
 

 

CONSENT TO TREAT 

Patient Name: _______________________________   Date:  _________________ 

Consent to Treat With 42CFR Part 2 Confidentiality 

As a patient, you have the certain rights to your privacy and treatment.  Denver Recovery Group 
adheres to the following regulations concerning patient confidentiality. 

• We comply with the confidentiality requirement outlined in Title 42, Code of Federal 
Regulations, Part 2; and Title 45, Parts 160 & 164. 

• Not be denied treatment at the Denver Recovery Group based on ethnicity, race, creed, 
religious preference, political affiliation, gender, age, sexual orientation or handicaps, or 
in any manner prohibited by the laws of the United States or the applicable state. 

Review, determination, and correction of any alleged violation of rights consent to have Denver 
Recovery Group provide ongoing assessment and treatment for my behavioral, emotional, social, 
and educational problems.  I understand that my care is provided by a team of professionals 
under the guidance and supervision of a licensed clinician.  I understand that my assessment may 
include psychiatric and psychological questionnaires and evaluations, physical and neurological 
evaluations, educational and vocational evaluation/instruction to assess skills and career goals, 
and ongoing urine and breath tests for drugs and alcohol.  Females will also be tested for 
pregnancy on admission and prior to any decrease in medication. 

I understand that I can end my treatment at any time and that my referring agency will be 
notified of my termination and that this could result in consequences for me if I am court ordered 
to treatment or for an evaluation. 

I hereby authorize and give my voluntary consent to Denver Recovery Group to be involved in 
mental health and substance abuse treatment.  I willfully enter into this treatment and understand 
my responsibility in working towards my treatment goals.  I have been offered a copy of this 
form. 

 

Patient Signature:  _______________________________  Date _______________ 

Witness Signature: ______________________________    Date _______________ 

 

 
 



 

 

CONSENT TO PARTICIPATION IN OPIOID PHARMACOTHERAPY TREATMENT 

 

Patient’s Name:  ___________________________________     Date:  ___________________ 

I hereby authorize and give voluntary consent to the Denver Recovery Group (DRG) and its medical 
personnel to dispense and administer opioid pharmacotherapy (including methadone or buprenorphine) 
as part of the treatment of my addiction to opioid drugs.  Treatment procedures have been explained to 
me, and I understand that this will involve my taking the prescribed opioid drug at the schedule 
determined by the program physician, or his/her designee, in accordance with federal and state 
regulations. 

It has been explained that, like all other prescription medications, opioid treatment medications can be 
harmful if not taken as prescribed.  I further understand that opioid treatment medications produce 
dependence and, like most other medications, may produce side effects.  Possible side effects, as well as 
alternative treatments and their risks and benefits, have been explained to me. 

I understand that it is important for me to inform any medical provider who may treat me for any 
medical problem that I am enrolled in an opioid treatment program so that the provider is aware of all 
the medications I am taking, can provide the best possible care, and can avoid prescribing medications 
that might affect my opioid pharmacotherapy or my chances of successful recovery from addiction. 

I understand that I may withdraw voluntarily from this treatment program and discontinue the use of 
the medications prescribed at any time.  Should I choose this option, I understand I will be offered 
medically supervised withdrawal. 

For Female Patients of Childbearing Age:  There is no evidence that methadone pharmacotherapy is 
harmful during pregnancy.  If I am or become pregnant, I understand that I should tell my medical 
provider right away so that I can receive appropriate care and referrals.  I understand that there are 
ways to maximize the healthy course of my pregnancy while I am in opioid pharmacotherapy. 

In addition, I am agreeing to the following: 

• Methadone is an opioid (opioids are drugs like heroin, codeine, morphine, Percocet, etc.) Taking 
it will result in physical dependence on this medication.  Sudden decreases in dose or 
discontinuation of this medication will likely lead to symptoms of opioid withdrawal. 

• I am already (before beginning methadone treatment) physically dependent on at least one 
form of opioid and have been unable to discontinue the use of opioids. 

• I have tried to the best of my ability other possible treatments for opioid dependence, and these 
attempts have been unsuccessful. 

• Taking any mood-altering substance with methadone can be potential dangerous.  There have 
been reported deaths cause by combining methadone with alcohol, opioids, cocaine, 
barbiturates and/or benzodiazepines (such as Valium, Ativan, Klonopin, etc.).  



 

 

• I may voluntarily withdraw from the methadone treatment program at any time 
• Regarding pregnancy, I understand that methadone can have effects on a developing fetus, and 

that specialized care will be required to reduce any harm to my fetus if I am or become pregnant 
while on methadone.  I acknowledge that I may need to be transferred to another clinic in this 
case. 

