Access Behavioral Health, Inc.


NEW PATIENT PAPERWORK

Thank you for choosing Access Behavioral Health, Inc. for your mental health needs.  Attached is paperwork needed before your first appointment.  In order to maximize the time you get to spend with your provider, please fill out each page completely. Please bring the paperwork to your appointment. Please note, only legal guardians of minor children may sign the paperwork that gives permission to provide services.
YOUR FIRST APPOINTMENT

We suggest you use the “Driving Directions” on our website www.accessabh.com to direct you to our office as GPS/Online maps often lead you to an incorrect location. 

After your appointment has been made, please:

· Call your insurance company to verify your mental health benefits.  To do so, call the number on back of your insurance card.  You will need to give them the name of the provider you are seeing.  Please verify any deductible and co-insurance or co-pay amounts for mental health services.  Sometimes fees for mental health services may be different than what shows on your card for medical services. It is the patient’s responsibility to be familiar with their insurance benefits. Payment for services will be due at the time of your appointment. 
· Please plan to arrive 20 minutes before your scheduled appointment time to complete check-in. Late arrivals may be rescheduled, as your provider will have a specific time frame scheduled for your appointment and cannot start your appointment until the check-in process is complete. If you arrive late, or on time but without completing the new patient packet beforehand, there may not be enough time for you to see your provider.
· You must bring your photo ID, insurance card, and any payment due.  If you do not have your payment, your appointment will be rescheduled. Also, to bill your insurance for services, we must have a copy of the insurance card at the time of your appointment. Failure to provide insurance card information will result in a self-pay status for the visit.
· Please bring a list of your medications, including dose, schedule, and frequency and any previous treatment records that may be important, including hospitalizations, psychological testing results, or therapy notes.

Clinical Self Assessment

Name: 






Date: 




What concerns do you have for your provider today?  Why are you seeking therapy at this time?

Please circle the description which fits you most:

Your Mood:
Very depressed

Down/Low
Content

Happy

Very Happy

Your Pleasure and Interest in Activities:
None


Poor

Average

Good

Excellent

Feelings of Guilt:

Excessive

Some

Little

Rare

None

Your Energy Level:

None


Poor

Average

Good

Excellent

Your Concentration:
Extremely Poor

Poor

Average

Good

Excellent


Your Sleep:
Extremely Poor

Poor

Average

Good

Excellent

Your Appetite:
None


Poor

Average

Good

Excellent

Have you experienced any thoughts of hurting yourself or others? (If yes, please explain)

Please list any current medical problems:

Please list any prescription or over the counter medications you are taking, including dosage:

Please list your use of caffeine, alcohol, tobacco and other drugs/ substances:

Are you currenly on disability or seeking disability support?

Is this appointment for a court involved situation, such as child custody, court-ordered evaluation/treatment, or child protective services? (If yes, please explain)     { } Yes
{ } No

Signature of Patient or Parent/Legal Guardian




 Date

Patient Information:

Name: 




  DOB: 


  SSN: 




Home Address:  











City: 




  State: 



  Zip: 



Home Phone: 



  If needed, may we contact you at home?
Yes
No

Work Phone: 



  If needed, may we contact you at work?
Yes
No

Cell Phone:  __________________________ If needed, may we contact your cell?
Yes
No

Email Address:_________________________________________________________________________

Responsible Party Information (Please fill out if patient is a minor. Must be original signature of person responsible for payment. We do not bill non-signature parties for payment, such as in divorce cases.)

Name: ___________________________________________

Mailing Address: _______________________________________________________________________

City: ________________________________  State: ___________________  Zip: ____________________

Home Phone: 



  If needed, may we contact you at home?
Yes
No

Work Phone: 



  If needed, may we contact you at work?
Yes
No

Employer: ____________________________________________________________________________

Cell Phone:  __________________________ If needed, may we contact you by cell phone?Yes
No

Emergency Contact:

Name:___________________________Relationship:______________Phone:_______________________

POLICY HOLDER INFORMATION:

Insurance Company: 



 Insurance ID # ______________________________

Policy Holder Name: 



    Policy Holder Date of Birth 


        
Policy Holder’s Employer: 




 

Policy Holder address if different than client: _________________________________________________

Client relationship to insured (please circle one):  Self     Spouse     Child     Other

How did you hear about us? { } Physician
{ } Insurance     { } Friend/Relative   { } Brochure 

{ } Website { } Other:


****Please return this form with a copy of your insurance card and driver’s license.              
AUTHORIZATIONS TO RELEASE INFORMATION

This packet contains important information about services and business policies as well as information about the Health Insurance Portability and Accountability Act (HIPAA), a federal law that provides privacy protections and patient rights with regards to the use and disclosure of your Protected Health Information (PHI) used for the purpose of treatment, payment and health care operations. In most situations, information can only be released to others if you sign a written authorization form that meets certain legal requirements imposed by HIPAA.  Please mark below anyone whom you will allow us to communciate with regarding your treament. 
I, 


                                                authorize 
                                                               

 

                    (Patient’s name)





         (Provider’s name)

to release and/or obtain the following information related to my treatment:

(Check all that apply.    Only those listed will be allowed to call or obtain information.   If using insurance, this must be checked for billing purposes. )


 Insurance Company   
      Name: 



  Phone: 




 Employer

      Name: 



  Phone: 




 Spouse


      Name: 



  Phone: 



________Parent or Guardians:_____________________________________________     Phone:__________________


 Other    Relationship _________________Name: ________________________ Phone: 



Primary Care Physician Information:


 Check here if you DO NOT have a Primary Care Physician.

