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REMMSCO, INC. 

Substance Abuse Recovery Homes



P.O.Box 1121, Reidsville, North Carolina 27320

Phone: (336) 342-9504   Fax: (336) 342-9506   Web:  www.remmsco.org
Physician’s Statement
Physician: (print) ______________________________
For: REMMSCO, INC. Recovery Houses

Street address: ________________________________
PO Box 1121
City, State, Zip Code: ___________________________
Reidsville, NC 27320

Telephone number: ____________________________  
Telephone number: (336) 342-9504
 Fax number: _________________________________
Fax number: (336) 342-9506
I have examined this patient:  
Name: (print) ___________________________________________




Date of Birth: ___________________________________________

And found that he/she is able to fully participate in the program at REMMSCO, Inc. This person is expected to comply with the following physician’s order for prescription medications. The patient has been advised of the benefits and possible adverse affects of these medications through my office. The patient may also use OTC drugs approved for use in the REMMSCO houses as per the boxed directions on an as needed basis. I understand that prescription and over the counter medications and supplements at REMMSCO, Inc. houses are stored securely and given to the resident, with staff supervision, at the times when the client is scheduled for administration: 

Name of medication (print)


      Dose

      How often

     Route
NO Opiates, Narcotics, Benzodiazepines, or Amphetamines

_________________________________        
________________
________________ 
__________
__________________________________        
________________
________________
__________
__________________________________        
________________
________________
__________
__________________________________        
________________
________________
__________
__________________________________        
________________
________________
__________
__________________________________        
________________
________________
__________
__________________________________        
________________
________________
__________
__________________________________        
________________
________________
__________
__________________________________        
________________
________________
__________
__________________________________        
________________
________________
__________
Physician Signature Only:__________________________________________
 Date: ________________







Collected by: ____________________________________________________________

Received at REMMSCO by: _____________________________Date: ______________