• It may be unsafe to drive a car or other motor vehicle, or to operate machinery, during the 
stabilization prior after starting methadone and during dose adjustments. 

• Poppy seeds and certain over-the-counter medications may result in positive urine drug screens 
• The common side effects of methadone are sweating, constipation, decreased sexual function, 

drowsiness, increased weight, and water retention.  These are usually mild and can be lessened 
with help from a doctor.  Many of these side effects will go away on their own in time.  There 
are no known serious long-term effects from taking methadone.   

• This clinic's doctor is not my family doctor. I need a family doctor while I am on the program, to 
deal with medical problems not related to methadone maintenance. I understand that the 
clinic's physician will not be able to help me with non-methadone prescriptions or notes for 
work (unless they are directly related to being on methadone). My therapist may be able to help 
me with some of these needs. 

• It is my responsibility to make and keep appointments at the clinic.  Missed counseling sessions 
will result in a phase decrease 

• Methadone treatment will be stopped if my physician determines that it has become medically 
unsuitable, for example, because the treatment is not effective or because I develop a medical 
condition that could be made worse by taking methadone. 

 

 

     
Signature of Patient  Date of Birth  Date 

     

Witness:  __________________________________________ 

 

 

 

 

 

 



 

 

Central Registry Consent 
 

I, ____________________________________________________, hereby authorize Denver Recovery Group to 
disclose information as permitted by law, to include my name, date of birth, social security number , sex, ethnicity, 
weight, height, eye color, hair color, distinguishing features, and any A.K.A. to the Office of Behavioral Health’s 
Central Registry.  The Central Registry is under the confidentiality law and does not release your information to 
anyone.  The purpose of the Central Registry is to keep a list of patients enrolled in medication assisted treatment 
with methadone and or Suboxone to ensure that a patient is not being given methadone at another clinic.  When you 
leave treatment with Denver Recovery Group, or transfer, we notify the Central Registry so that if you go to another 
methadone clinic it shows that you are no longer in treatment with Denver Recovery Group. 

I understand the purpose for such disclosure is the prevention of multiple methadone maintenance or outpatient 
detoxification program enrollment, and that my photograph may be used in multiple reviews.  This consent shall 
remain in effect as long as I am a patient on this program (sec2.34 (H) Federal regulations), and maybe be subject to 
revocation at any time except to the extent that the program has already acted in reliance on it.   

Patient Full Name__________________________________________________  DOB 
______/______/______ 

Social Security # __________-__________-__________ A.K.A. 
____________________________________________ 

Hair color ____________ Eye color ____________ Height ____________ Weight ____________ 
Ethnicity_________  

Client Statement:  I am not receiving methadone or suboxone from another program.  I understand that if I do not 
acknowledge this by my signature, I will not be admitted to Denver Recovery Group for treatment. 

Patient Notification:  This program is required to notify each client prior to admission that Denver Recovery Group 
cannot provide methadone to a patient who is simultaneously receiving methadone or suboxone from another 
program. 

Client Signature: ____________________________________________ Date: _______________ 

 

Witness Signature: __________________________________________ Date: ______________ 

Note:  This facsimile is intended only for the use of the individual or entity to which it is addressed, and may contain information that is 
privileged, confidential and exempt from disclosure and applicable laws (including 45CFR, Part 160 & 164, Standard for Privacy Identifiable 
Health Information; and CFR, Chapter 1, Part Confidentiality for Alcohol and Drug Abuse Patient Records).  If the reader of this message is not 
the intended recipient, or is the employee or agent responsible for delivering the message to the intended receiver, you are hereby notified 
that any dissemination, distribution or copying of this communication is strictly prohibited, if you have received this communication in error, 
please notify the sending part immediately by telephone and return the original message to us at the above via U.S. Postal Services.  Thank you 
for your courtesy and consideration for confidentiality and security. 

Confidentiality of Records:  This information has been disclosed to you from records whose confidentiality is protected by Federal Law, Federal 
regulations (42 CFR, Part 2) prohibit you from making any further disclosure of it without specific written consent of the person to whom it 
pertains, or as otherwise permitted by such regulations.  A general authorization for the release of medical or other information is NOT 
sufficient for this purpose.  

 



 

 

NOTICE OF PRIVACY PRACTICES FOR 
PROTECTED HEALTH INFORMATION 

[45 CFR 
164.520] 

 
Background 

 
The HIPAA Privacy Rule gives individuals a fundamental new right to be informed of the 

privacy practices of their health plans and of most of their health care providers, as well as to be 
informed of their privacy rights with respect to their personal health information. Health plans and 
covered health care providers are required to develop and distribute a notice that provides a clear 
explanation of these rights and practices. The notice is intended to focus individuals on privacy 
issues and concerns, and to prompt them to have discussions with their health plans and health care 
providers and exercise their rights. 