Doctor:___________________     Phone: 

                   Address:_________________________
*Please Check One:    
 I give my permission to release any applicable information to the above doctor.



    
 I give my permission to release only medical information to the above doctor.



    
 Do Not release any information to my primary care physician.

Time limitation for this release is:  




        OR        ______ No limitation 

I understand I may revoke this authorization at any time.

I further understand that this information will be confidential and cannot be released to any party not named above, including spouses or parents.  Federal law prohibits myself or any of the above named individuals/ agency from re-disclosing this information without my signed consent.  Due to HIPAA regulations, we usually require the patient to personally pick up copies of documents or confidential information.  We do not usually mail or fax confidential information due to HIPAA.  We also do not mail confidential information to other parties, such as attorneys, without a court order.   

Billing information and statements are not considered confidential medical information and will be sent to the patient’s home address. 

_____ Yes, I give permission to call me for reminder appointments.  The best number to call is _______________ 

_____ I decline to receive reminders of my appointments.  If permission is not given, I understand that it is possible I will not be informed of scheduling changes when the provider is unable to be in the office. 

Signature of Patient or Parent/Legal Guardian




 Date

Fees and Collections Policy

I understand that I am fully responsible for payment of services rendered to me, by the above practice at the time of service. I realize that my mental health benefits have been quoted by the insurance company prior to this appointment and that all deductible, co-payments and/or co-insurance payments are due at the time of service.  I understand that I am financially responsible for charges not covered and agree to guarantee payment for any balance due in excess of any amount paid by individuals, agencies, and/or insurance companies.  In the event of default, I agree to pay all costs of collections including court costs and reasonable attorney’s fees.  I understand that if the insurance policy that is being used is out-of-state that Access Behavioral Health, Inc.  reserves the right to collect fees when services are rendered and reimburse me when the insurance company makes payment. 

We accept cash (no bills over $20), personal checks, money orders, Visa, Discover, AMEX, and MasterCard.  We do not accept post-dated checks. 
Below is a list of our standard charges, which you will be responsible for paying if your insurance company denies a claim of if you are on a deductible: 

Initial Visit for a DIAGNOSTIC INTERVIEW with MD 


$265.00

Visit for a FOLLOW-UP SESSION with MD 



$115.00

Initial Visit for a DIAGNOSTIC INTERVIEW with NP 


$255.00

Visit for a FOLLOW-UP SESSION with NP 




$110.00

Initial visit for a DIAGNOSTIC INTERVIEW with Psychologist

$220.00

Visit for a FOLLOW-UP SESSION with Psychologist 


$190.00

Initial visit for a DIAGNOSTIC INTERVIEW with Social Worker

$185.00

Visit for a FOLLOW-UP SESSION with Social Worker 


$165.00

Hypnosis session with Ronald D. Dobbs, LCSW, NBCDCH  

$125.00

NO-SHOW / LATE CANCELLATION FEES
Dedication to mental health treatment involves a commitment from your clinician to reserve time and be prepared for your session.  Your commitment is to attend all scheduled appointments and follow through with all treatment recommendations.   Consistency in keeping appointments is important to the patient’s treatment plan.  In addition, multiple cancellations, even with advance notice, do not reflect patient commitment to the treatment plan and may also result in the patient being discharged from care.  Three cancellations in a row, or five cancellations within a six-month period (even if appropriate 24 hour notice is given) are considered a lack of investment in treatment.   
A fee of $35.00 will be added to the account of any patient failing to cancel an appointment 24 hours prior to appointment time.  This fee is assigned regardless of the reason for the cancellation because the provider time reserved by the patient will likely go unused because of the the short cancellation notice. Provider time is never double booked and an appointment time is solely reserved for the patient making the appointment.   A patient is considered a “no-show” if the appointment is not kept and not canceled 24 hours prior to the scheduled time. These charges are not covered by health insurance benefits and are the responsibility of the patient/responsible party.  Patients with no-show fees must clear the charge by the next scheduled appointment.  Unpaid past-due charges will be forwarded to a collection agency.
Additional Fees

Legal Fees for Court Appearance (per hour)………………………….…varies by provider

Legal Fees for Deposition (per hour)………………….…………………varies by provider

Legal Letters……………………………………………….…………………
$150.00/hr *

All other Letters………………………………………………………………
$  75.00 *

Disability/FMLA Forms.…………………………………………………….
$  75.00 *
Off Site visits/consultation on School Premises (per hour)………..……….
$150.00

No Show Fee ................................…………………………………………..
$  35.00

Cancellation < 24 hours……………………………………………………
$  35.00

Returned check fees …………………………………………………………
$  40.00 

* Fee could change based on extensiveness of report

                  Miscellaneous

Copies of chart information or notes:  patient receives first copy free.  Additional requests are 

$.50 per page for patients. Requests for copies for legal purposes varies based on time required.   
COLLECTION PROCEDURES

Our office reserves the right to place all accounts 30 days PAST DUE into collection procedures even if only one statement has been sent.

