GASTROINTESTINAL
	
	

	Anemia
	
	
	Sleep Apnea
	
	
	GERD
	
	

	Bleeding
	
	
	GYN/URINARY
	
	
	Hepatitis/Liver Disease
	
	

	MUSCULOSKELETAL
	
	
	UTI
	
	
	Irritable Bowel
	
	

	Fibromyalgia
	
	
	Kidney disease
	
	
	Constipation
	
	

	Joint Pain/Arthritis
	
	
	Kidney Stones 
	
	
	Abdominal pain
	
	

	Muscle Weakness
	
	
	Pelvic Pain
	
	
	Vomiting
	
	

	Chronic Pain
	
	
	Menstrual Issues
	
	
	OTHER (please list below)
	
	

	
	
	
	
	
	
	
	
	


Currently Pregnant  □N   □Y, Due date: _________

Surgical History: Please list surgeries you have had or are planning and approximate dates.
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Current Medications:
	Medications

Vitamins

Supplements
	Dosage and # per day
	Purpose
	Dr. that gives it to you
	Response/Side effects
	When started

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Family Medical History: Please list any medical/psychiatric diagnoses in your family history:

_____________________________________________________________________________________________________________________________________________________
Social Support: 

Emotional: ____________________________   Mental________________________________  Physical: _________________________  Spiritual: _____________________________
Religion/Spirituality:

Religious Background: _________________________________________________Current Religious/Spiritual Practices: _______________________________________________
Sleep: 

Average # hours per night:______ Do you have consistent bedtime? □N  □Y, Bedtime:_____ Do you have difficulties falling asleep, staying asleep or waking up? Explain. _____________________________________________________________________________________________________________________________________________________Quality of Sleep:  □ well rested        □ tired upon awakening       □ nighttime awakenings

Relaxation/Stress Reduction:

Exercise: □None  Type_______________________________Frequency________________________ Means of relaxation: _____________________________________________

Hobbies/Interests: ___________________________________________________________________________________________________________________________________
Diet and Nutrition History:

Are you currently on a special diet? Explain: ____________________________________________________________________________________________________________

Environment:

Do you feel safe in your home? □Y  □N, Explain: _________________________________________

Do you work in or frequent environments with exposure to toxic fumes or chemicals?     □N  □Y Explain:   _______________________________________________________                                                                                                                        Is there anything else you would like us to know about you? _________________________________________________________________________________________________
Buprenorphine/Naloxone Maintenance Treatment Intake Questionnaire for Patient Treatment-Planning Questions
Please answer the following questions which will help us design your plan of treatment: 

Is there any problem that makes it hard for you to give routine urine specimens? _______________________________________________________________

Do you have any disabilities that make it hard for you to read labels or count pills?______________________________________________________________

What are your reasons for being interested in Buprenorphine/Naloxone treatment?_____________________________________________________________

What “triggers” do you know which have put you in danger of relapse in the past or which might in the future? _____________________________________
What coping methods have you developed to deal with these triggers to relapse? ______________________________________________________________

Is anyone in your home actively addicted to drugs or alcohol?________________________________________________________________________________

What are the major sources of stress in your life?__________________________________________________________________________________________

What family or significant others will be supportive to you during your treatment? ______________________________________________________________

Would you be willing to sign a release so that the person(s) indicated above can be spoken to regarding your treatment? _____________________________

Buprenorphine/Naloxone Treatment Agreement 

Name _________________________________________________________________________________ Date:_______/_______/_________
I am requesting that my doctor provide buprenorphine/naloxone treatment for opioid ____________________ addiction. I freely and voluntarily agree to accept this treatment agreement, as follows: 

(1) 
I agree to keep, and be on time to, all my scheduled appointments with the doctor and his/her assistant. No-shows for any/all scheduled appointments will result in my treatment being terminated without recourse for appeal and my discharge from the practice. 
(2) 
I agree to conduct myself in a courteous manner in the physician’s or clinic’s office. Disruptive/abusive behavior will result in my treatment being terminated without recourse for appeal and my discharge from the practice. 
(3)
I agree to pay all office fees for this treatment at the time of my visits. I will be given a receipt that I can use to get reimbursement from my insurance company if this treatment is a covered service. I understand that this medication will cost between $5-$10 a day just for medication and that the office visits are a separate charge. 

(4) 
I agree not to arrive at the office intoxicated or under the influence of drugs. If I do, the staff will not see me, I will not be given any medication until my next scheduled appointment, and will result in my treatment being terminated without recourse for appeal and my discharge from the practice. 
. 
(5) 
I agree not to sell, share, or give any of my medication to another person. I understand that such mishandling of my medication is a serious violation of this agreement and will result in my treatment being terminated without recourse for appeal and my discharge from the practice. 