 
How the Rule Works 

 
General Rule. The Privacy Rule provides that an individual has a right to adequate notice of 

how a covered entity may use and disclose protected health information about the individual, as well 
as his or her rights and the covered entity’s obligations with respect to that information. 
Most covered entities must develop and provide individuals with this notice of their privacy 
practices. 

 
The Privacy Rule does not require the following covered entities to develop a notice: 

 
□ Health care clearinghouses, if the only protected health information they create or receive 

is as a business associate of another covered entity. See 45 CFR 164.500(b)(1). 

□ A correctional institution that is a covered entity (e.g., that has a covered health care 
provider component). 

□ A group health plan that provides benefits only through one or more contracts of insurance 
with health insurance issuers or HMOs, and that does not create or receive protected 
health information other than summary health information or 
enrollment or disenrollment information. 

 
See 45 CFR 164.520(a). 

 
Content of the Notice. Covered entities are required to provide a notice in plain language 

that describes: 
The notice must include an effective date. See 45 CFR 164.520(b) for the specific requirements 

for developing the content of the notice. 
 



 

 

A covered entity is required to promptly revise and distribute its notice whenever it makes 
material changes to any of its privacy practices. See 45 CFR 164.520(b)(3), 164.520(c)(1)(i)(C) for 
health plans, and 164.520(c)(2)(iv) for covered health care providers with direct treatment 
relationships with individuals. 

 
 

Providing the Notice. 
 

□ A covered entity must make its notice available to any person who asks for it. 
□ A covered entity must prominently post and make available its notice on any web 

site it maintains that provides information about its customer services or benefits. 
 

□ Health Plans must also: 
< Provide the notice to individuals then covered by the plan no later than 

April 14, 2003 (April 14, 2004, for small health plans) and to new 
enrollees at the time of enrollment. 

< Provide a revised notice to individuals then covered by the plan within 60 
days of a material revision. 

< Notify individuals then covered by the plan of the availability of and how 
to obtain the notice at least once every three years. 

 
□ Covered Direct Treatment Providers must also 

< Provide the notice to the individual no later than the date of first service 
delivery (after the April 14, 2003 compliance date of the Privacy Rule) and, 
except in an emergency treatment situation, make a good faith effort to 
obtain the individual’s written acknowledgment of receipt of the notice. If 
an acknowledgment cannot be obtained, the provider must document his or 
her efforts to obtain the acknowledgment and the reason why it was not 
obtained. 

< When first service delivery to an individual is provided over the Internet, 
through e-mail, or otherwise electronically, the provider must send an 
electronic notice automatically and contemporaneously in response to the 
individual’s first request for service. The provider must make a good faith 
effort to obtain a return receipt or other transmission from the individual in 
response to receiving the notice. 

< In an emergency treatment situation, provide the notice as soon as it is 
reasonably practicable to do so after the emergency situation has ended. In 
these situations, providers are not required to make a good faith effort to 
obtain a written acknowledgment from individuals. 

< Make the latest notice (i.e., the one that reflects any changes in privacy 
policies) available at the provider’s office or facility for individuals to 
request to take with them and post it in a clear and prominent location at 
the facility. 

 
□ A covered entity may e-mail the notice to an individual if the individual agrees to 

receive an electronic notice. 
 



 

 

See 45 CFR 164.520(c) for the specific requirements for providing the notice. Organizational 

Options. 

□  Any covered entity, including a hybrid entity or an affiliated covered entity, may 
choose to develop more than one notice, such as when an entity performs different 
types of covered functions (i.e., the functions that make it a health plan, a health 
care provider, or a health care clearinghouse) and there are variations in its privacy 
practices among these covered functions. Covered entities are encouraged to provide 
individuals with the most specific notice possible. 

 
□ Covered entities that participate in an organized health care arrangement may 

choose to produce a single, joint notice if certain requirements are met. For 
example, the joint notice must describe the covered entities and the service 

 
delivery sites to which it applies. If any one of the participating covered entities 
provides the joint notice to an individual, the notice distribution requirement with 
respect to that individual is met for all of the covered entities. See 45 CFR 
164.520(d). 

 
Frequently Asked Questions 

 
To see Privacy Rule FAQs, click the desired link below: 

 
FAQs on Notice of Privacy Practices 

 
FAQs on ALL Privacy Rule Topics 

 
(You can also go to http://answers.hhs.gov/cgi-bin/hhs.cfg/php/enduser/std_alp.php, then 
select "Privacy of Health Information/HIPAA" from the Category drop down list and click 
the Search button.) 