Returned Checks / Checks on Closed Accounts

There is a $40 fee for checks returned for insufficient funds.  The patient will then be required to use cash, money order, or credit card for all future transactions.  A letter will be mailed, giving the patient 10 days to redeem the check and pay the fee in cash or money order.  After 10 days, the check will be forwarded to the Jefferson County Attorney’s Office for collection and/or prosecution. 

I have read, understand and agree to the above fees and collections policy. I also acknowledge that by signing this policy I am solely responsible to pay ALL non-covered services charged by Access Behavioral Health, Inc. regardless of divorce decrees or outside agreements with other parties.  The adult who accompanies a dependent is responsible for paying for services due at the time of service.  We DO NOT BILL other parties, regardless of custody agreements.

Signature of Patient or Parent/Legal Guardian




 Date

Statement of Patients’ Rights
Patients have the right to be treated with dignity and respect. 

Patients have the right to fair treatment.  This is regardless of their race, religion, gender, ethnicity, age, disability, or source of payment. 

Patients have the right to have their treatment and other patient information kept private.

Patient records cannot be released without patient permission except as required by law or in accordance with HIPAA regulations. 

Patients have the right to information from staff/providers in a language they can understand. 

Patients have the right to know about their treatment choices, regardless of the cost or whether or not they are covered by insurance. 

Patients have the right to get information about Access Behavioral Health, Inc. services and role in the treatment process. 

Patients have the right to professional information about providers. 

Patients have the right to know the clinical guidelines used in providing and/or managing their care. 

Patients have the right to file a complaint or grievance with the administration of Access Behavioral Health, Inc. 

Patients have the right to know about State and Federal laws that relate to their rights and responsibilities.  

Patients have the right to know of their rights and responsibilities in the treatment process. 

Statement of Patients’ Responsibilities

Patients have the responsibility to give providers information they need.  This is so the provider can deliver the best possible care. 

Patients have the responsibility to let their provider know when the treatment plan no longer works for them. 

Patients have the responsibility to follow their medication plan.  They must tell their provider about medication changes, including medications given to them by other providers. 
Patients have the responsibility to treat those giving them care with dignity and respect.  This includes any support staff, such as people who make appointments. 








Patients should not take actions that could harm the lives of Access Behavioral Health, Inc., employees, providers, or other patients. 

Patients have the responsibility to keep their appointments.  Patients should call their providers as soon as possible if they need to cancel visits.  A fee of $35 is charged if the patient does not show or if the cancellation is made in less than 24 hours of the appointment time.   Reminder phone calls may be made by our office.  This is only a courtesy to our patients.  The patient is ultimately responsible for tracking their appointment day and time.

Patients have the responsibility to ask their providers questions about their care.  This is so they can understand their care and their role in that care. 

Patients have the responsibility to meet their financial obligations for their services.  Should a problem arise with meeting this obligation, patients must communicate with management to resolve the problem. 

Patients have the responsibility to follow the plans and instructions for their care.  The care is to be agreed upon by the patient and provider. 

Health Insurance Portability and Accountability Act (HIPAA): HIPAA provides you with rights regarding your clinical records and disclosures of protected health information. These rights include requesting that the therapist amend your record; requesting restrictions on what information from your clinical record is disclosed to others; requesting an accounting of most disclosures of protected health information that you have neither consented to nor authorized; determining the location to which protected information disclosures are sent; having any complaints you make about the therapist’s policies and procedures recorded in your records; and the right to a paper copy of this agreement, the attached notice form, and privacy policies and procedures.  The provider is happy to discuss any of these rights with you.

Minors and Parents:
For patients under 16 years of age who are not emancipated, their parents should be aware that the law may allow parents to examine their child’s treatment records. Because privacy in psychotherapy is often crucial to successful progress, particularly with teenagers, it is sometimes the policy to request an agreement from parents that they consent to give up their access to their child’s records. If they agree, during treatment, the therapist will provide them only with general information about the progress of the child’s treatment, and his/her attendance at scheduled sessions.  The therapist will also provide parents with a summary of their child’s treatment when it is complete. Any other communication will require the child’s authorization, unless the therapist feels that the child is in danger or is a danger to someone else, in which case, the therapist will notify the parents of the concern. Before giving parents any information, the therapist will discuss the matter with the child, if possible, and attempt to handle any objections he/she may have.  

