
MAT Expansion in Rural Oklahoma
Example Patient Treatment Agreement

Patient Name: _________________________________________________________________________

Birth Date: ___________________________________________________________________________



BUPRENORPHINE  TREATMENT AGREEMENT

As a recipient of outpatient treatment with buprenorphine/naloxone (for example, Suboxone) or buprenorphine (for example, Subutex), referred to generally as “buprenorphine” below, for treating my problems with opioid use, these guidelines are given to me to help me stay safe and do the things I need to do for my continued recovery. 

· About my behavior:
a. [bookmark: _GoBack]I agree to keep all my scheduled appointments or change the appointment in advance, except in case of emergency.
b. I agree not to sell, share, or give any of my medication to another person.
c. I agree not to deal or buy drugs at the office, or in its parking lots or property.
d. If I will be going to an outside pharmacy, I agree not to deal or buy drugs at that facility or in its neighborhood.
· About receiving medication:
a. I agree that my medication/prescription will only be given to me at the regular office visits. A missed visit may result in my not being able to get my medication/prescription until the next scheduled visit.
b. I agree that the medication I receive is my responsibility and I agree to keep it safe and secure. I agree that lost medication will not be replaced regardless of why it was lost.
c. I agree not to obtain medications from any other healthcare providers, pharmacies, or other sources without telling my treating physician/ healthcare provider.
· Warnings about opioid use:
a. I understand that mixing buprenorphine with other medications, especially benzodiazapines (for example Valium, Ativan, Klonopin, or Xanax) can be dangerous. I understand that several deaths have occurred among persons mixing buprenorphine and benzodiazepines. There is also a risk of overdose death from mixing buprenorphine  with large quantities of alcohol or other types of sedatives, such as barbiturates.
b. I understand that as I decrease my use of opioids (stop using heroin or pain pills, or reduce or stop my buprenorphine medication without talking to by doctor/ healthcare provider), I have a higher risk of dying from an overdose if I relapse. I understand that if I relapse, I need to use small doses of opioids until I learn what my body can tolerate. 
c. I agree to take my medication as the doctor/ healthcare provider has instructed and not change the way I take my medication or how much I take without first asking my doctor/ healthcare provider. 
d. I understand that if I relapse when I have been taking buprenorphine, at first I may not get high from the other opioids because buprenorphine blocks their effect. I understand that if I keep using larger and larger amounts to try to get high, I could stop breathing and die.
e. I understand that buprenorphine is extremely dangerous for infants and children. They can stop breathing and die after taking in tiny quantities of this medication. I agree to keep my supply of this medication locked securely away from others, especially infants and children.
· About my treatment:
a. I agree that my goal is to stop using addictive drugs, and that I will work to stop using all addictive and illegal drugs during my treatment with buprenorphine.
b. I agree to provide random urine samples for drug testing and allow my healthcare provider to test my blood alcohol level whenever I am asked to do so.
c. I agree to return within 24 hours of a random call-back for a pill (or film) count.
d. I understand that, for many people, buprenorphine by itself is not sufficient treatment for dealing with opioid use problems, and I agree to [PROVIDE TERMS OF PATIENT EDUCATION, PSYCHOSOCIAL COUNSELING, ETC., E.G., “participate in support groups at least weekly, as discussed and agreed upon with my healthcare provider. I understand that if my attendance at these groups is not confirmed then I will not be able to receive buprenorphine”].
e. I agree that violating this agreement may result in my no longer receiving treatment with buprenorphine.

I consent to the above terms and to begin treatment with buprenorphine/naloxone (Suboxone) or buprenorphine (Subutex).


Patient Signature ______________________________________________ Date ____________________


Provider Signature_____________________________________________ Date ____________________