 

 

 

 

 

 

 

 

 



 

 

Acknowledgement of Receipt of Notice of Privacy Practices 

 
Your name and signature on this sheet indicate that you have been given the opportunity to review and 
request a copy of the Denver Recovery Group Notice of Privacy Practices (Notice) on the date indicated.  
If you have any questions regarding the information in Denver Recovery Group’s Notice of Privacy 
Practices, please do not hesitate to contact a clinic representative.  

 

Patient Name (Printed): _________________________________DOB_____________PT#____________   

 

If Patient Representative, Name (Printed):  __________________________________________________  

 

If Patient Representative, Relationship to Patient (Printed):  ____________________________________   

 

Signature:  ____________________________________________________________________________   

 

Date Notice Received:   __________________________________________________________________ 

 

 

 

 

 

 

 

 

 

 

 



 

 

Department of Transportation Regulation Acknowledgment 

 

As a patient enrolled in an opioid treatment program I acknowledge that I have been informed that the 
United States Department of Transportation (DOT) has a regulation against commercial drivers taking 
methadone.  Although the DOT does not currently test for methadone, if they should discover that I am 
taking methadone, and if I have a commercial driver’s license, I understand that I may be at risk of losing 
that license.  The controlled substances the DOT currently tests for are marijuana, cocaine, opiates, PCP, 
and amphetamines. 

 

“A person is physically qualified to drive a commercial motor vehicle if that person:  Does not use a 
controlled substance identified in 21 CRR 1308. II, Schedule I, an amphetamine, a narcotic, or any other 
habit-forming drug.  Exception:  A driver may use such a substance or drug if the substance is prescribed 
by a licensed medical practitioner who is familiar with the driver’s medical history and assigned duties; 
and has advised the driver that the prescribed substance or drug will not adversely affect the driver’s 
ability to operate a commercial motor vehicle.  This does not apply to the use of methadone.” 

Federal Motor Carrier Safety Association, 49 CFR 391.41 (b)(12) 

 

 

__________________________________________  _____________________________ 
Patient Signature  Date 
   

__________________________________________  _____________________________ 
Witness Signature  Date 

 

 

 

 

 

 

 

 

 



 

 

 
Interstate Compact Unit 
940 N Broadway 
Denver, CO 80203 
P 303.763.2441 F 303.861.1548 
rebecca.frazier@state.co.us | DOC_interstatetreatment.state.co.us 

 
OUT-OF-STATE OFFENDER CLIENT 
QUESTIONNAIRE 
The following questions must be answered by all clients seeking admission to this program for any 
education or treatment; as required by Colorado law. Refusal to cooperate, or failure to provide 
complete or accurate information, including failure to sign a release of information to the referring 
criminal justice agency, will result in a denial to attend the treatment program and notification of 
authorities, in accord with the requirements in C.R.S. 17-27.1-101. 

1) Are you required to report your treatment progress or completion to any Court,  Yes   No 
Department of Corrections, Parole, Probation, Adult Diversion Program, or DMV? 
  

2) Do you have any pending cases in another state? Yes / No

 No If yes to 1 or 2, please answer the following questions: 

3) What state are you completing treatment for?    
 

4) Who are you to report the treatment to?    (Example: 
Court, Judge, Probation Parole, etc.) 

 
5) Are you, or will you be under the supervision of a Probation or Parole Officer in Yes   No 

Colorado?  
 

6) For DUI Offenders only: Are you seeking education or treatment for the sole purpose  
       of restoring you driving privileges as the result of an alcohol or drug related driving         Yes    No 

Offense in another state, but are not under court order to do so?  

Your Name:   Date:________________________ 

Social Security Number:   Place of Birth:     

Signature:   Today’s Date:     

If you answered “Yes” to 1 or 2 above, please provide the following: 
Name, address and phone number of your    
Probation officer, parole officer, judge 
Or diversion officer.    

A copy of your probation, parole, court or diversion order, including treatment requirements must be included. 
 

John W. Hickenlooper, Governor | Rick Raemisch, Executive Director 
Form C 



 

 

Patient Name _______________________________ Patient ID ___________ 

PROVISIONS AND CONDITIONS FOR DOSING 
Dosing 
Methadone dosing will be determined by the doctor and will be within the normal therapeutic 
range seen to  prevent the onset of subjective or objective signs of withdrawal or to reduce or 
eliminate the drug craving. 
 
Guideline Procedures 

1. The doctor will determine the initial dose and the continuing dosage of medication based 
on your symptoms of withdrawal assessed by the nurses.  The initial dose of methadone 
cannot exceed 30 mg per the federal government. 

 
2. No medication will be dispensed to you without an order from the doctor. 

 
3. Dosing will be based upon your withdrawal symptoms upon examination for the 

individual need. 
 