I have read and understand my Patient Right’s and Responsibilities and policies related to treatment of minors. I understand the office policies and procedures of Access Behavioral Health, Inc. I understand that Access Behavioral Health, Inc. is in compliance with the Health Insurance Portability and Accountability Act (HIPAA) guidelines and my provider may use or disclose my protected health information, for treatment, payment, and health care operation purposes.
I understand I may request a copy of the above policies at any time.
Signature of Patient or Parent/Legal Guardian




 Date

_______ Please check here if you would like to receive a copy of the the Health Insurance Portability and Accountability Act (HIPAA) guidelines. 





Permission to Treat/ Permission to Render Services

I, 




, give permission to 





    Patient’s name





Provider’s name

and Access Behavioral Health, Inc. to provide me treatment services.








____________________

Signature of the patient



Date

OR IF THE PATIENT IS A MINOR:

I, 




, give permission to 





  Parent/ legal guardian’s name




Provider’s name

and Access Behavioral Health, Inc. to render treatment to 







,

Patient’s name

whose relationship to me is 

 child

 Other (specify) 



Signature of the patient

Signature of parent/legal guardian (step-parent signature is not valid to authorize services. Person signing must have legal custody or guardianship of the minor child.)
Date

PSYCHIATRIC MEDICATION POLICY AND PROCEDURES

Our Treatment Model

Patients who receive mental health treatment may vary in the severity of their symptoms. For those patients whose symptoms are severe enough to add psychiatric medications to their treatment plans, the following procedures and policies will apply:

1. All patients at Access Behavioral Health, Inc. are first seen by one of our staff counselors. If the provider, at any point in the treatment process, determines a psychiatric medication evaluation would be helpful in the treatment of the patient’s condition, the provider will refer the patient to our staff psychiatrist or nurse practitioner.

2. The psychiatrist or nurse practitioner will assess the patient and determine what, if any, medications may be helpful in treating their symptoms.

3. ALL patients receiving psychiatric medications will, at a minimum, have an office visit with their therapist and prescriber every 3 months. More frequent office visits may be required by the therapist or prescriber depending on the patient’s symptom severity, the type of medications being prescribed, or for other risk factors. This policy is designed to ensure all patients are receiving the highest standard of care. Research has shown that mental health patients obtain the best treatment results when they are engaged in both therapy and medication management (if needed).

4. Failure to comply with attendance requirements or treament plans will interrupt a patient’s ability to obtain medication or may lead to discharge from the practice.

5. All medication management patients must have lab tests at least once a year. The psychiatrist or nurse practitioner will determine if more than one test per year is needed based on the medication prescribed and the patient’s health status.

6. There is a 5 business day notice required for refill requests (mon-fri). If the patient feels their medication refill need is an emergency they should access a health care institution that treats emergency situations, such as an emergency room or an immediate care center. It is the patient’s responsibility to be aware of their medication supply and to give the required notice for refill requests.

7. A patient submitting a refill request to the office must have a follow-up appointment scheduled with their prescriber and therapist according to their treatment schedule before the refill request will be processed.

8. If a patient requesting a medication refill has a balance, our policy is to fill the medication for only 7 days until the balance is cleared. Timely payment for services is part of every patient’s contract for care. Those patients who allow their accounts to become delinquent may be discharged from the practice.
9.
A therapy session is approximately 45-50 minutes in length, based on standards in mental health practices. A psychiatry initial evaluation is 45 minutes. All medication follow-up appointments with a psychiatrist or nurse practitioner are 15 minutes. 

What Are Psychiatric Medications?

Psychiatric medications are used to treat symptoms of the mental health disorders included in the Diagnostic and Statistical Manual of Mental Disorders (DSM-5). Psychiatric medications do not include pain pills, antibiotics, muscle relaxers, birth control, sexual dysfunction medications or other medications used to treat physical health problems. As such, only medications specifically designed or historically used to treat mental health problems will be prescribed at Access Behavioral Health, Inc. All patients are strongly encouraged to ensure they have a primary care doctor to address any medications needed for physical health problems.

What Are Controlled Substance Medications?

Controlled substance medications are those that can cause addiction, dependency, withdraw, and/or be abused. As such, the prescribing of these medications is strictly regulated by state and federal laws and have special rules and regulations associated with them regarding how prescriptions can be written and refilled, and how they must be monitored by prescribers.

There are medications used in treating mental health disorders that are Controlled Substances. These medications are most often used to treat ADHD, mood disorders, panic attacks, and sleep disorders. Kentucky state law requires that all prescriptions written for a controlled substance medication must include the following management activities:

1. Patient information is registered in the KASPER database for each controlled substance prescription issued. This database is accessible to other prescribers, pharmacies, and law enforcement. KASPER is a Kentucky law and therefore all controlled substance medications must be filled in the state of Kentucky to ensure they are registered in the KASPER database. Therefore, mail order prescriptions will not be issued for controlled substance medications because the location of the pharmacy filling the medication is not ensured to be located within the state. We will not issue multiple refills on controlled substance medications, which may be a requirement for some mail-order pharmacy programs.