(6) 
I understand that the use of buprenorphine/naloxone by someone who is addicted to opioids could cause them to experience severe withdrawal. 

(7)
 I agree not to deal, steal, or conduct any other illegal or disruptive activities in the vicinity of the doctor’s office or anywhere else and doing so will result in my treatment being terminated without recourse for appeal and my discharge from the practice. 
(8) 
I agree that my medication (or prescriptions) can only be given to me at my regular office visits. The office will not call in ANY refills. Any missed office visits will result in my not being able to get medication until the next scheduled visit. 
(9) 
I agree that the medication I receive is my responsibility and that I will keep it in a safe, secure place. I agree that lost medication will not be replaced regardless of the reasons for such loss. 
(10)
I agree not to obtain medications from any physicians, pharmacists, or other sources without informing my treating physician. I understand that mixing buprenorphine/naloxone with other medications, especially benzodiazepines (sedatives or tranquilizers), such as Valium (diazepam), Xanax (alprazolam), Librium (chlordiazepoxide), Ativan (lorazepam), and/or other drugs of abuse including alcohol, can be dangerous. I also understand that a number of deaths have been reported in persons mixing buprenorphine with benzodiazepines. I also understand that I should not drink alcohol while taking this medication as the combination could produce excessive sedation or impaired thinking or other medically dangerous events. I understand that any the above will result in my treatment being terminated without recourse for appeal and my discharge from the practice.
(11) 
I agree to take my medication as the doctor has instructed, and not to alter the way I take my medication without first consulting the doctor. 

(12) 
I understand that medication alone is not sufficient treatment for my disease and I agree to participate in the recommended patient education, meetings, counseling, psychology/psychiatry and relapse prevention programs, to assist me in my recovery. A meeting log is required at every visit and will be included in your chart. If you forget your meeting log, you will have 24 hours to bring the meeting log to the office. I understand that not producing a meeting log and not attending meetings, therapy, and/or consultation visits will result in my treatment being terminated without recourse for appeal and my discharge from the practice.
(13) 
I understand that my buprenorphine/naloxone treatment may be discontinued and I may be discharged from the clinic if I violate any part of this agreement. I understand that if I am discharged from the practice, I will be provided a FINAL 30 day supply of medicines and instructed to find another doctor. 
(14) 
I understand that there are alternatives to buprenorphine/naloxone treatment for opioid addiction including: 

a. medical withdrawal and drug-free treatment 

b. naltrexone treatment 

c. methadone treatment 

My doctor will discuss these with me and provide a referral if I request this. 

____________________________________________________                                                           ____________________________________________________

Patient’s Signature/Date 







Witness Signature/Date

Matthew McDaniel, MD

Diane Berie, MD


Bruce Merkin, MD


Fred Fojas, MD


Sudhir Dubey, MD


Cassie Schumacher, MEd/PCC

Paula Pennington, RN, LAc


Jena Lesar, LAc


484 South Miller Road, Suite 201, Fairlawn, Ohio 44333
Phone: 330.835.4545  Fax: 330.835.4575

AUTHOIZATION TO RELEASE MEDICAL INFORMATION

	Patient’s Name:
	___________________________
	Date of Birth:
	_______________________________

	Previous Name:
	___________________________
	Social Security #:
	____________________________

	I request and authorize:
	The Center for Integrative Health/CAS
	

	
	
	

	_____ To release information TO:                                       _____To obtain information FROM

	
	Name:
	__________________________________________________________________________

	
	Address:
	________________________________________________________________________

	
	City:
	__________________________ Phone:_________________   Fax: _________________

	SPECIFIC INFORMATION TO BE RELEASED (Check all areas in which consent is given):

	______ VERBAL                   _____WRITTEN
	

	______
	Diagnostic Assessment

	______
	Chemical Dependency Assessment

	______
	Psychological Testing

	______
	Treatment Plan and Continuing Care Recommendations 

	______
	Progress Notes

	______
	All Labs, X-ray, CT, MRI, etc.

	______
	Correspondence of last (3) three years

	______
	Therapist Notes

	______
	Other (please specify)_______________________________________________________________

	Purpose of Disclosure:

___________________________________________________________________________________________

	(Information sharing, Coordination of Care, Etc.)

	I, expressly consent for Release of Information as valid for 365 days, but may be revoked by the patient at any time.  I understand that the medical records may contain drug/alcohol abuse information (42CFRpart2), and/or Human Immunodeficiency Virus (HIV); Acquired Immune Deficiency Syndrome (AIDS) test results or diagnosis (ORC3701.24.3) and treatment for mental illness (ORC51220.31). I consent to the release of any such information contained in the records designated above. 

	

	Patient Signature:
	_______________________________________
	Date:
	______________________

	Witnessed By:
	_______________________________________
	Date:
	______________________


The Center for Integrative Health/


CAS
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