4. Your maintenance dosage once you stablize will be high enough to eliminate withdrawal 
symptoms for 24 hours, and will eliminate or reduce drug cravings. 

 
5. A dose of methadone should be sufficient to produce the desired response in a patient for 

the desired duration of time and with consideration for client safety. 
 

6. Dosing will not be used to reinforce positive behavior or to punish negative behavior.  
 

7. In the event you plan to travel,  please inform your therapist at least one (1) week in 
advance to make proper arangements to guest dose you at another clinic close to your 
travel destination, or two (2) weeks ahead if you are going to be requesting additional 
take-out doses of methadone. 
 

8. Dose holds are placed on you by your counselor as a result of some compliance issue 
with counseling or fees.  You will need to see your counselor before they will release the 
hold on your dose.  The program director will not release a hold your counselor placed on 
you because they have not arrived at work or are with another patient. 

 
Dosing Rules 

1. When you arrive at the clinic, you must check in at the front desk by first name and last 
name initial.  The front desk staff will tell you if you have to do a urine test before 
dosing.  If you are on daily breathalyzers, you will need to do that before you get in line 
for dosing.  Once you check in, you can get in the dispensing line.  If you get to the 
dosing window and have not done your UA, breathalyzer, or paid your fees, you will 
have to go to the end of the dosing line when you are finished with these tasks.  



 

 

 
2. You may not leave the facility after you have been requested to submit a urine specimen. 

In the event you leave the facility before giving your sample, it will be considered as a 
“failed to provide” and will be recorded as an unfavorable result. 
 

3. Approach the dosing window only when told by the nurses and when the person before 
you has left. 
 

4. Do not bring beverages or food to the dispensing window.  In addition, no sunglasses or 
any headsets playing music while dosing.  
 

5. To help ensure confidentiality and help with the dosing flow, please do not have people 
that are not on the clinic, or meeting with you and your counselor, waiting inside while 
you dose. 
 

6. Please turn off your cellphone or have it on silent mode before approaching the dosing 
window. Use of cellphones at the dosing window is not allowed.   
 

7. You must confirm your name and dose with the nurse prior to being medicated.  After 
taking your dose, you must speak to the nurse prior to leaving the dispensing area to 
assure that all medication has been swallowed. 
 

8. After you dose, you must promptly leave the premises.  
 

9. Please do not wait or socialize in the building, hallway, or parking lot.    
 

10.  There is a zero tolerance for intoxication from alcohol or other drugs in the clinic or 
dosing line.  
 

11. You may be asked to take a breathalyzer or give a urine sample at any time. Failure to do 
so may affect your dosing for that day, and may jeopardize your enrollment in the 
program.    
 

12. We reserve the right to refuse to dose any client who appears intoxicated, high or too 
sedated. 
 

13. If you have any prescriptions please bring them in to your counselor after filling so they 
can update your prescription information and be able to justify unfavorable drug 
screenings accordingly. It is your responsibility to keep this information current; this 
includes new prescriptions and refills. 

 
 



 

 

Vomited Doses 
Vomited methadone doses are not replaced unless a health professional or staff member directly 
observes emesis. If staff witnessed the emesis, and it occurred less than 15 minutes after 
consumption, the dose can be fully replaced. Repeated dosing (i.e. replacement) creates a risk of 
inadvertent overdose.  

If you are nauseated, consult with the nursing staff, and do not leave the lobby. Doses vomited 
outside the clinic, or at home, cannot be replaced. Please notify medical staff if this occurs 
frequently.  

Missed Doses / Readmits 
Consistent dosing is a necessary part of your treatment, therefore missing any dosing day is 
discouraged and not recommended. 

1. If you miss one (1) or two (2) consecutive dosing days you will not be allowed to increase 
the day you come back. You will take the same dose given on the last attendance day. You 
will be allowed to increase as per your doctor’s orders on the next dosing day.  
 

2. Missing three (3) consecutive days of dosing will require a restart order from the doctor.  
This will also change your admit date and could impact your ability to start getting take-
out privileges.  Restarts will not be done on Saturdays, so you would need to wait until 
Monday to come in to be assessed for new order and you will increase your dosage 
according to your doctor’s orders. 
  

3. Patients that miss thirty (30) consecutive dosing days or more are considered new and 
must be readmitted to the program, this includes and is not limited to paying starting fees 
and back fees in full. 
 

4. If your absence was due to hospitalization or incarceration and you received your dose 
during your absence by a health professional at the facility, documentation must be 
submitted the day you return to the clinic to resume dosing in order to verify dose and 
dosing days.    
 

5. If you have take-home privileges and do not present to the clinic for dosing on your 
scheduled pick-up day you will need to speak to your therapist the day you come in to the 
clinic, and this may affect your take-home privileges. 