2. Patients must be seen by their prescriber according to a specific protocol and comply with treatment to receive controlled substance medications.

3. Mandatory, random drug testing a minimum of 4 times a year.

4. Post-dated prescriptions are prohibited by Federal and State law.

Children or adolescents who are prescribed controlled substances may also be required to have additional health screens including, but not limited to, EKG, CMP, CBC, lipid panels, and TSH levels before they may begin using these medications to ensure their health status would not be negatively impacted by this class of medications.

I have read and agree to the treatment model and the Psychiatric Medication Policy and Procedures:
Signature of Patient or Parent/Legal Guardian


 Date

AGREEMENT FOR MENTAL HEALTH MEDICATION MANAGEMENT INVOLVING

CONTROLLED SUBSTANCES AND OTHER PSYCHOTROPIC MEDICATIONS
(All new patients and medication patients must read and sign this form)

The purpose of this agreement is to give you information about the medications you will be taking for your mental health treatment and to ensure that you and your prescriber comply with all state and federal regulations concerning the prescribing of controlled medications and psychotropic medications.  A trial of controlled medications and psychotropic medications can be considered for treatment of mental illness.  The prescriber’s goal is for you to have the best quality of life possible given the quality of your clinical condition.  The success of treatment depends on mutual trust and honesty in the prescriber/patient relationship and full agreement and understanding of the risks and benefits of using controlled/psychotropic drugs for your mental condition.

Please read and sign below that you have read the policies and procedures required for treatment involving controlled substance and psychotropic medications:

1. You shall use one physician or nurse practitioner to prescribe and monitor all medications for your mental health condition.

2. You shall use one pharmacy to obtain all controlled drugs prescribed by your prescriber.

          Pharmacy _____________________________________ Phone # ____________________

3. You shall inform your prescriber of all medications or drugs (prescribed or illegal) you are taking including herbal remedies.  Controlled drugs and psychotropic drugs can interact with over-the-counter medications, illegal drugs, and other prescribed medications, especially cough syrups that contain alcohol, codeine, or hydrocodone.

4. You will be seen on a regular basis and given prescriptions for enough medication to last from appointment to appointment. For medications that are not controlled substances, patients must have an office visit every 3 months with their prescriber and therapist. For all controlled substance medications, the following office visit schedule is required:

a. Monthly for 6 months.

b. Then every 2 months for another 6 months.

c. Then every 3 months thereafter.

5. Prescriptions will only be written during office visits and during regular office hours. Medication refills will not be processed or written during evenings or emergencies.

6. You are responsible for keeping your medication in a safe and secure place, such as a locked cabinet or safe.  You are expected to protect your medication from loss or theft.  Stolen medication should be reported to the police and to our prescriber immediately.  If your medication is lost, misplaced, or stolen, our prescriber may choose to withhold replacing the prescription or taper and discontinue the medication. If your medication is replaced, a police report must first be filed and a copy be given to our office.

7. You may not give or sell your medication to any other person under any circumstances.  If you do you may endanger that person’s health.  It is also against the law.
AGREEMENT FOR MENTAL HEALTH MEDICATION MANAGEMENT INVOLVING

CONTROLLED SUBSTANCES AND OTHER PSYCHOTROPIC MEDICATIONS

8. Any evidence of drug stockpiling, acquisition of any controlled medication or other psychotropic drugs from other prescribers (which include emergency rooms), uncontrolled dose escalation or failure to follow the agreement may result in termination of the prescriber/patient relationship and discharge from the practice.

9. You will communicate any side effects of your medication(s) to your prescriber at the initial and all follow-up visits.  This information allows the prescriber to adjust your treatment plan accordingly.

10. You should not use illicit/illegal substances, such as cocaine, marijuana, etc. while taking your prescribed medication.  This may result in changes to your treatment plan including safe discontinuation of your medication when applicable, complete termination of the prescriber/patient relationship, and discharge from the practice.  The use of alcohol and controlled medications together is dangerous and is contraindicated.

11. You agree and understand that your prescriber reserves the right to perform random or unannounced drug testing for any adult or child. This is also required by Kentucky state law when prescribing a controlled substance medication.  If requested, you agree to cooperate.  If you decide not to comply, you understand that your prescriber may change your treatment plan including safe discontinuation of your medication when applicable or complete termination of prescriber/patient relationship.  The presence of a non-prescribed drug (or illicit drug) in the test can be grounds for termination of the prescriber/patient relationship.  The absence of the medication you are prescribed in the test may also be grounds for not refilling the medication, tapering, or discontinuing its use in your treatment plan. Drug testing is not forensic testing but is done for your benefit as a diagnostic tool and in accordance with certain legal and regulatory requirements in the use of controlled drugs for ADHD and other mental illness. Our office uses Acutis Lab for all drug testing. They are a separate entity from our practice and perform their own direct billing for their services. If you have any questions regarding your cost for the drug testing, please call Acutis Lab at 502-338-9469.
12. There are side effects with controlled and psychotropic drug therapy which may include but are not limited to:  skin rashes, constipation, diarrhea, sexual dysfunction, sleeping abnormalities, sweating, edema, muscle stiffness, sedation or the possibility of impaired cognitive (mental status) and/or motor ability.  Overuse of medication can cause decreased respiration (breathing).