 

By signing this form I am acknowledging that I have been informed of the written procedures 
and provisions around dosing. 

___________________________________________  ____________________ 

Patient Signature       Date  



 

 

Patient Name __________________________________ Patient ID ___________________ 

USE OF ALCOHOL WHILE ON MEDICATION ASSISTED TREATMENT 

Denver Recovery Group is dedicated to offering treatment for all drugs of abuse including 
alcohol.  Due to the common use of alcohol among patients receiving medication assisted 
treatment with methadone, you are counseled against the use of alcohol due to its depressant 
effects which can interact adversely with opioids contributing to overdose risk of death.  
Drinking Alcohol while on methadone is dangerous and is not allowed at DRG. In order to meet 
the following requirement 

Denver Recovery Group also complies with all State and Federal laws and regulations that there 
is no “abuse of alcohol” when giving patients take-out medication doses.   If a patient has a 
positive breathalyzer during the week they will not be dosed that day until they have a 0.00 
reading and will be assessed whether or not to receive a Sunday take-out. 

At the time of intake, our policy is that any patient who has a positive breathalyzer might not be 
able to complete the intake process.   If a patient has a positive urine for alcohol on intake, their 
counselor will talk to them about the risk of overdose with methadone and alcohol and will be 
placed on daily breathalyzers to assess for alcohol abuse or dependence, for a minimum of 14 
days.   If there are no further positive breathalyzer tests the breathalyzers may be discontinued.  
If there is a second positive breathalyzer, or a urine that tests positive for alcohol, BALs will 
continue for the time determined by your counselor and treatment plan and a third time, you will 
be referred to the physician to discuss Antabuse therapy.  You will be informed of benefits and 
risks of Antabuse by the physician and you would need to sign a consent form to receive it.  
Ongoing use of alcohol resulting in urines positive for alcohol may influence the physician’s 
decisions about your methadone dose. 

If you refuse to go on Antabuse, this will increase safety concerns with your methadone and if 
you continue to have positive breathalyzers your treatment level will likely be increased that 
could include, increased counseling, groups and UAs and it may be determined that states if the 
alcohol abuse continues you might be asked to transfer or placed on a contract, followed by 
eventual administrative transfer.  You will be given the option of administratively transferring to 
another clinic.  They will be informed of the reason you are being administratively discharged 
and may require you to go on Antabuse at their clinic if they agree to the transfer. 

By signing this form, I acknowledge that I have been informed about Denver Recovery Group’s 
policy and procedures around alcohol use while in medication assisted treatment with 
methadone. 

__________________________________________________ ______________________ 

Patient Signature       Date 



 

 

Patient Name _______________________________ Patient ID ___________ 

HOSPITALIZATION WHILE ON METHADONE 

If you are hospitalized while you are in medication assisted treatment, you need to inform the 
hospital that you are on methadone at Denver Recovery Group and they will call the clinic and 
verify your dose and when you were last medicated, and if you have take-outs.  The hospital 
pharmacy will then order your methadone and you will be medicated by the nurses with the 
methadone ordered by the hospital pharmacy. 

When you are discharged you must come directly to the clinic so that we can call the pharmacy 
at the hospital you were in and verify when you were last medicated by them.  If you did not 
receive methadone that day, the clinic will start dosing you again.  

IF YOU HAVE TAKE-OUTS when you go to the hospital you need to leave them at home and 
the hospital will medicate you.  When you are discharged from the hospital you need to come 
directly to the clinic.  You CANNOT stay home and take your take-out doses that you left at 
home.  You need to bring those doses back to the clinic so you can show them to the nurses and 
waste them, and then you will be given new take-outs with the right dates on them.  If you do not 
come to the clinic when you are discharged and take your doses at home you will be reduced to 
Daily status. 

If the hospital is talking about sending you home on a Saturday or Sunday you need to let them 
know that the clinic is closed,  and you will not be able to dose at the clinic until Monday 
morning.   Denver Recovery Group has an after-hours emergency message that gives the medical 
providers at hospitals and patients having a drug reaction a number to call to speak to a therapist 
or nurse and we will contact the Medical Director if necessary. 

 

By signing this form I acknowledge that I have been informed about Denver Recovery Group’s  
procedures around patients being admitted to the hospital that are on methadone. 

 

________________________________________________ ______________________ 

Patient Signature       Date 

 

 

 

 



 

 

Patient Name _______________________________ Patient ID ___________ 

PROCEDURES FOR COURTESY DOSING AND TRANSFERRING 
 

Guest Dosing  
 
Denver Recovery Group will accept clients from other locations and provide courtesy guest 
dosing if all required documentation from the client’s home clinic has been provided with 
enough advance notice for program director to review. In turn, our clinic will provide courtesy 
guest dosing documentation as needed for our patients should they need to dose in another 
location.   
Guideline Procedures   
 

1. When a Denver Recovery patient knows they need to dose in another location they need 
to notify their counselor at least one week in advance in order for coordination of 
services.  

2. The patient’s counselor will be responsible for coordinating both receiving guest 
documentation and sending our client’s documentation to a receiving clinic.  

3. You will be responsible to pay the fees to your guest clinic. 
4. When we receive a guest they will provide us with a picture ID, as well as a sealed 

envelope from their sending clinic which will hold all the needed information.    
5. All applicable fees will be arranged for collection in advance.  
6. Guest dosing will be a _______ processing fee and ______ per dose to Denver Recovery 

Group, plus you are still responsible for fees at your home clinic.   
Transfers   
Denver Recovery Group will facilitate the transfer in or out of patients to and from other clinics 
to ensure there is no break in service for the client.   
 
Guideline Procedures 

1. When a patient knows they will need to transfer to another location they need to notify 
their counselor at least 7 days prior to transfer, or as early as possible for coordination 
of services.   

2. The counselor will be responsible for coordinating sending our patient’s documentation 
to a receiving clinic. 

3.  When a patient wants to transfer to Denver Recovery Group, the office manager is 
responsible for taking the information on the patient from the sending clinic, and giving 
it to the program director for review, approval and counselor assignment. The office 
manager will then call the sending clinic and inform them of the decision regarding 
transfer and, if approved, will give them the counselor’s name that will be doing the 
transfer intake and instruct the sending clinic to ask the patient to call the counselor to 
schedule the clinical intake appointment.   



 

 

4. When a transfer arrives for admission to Denver Recovery Group, they will go through 
the full clinical intake admission process, except for requiring a full physical exam with 
the medical director.  The counselor doing the intake will ensure that the patient’s 
physical, labs, and TB test results are with the transfer’s paperwork. 

5. Transfers will be scheduled to see the medical director for a brief follow-up visit so the 
doctor can review the physical and labs sent from sending clinic and assess patient’s 
current status and order any new labs or enter new medication order.  In the case of 
transfers, we will have the benefit of a previous clinic’s records to assist the physician in 
starting dosage and other medical information.    

6. The transfer patient will be scheduled to attend MAT Group as soon as possible after the 
clinical intake.   

7. All applicable fees will be arranged for collection in advance of intake.  
8. Our clinic will provide all required documentation to a receiving clinic for our client 

transferring, signed releases of information will be in place.    
9. After the clinical intake appointment the nurse will call and verify the transfer patient’s 

dose and current phase and enter the order in Methasoft. 
By signing this form, I am acknowledging that I have been informed of the process for arranging 
courtesy dosing and for transferring to another clinic. 
 
 
___________________________________________ _________________________ 
Patient Signature      Date 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Patient Name _______________________________ Patient ID ___________ 

PROCEDURES FOR PLACING A PATIENT ON LOCK-IN OR LOCK-OUT 
 
Lock-Ins and Lock-Outs 

 
Denver Recovery Group collaborates with the Office of Behavioral Health Controlled Substance 
Administrator (CSA) in decisions to lock-in or lock-out a patient in methadone treatment.   
Circumstances that could result in a lock-in include, but are not limited to, behavioral issues, 
medical issues, and not engaging in treatment by transferring from one clinic to another   Lock-
ins are initiated in the event that significant harm could occur to a patient by transferring to 
another treatment provider and can only be used when the benefit outweighs the patient’s 
rights. 

 
Lock-outs of patients for OMAT may occur when there are threats to kill or injure staff or 
patients in OMAT, there is verified diversion or attempted diversion of medication received 
from a medication assisted treatment clinic, or there is repeated refusal to follow federal 
regulations or state standards related to medication assisted treatment clinics.   

 
The decision to lock-In or lock-out a patient is made by the Controlled Substance Administrator 
in collaboration with the designated staff at the treatment clinic.  

 
Lock-ins that already exist in the state database will be reviewed by the current CSA and 
determined if still appropriate and a decision made on an individual basis if the patient decides 
they want to leave the program. 

 
Lock-out procedures will be initiated by the designated staff at the treatment center or the 
Controlled Substance Administrator.  The decision can be done in a telephone conversation or 
in person. 

 
 

By signing this form, I am acknowledging that I have been informed what the procedures and 
circumstance are for a patient to be locked in or out of treatment in Colorado. 