13. Physical dependence and/or tolerance can occur with controlled substance medications. 

14. If you have a history of alcohol or drug misuse/addiction, you must notify the prescriber of such history since treatment with controlled medications may increase the possibility of relapse. A history of addiction does not, in most instances, disqualify one for controlled drug treatment, but starting or continuing a program for recovery is a must. 

15. You agree to allow our prescriber to contact any health care professional, family member, pharmacy, legal authority, or regulatory agency to obtain or provide information about your case or actions, if the prescriber feels it is necessary. 

16. You agree to a family conference or a conference with a close friend or significant other if the prescriber feels it is necessary.
AGREEMENT FOR MENTAL HEALTH MEDICATION MANAGEMENT INVOLVING

CONTROLLED SUBSTANCES AND OTHER PSYCHOTROPIC MEDICATIONS
17. You must submit refill requests to our office at least 5 business days in advance. You may fax requests (502-425-4275) or call them into the office. The office will contact you when they are ready to be picked up. A driver’s license is required for identification of all persons picking up a controlled substance prescription. You may designate another person to pick up your prescription. This authorization must be on file with our office and that individual will also have to show their driver’s license upon pick-up of the prescription. Please note that many insurances may require prior authorizations from the prescriber once your refill request is submitted by a pharmacy. Our prescribers cannot anticipate which prescriptions will require this extra step and, if needed, it may delay the processing of your refill request. We will make every effort to be timely in addressing this issue on our end.

18. Federal law prohibits the writing of post-dated prescriptions for controlled substances. Thus, we cannot provide prescriptions for these medications unless it is time for them to be refilled. We do not provide 90 day prescriptions for controlled substances on mail order pharmacy programs. This is because Kentucky state law requires all controlled substance prescriptions to be entered into the KASPER data base. Mail order pharmacies may not be located in the state of Kentucky, and therefore, would not KASPER the medications they fill. We do not provide controlled substances prescriptions that have refills that last 12 months in length because of the abuse potential of these medications. We understand that some patient’s insurance/pharmacy programs may have mail order or refill demands in their rules, but we cannot waive these rules for such policies. Patients in this circumstance would either have to self pay for their medications or ask their physician to change their medication to a non-controlled type.

19. Sometimes pharmacies will give patients a partial refill of their medications. If this occurs, the pharmacy MUST fax our office confirmation of the quantity they filled before the patient will receive an additional prescription for the remaining quantity.

I have read and understand the above agreement detailed in points 1-19 and I agree to its terms so that my prescriber can provide quality management of my illness using appropriate controlled/psychiatric drug therapy to improve my mental health and quality of life. I also understand that I must comply will every aspect of this policy or I will be tapered and/or discontinued from controlled substance/psychiatric medication treatment.

Signature of Patient or Parent/Legal Guardian




 Date




****PATIENT COPY****
PSYCHIATRIC MEDICATION POLICY AND PROCEDURES

Our Treatment Model

Patients who receive mental health treatment may vary in the severity of their symptoms. For those patients whose symptoms are severe enough to add psychiatric medications to their treatment plans, the following procedures and policies will apply:

1. All patients at Access Behavioral Health, Inc. are first seen by one of our staff counselors. If the provider, at any point in the treatment process, determines a psychiatric medication evaluation would be helpful in the treatment of the patient’s condition, the provider will refer the patient to one of our staff psychiatrist or nurse practitioner.

2. The psychiatrist or nurse practitioner will assess the patient and determine what, if any, medications may be helpful in treating their symptoms.

3. ALL patients receiving psychiatric medications will, at a minimum, have an office visit with their therapist and prescriber every 3 months. More frequent office visits may be required by the therapist or prescriber depending on the patient’s symptom severity, the type of medications being prescribed, or for other risk factors. This policy is designed to ensure all patients are receiving the highest standard of care. Research has shown that mental health patients obtain the best treatment results when they are engaged in both therapy and medication management (if needed).

4. Failure to comply with attendance requirements will interrupt a patient’s ability to obtain medication or may lead to discharge from the practice.

5. All medication management patients must have lab tests at least once a year. The prescriber will determine if more than one test per year is needed based on the medication prescribed and the patient’s health status.

6. There is a 5 business day notice required for refill requests (mon-fri). If the patient feels their medication refill need is an emergency they should access a health care institution that treats emergency situations, such as an emergency room or an immediate care center. It is the patient’s responsibility to be aware of their medication supply and to give the required notice for refill requests.

7. A patient submitting a refill request to the office must have a follow-up appointment scheduled with their prescriber and therapist according to their treatment schedule before the refill request will be processed.

8. If a patient requesting a medication refill has a balance, our policy is to fill the medication for only 7 days until the balance is cleared. Timely payment for services is part of every patient’s contract for care. Those patients who allow their accounts to become delinquent may be discharged from the practice.
9. A therapy session is approximately 45-50 minutes in length, based on standards in mental health practices. A psychiatry initial evaluation is 45 minutes. All medication follow-up appointments with a psychiatrist or nurse practitioner are 15 minutes.
What Are Psychiatric Medications?

Psychiatric medications are used to treat symptoms of the mental health disorders included in the Diagnostic and Statistical Manual of Mental Disorders (DSM-5). Psychiatric medications do not include pain pills, antibiotics, muscle relaxers, birth control, sexual dysfunction medications or other medications used to treat physical health problems. As such, only medications specifically designed or historically used to treat mental health problems will be prescribed at Access Behavioral Health, Inc. All patients are strongly encouraged to ensure they have a primary care doctor to address any medications needed for physical health problems.
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PSYCHIATRIC MEDICATION POLICY AND PROCEDURES
What Are Controlled Substance Medications?

Controlled substance medications are those that can cause addiction, dependency, withdraw, and/or be abused. As such, the prescribing of these medications is strictly regulated by state and federal laws and have special rules and regulations associated with them regarding how prescriptions can be written and refilled, and how they must be monitored by prescribers.

There are medications used in treating mental health disorders that are Controlled Substances. These medications are most often used to treat ADHD, mood disorders, panic attacks, and sleep disorders. Kentucky state law requires that all prescriptions written for a controlled substance medication must include the following management activities:

1. Patient information is registered in the KASPER database for each controlled substance prescription issued. This database is accessible to other prescribers, pharmacies, and law enforcement. KASPER is a Kentucky law and therefore all controlled substance medications must be filled in the state of Kentucky to ensure they are registered in the KASPER database. Therefore, mail order prescriptions will not be issued for controlled substance medications because the location of the pharmacy filling the medication is not ensured to be located within the state. We will not issue multiple refills on controlled substance medications, which may be a requirement for some mail-order pharmacy programs.

2. Patients must be seen by their prescriber according to a specific protocol and comply with treatment to receive controlled substance medications.

3. Mandatory, random drug testing a minimum of 4 times a year.

4. Post-dated prescriptions are prohibited by Federal and State law.

Children or adolescents who are prescribed controlled substances may also be required to have additional health screens including, but not limited to, EKG, CMP, CBC, lipid panels, and TSH levels before they may begin using these medications to ensure their health status would not be negatively impacted by this class of medications.

I have read and agree to the treatment model and the Psychiatric Medication Policy and Procedures:

Signature of Patient or Parent/Legal Guardian


 Date
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AGREEMENT FOR MENTAL HEALTH MEDICATION MANAGEMENT INVOLVING

CONTROLLED SUBSTANCES AND OTHER PSYCHOTROPIC MEDICATIONS

(All new patients and medication patients must read and sign this form)

The purpose of this agreement is to give you information about the medications you will be taking for your mental health treatment and to ensure that you and your prescriber comply with all state and federal regulations concerning the prescribing of controlled medications and psychotropic medications.  A trial of controlled medications and psychotropic medications can be considered for treatment of mental illness.  The prescriber’s goal is for you to have the best quality of life possible given the quality of your clinical condition.  The success of treatment depends on mutual trust and honesty in the prescriber/patient relationship and full agreement and understanding of the risks and benefits of using controlled/psychotropic drugs for your mental condition.

Please read and sign below that you have read the policies and procedures required for treatment involving controlled substance and psychotropic medications:

1. You shall use one prescriber to prescribe and monitor all medications for your mental health condition.

2. You shall use one pharmacy to obtain all controlled drugs prescribed by your physician.

Pharmacy ____________________________________ Phone # ____________________

3. You shall inform your prescriber of all medications or drugs (prescribed or illegal) you are taking including herbal remedies.  Controlled drugs and psychotropic drugs can interact with over-the-counter medications, illegal drugs, and other prescribed medications, especially cough syrups that contain alcohol, codeine, or hydrocodone.

4. You will be seen on a regular basis and given prescriptions for enough medication to last from appointment to appointment. For medications that are not controlled substances, patients must have an office visit every 3 months with their prescriber and therapist. For all controlled substance medications, the following office visit schedule is required:

a. Monthly for 6 months.

b. Then every 2 months for another 6 months.

c. Then every 3 months thereafter.

5. Prescriptions will only be written during office visits and during regular office hours. Medication refills will not be processed or written during evenings or emergencies.

6. You are responsible for keeping your medication in a safe and secure place, such as a locked cabinet or safe.  You are expected to protect your medication from loss or theft.  Stolen medication should be reported to the police and to our physician immediately.  If your medication is lost, misplaced, or stolen, our prescriber may choose to withhold replacing the prescription or taper and discontinue the medication. If your medication is replaced, a police report must first be filed and a copy be given to our office.

7. You may not give or sell your medication to any other person under any circumstances.  If you do you may endanger that person’s health.  It is also against the law.
Page 4 of 5
Patient Copy

AGREEMENT FOR MENTAL HEALTH MEDICATION MANAGEMENT INVOLVING

CONTROLLED SUBSTANCES AND OTHER PSYCHOTROPIC MEDICATIONS

8. Any evidence of drug stockpiling, acquisition of any controlled medication or other psychotropic drugs from other prescribers (which include emergency rooms), uncontrolled dose escalation or failure to follow the agreement may result in termination of the prescriber/patient relationship and discharge from the practice.

9. You will communicate any side effects of your medication(s) to your prescriber at the initial and all follow-up visits.  This information allows your prescriber to adjust your treatment plan accordingly.

10. You should not use illicit/illegal substances, such as cocaine, marijuana, etc. while taking your prescribed medication.  This may result in changes to your treatment plan including safe discontinuation of your medication when applicable, complete termination of the prescriber/patient relationship, and discharge from the practice.  The use of alcohol and controlled medications together is dangerous and is contraindicated.

11. You agree and understand that your prescriber reserves the right to perform random or unannounced drug testing for any adult or child. This is also required by Kentucky state law when prescribing a controlled substance medication.  If requested, you agree to cooperate.  If you decide not to comply, you understand that your prescriber may change your treatment plan including safe discontinuation of your medication when applicable or complete termination of doctor/ patient relationship.  The presence of a non-prescribed drug (or illicit drug) in the test can be grounds for termination of the prescriber/patient relationship.  The absence of the medication you are prescribed in the test may also be grounds for not refilling the medication, tapering, or discontinuing its use in your treatment plan. Drug testing is not forensic testing but is done for your benefit as a diagnostic tool and in accordance with certain legal and regulatory requirements in the use of controlled drugs for ADHD and other mental illness. Our office uses Acutis Lab for all drug testing. They are a separate entity from our practice and perform their own direct billing for their services. If you have any questions regarding your cost for the drug testing, please call: Acutis Lab at 502-338-9469.
12. There are side effects with controlled and psychotropic drug therapy which may include but are not limited to:  skin rashes, constipation, diarrhea, sexual dysfunction, sleeping abnormalities, sweating, edema, muscle stiffness, sedation or the possibility of impaired cognitive (mental status) and/or motor ability.  Overuse of medication can cause decreased respiration (breathing).

13. Physical dependence and/or tolerance can occur with controlled substance medications. 

14. If you have a history of alcohol or drug misuse/addiction, you must notify the prescriber of such history since treatment with controlled medications may increase the possibility of relapse. A history of addiction does not, in most instances, disqualify one for controlled drug treatment, but starting or continuing a program for recovery is a must. 

15. You agree to allow our prescriber to contact any health care professional, family member, pharmacy, legal authority, or regulatory agency to obtain or provide information about your case or actions, if the prescriber feels it is necessary. 

16. You agree to a family conference or a conference with a close friend or significant other if the prescriber feels it is necessary.
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AGREEMENT FOR MENTAL HEALTH MEDICATION MANAGEMENT INVOLVING

CONTROLLED SUBSTANCES AND OTHER PSYCHOTROPIC MEDICATIONS
17. You must submit refill requests to our office at least 5 business days in advance. You may fax requests (502-425-4275) or call them into the office. The office will contact you when they are ready to be picked up. A driver’s license is required for identification of all persons picking up a controlled substance prescription. You may designate another person to pick up your prescription. This authorization must be on file with our office and that individual will also have to show their driver’s license upon pick-up of the prescription. Please note that many insurances may require prior authorizations from the prescriber once your refill request is submitted by a pharmacy. Our prescribers cannot anticipate which prescriptions will require this extra step and, if need, it may delay the processing of your refill request. We will make every effort to be timely in addressing this issue on our end.

18. Federal law prohibits the writing of post-dated prescriptions for controlled substances. Thus, we cannot provide prescriptions for these medications unless it is time for them to be refilled. We do not provide 90 day prescriptions for controlled substances on mail order pharmacy programs. This is because Kentucky state law requires all controlled substance prescriptions to be entered into the KASPER data base. Mail order pharmacies may not be located in the state of Kentucky, and therefore, would not KASPER the medications they fill. We do not provide controlled substances prescriptions that have refills that last 12 months in length because of the abuse potential of these medications. We understand that some patient’s insurance/pharmacy programs may have mail order or refill demands in their rules, but we cannot waive these rules for such policies. Patients in this circumstance would either have to self pay for their medications or ask their prescriber to change their medication to a non-controlled type.

19. Sometimes pharmacies will give patients a partial refill of their medications. If this occurs, the pharmacy MUST fax our office confirmation of the quantity they filled before the patient will receive an additional prescription for the remaining quantity.

I have read and understand the above agreement detailed in points 1-19 and I agree to its terms so that my prescriber can provide quality management of my illness using appropriate controlled/psychiatric drug therapy to improve my mental health and quality of life. I also understand that I must comply will every aspect of this policy or I will be tapered and/or discontinued from controlled substance/psychiatric medication treatment.

Signature of Patient or Parent/Legal Guardian




 Date
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