 
 

____________________________________________ _______________________ 
Patient Signature      Date 

 

 



 

 

Patient Name _______________________________ Patient ID ___________ 

REVIEW OF OUTSIDE PRESCRIPTION MEDICATIONS 

In order to coordinate treatment with your other healthcare providers and deliver safe 
methadone treatment, it is the policy of Denver Recovery Group that patients bring in all 
medications prescribed by outside physicians to be reviewed by the Medical Director.  This 
ensures that any possible interactions between medications is monitored and that random 
urine drug screens reflect current approved medications and the presence of that drug does 
not keep you from getting your phases. 

You must bring in all prescribed medications to your counselor, so they can get all the necessary 
information and complete the form to turn in to the Medical Director for review.  You cannot 
bring in the written prescription before you fill it and we cannot accept the medication 
directions that come with the prescription.  We need to see the information on the bottle, the 
RX #, the date filled, the name of the medication, the directions for use, the quantity filled, any 
refills, and the name of the doctor.  In addition, your counselor may need to contact your 
prescribing doctor to discuss the need in coordination of your MAT treatment.  Your counselor 
will also ask you to complete a Release of Information for the prescribing doctor.  Your 
counselor then turns the form in to the Medical Director who will make a determination 
whether or not a prescription is approved or not and with then document this for your 
treatment plan. The nurse then enters the information into the dispensing system. 

If you have prescriptions that are ongoing monthly, you must bring in your new prescription 
when you fill it for the counselor to review.  If you do not bring in your prescriptions for review, 
the presence of that medication in your urine drug screen will be considered positive and will 
result in a loss of take-out privileges. 

 

By signing this form, I acknowledge that I have been informed about the need to bring all of my 
prescriptions in for my counselor to review and give to Medical Director. 

 

__________________________________________  ___________________ 

Patient Signature      Date 

 

 

 



 

 

Patient Name _______________________________ Patient ID ___________ 

USE OF THE PRESCRIPTION DRUG MONITORING PROGRAM 

Denver Recovery Group is enrolled in the Prescription Drug Monitoring Program (PDMP) to 
promote the public health and welfare of the community by detecting and preventing the 
abuse or misuse of prescription medications.  The PDMP allows the Medical Director/OTP 
physician, or their delegate, to view a list of all controlled substances that a person is being 
prescribed by all providers. 

Denver Recovery Group is required by the state to check the Prescription Drug Monitoring 
Program (PDMP) on all new persons seeking admission into medication assisted treatment for 
methadone treatment, in order to be aware of any controlled medications the person has been 
prescribed or is being prescribed to them from any and all doctors to ensure safe medication 
practices with methadone.   

The PDMP will be checked on all patients requesting initial Phase 5 privileges or reinstatement 
of Phase 5 privileges or Phase 6 take-outs.   The clinic may access the PDMP anytime there is a 
concern regarding a patient accessing multiple physician’s medications. 

 

By signing this form, I acknowledge that I have been informed that the doctor or his designee 
will be checking the Prescription Monitoring Program to see what medications I am being 
prescribed. 

 

__________________________________________  ____________________________ 

Patient Signature        Date 

 

 

 

 

 

 

 

 



 

 

Emergency Dosing for Patients Receiving Methadone at Denver Recovery Group 

Denver Recovery Group is required to have a plan in place to medicate patients in the case of an 
emergency due to weather conditions, a clinic’ inability to medicate patients due to utilities failure, or 
any other emergency situations.  

If the clinic is closed, a message will be left on the phone messaging system letting patients know about 
the clinic closure and giving directions to the other Denver Recovery Group clinic where they will need 
to go to be medicated. A sign will also be placed pm the outside of the clinic giving patients instructions 
on what to do to get medicated. Patients will also be instructed to bring a picture ID with them to the 
other clinic in order to identify them to the staff and nurses at the dosing clinic. 

At the time of the emergency, you will not be required to pay any type of fee to get medicated. If you 
are on Medicaid, DRG will bill them for the doses. If you are a self-pay patient and you are current on 
your fees there will also be no charge for you. If you are a “daily Pay” patient, you will be required to pa 
the same fee of $10.00 and this fee will be put on your home clinic account to be paid.  

Although both clinics use the same dispensing system, the nurses will have to medicate you at the same 
dose you got the last day you dosed at your home clinic. They will not be able to see your medical orders 
to be able to increase your methadone dose. When you return to your home clinic you can ask to raise 
your dose. 

Whenever the state is aware of a severe snowstorm that is predicted to come, they assess the need to 
give patients that are stable extra take-homes. You will not be considered “stable” if you are missing 
doses or abusing alcohol so keep that in mind, especially during the winter and spring months.  

In case of a fire or a tornado or any situation where the clinic would have to close, you will be asked to 
leave the premises and go outside to the designated spot, showed to you by staff so that the staff can 
ensure you were accounted for. If you come to the clinic and it is locked, there will be staff re-directing 
you to the nearest clinic to be dosed.  A primary staff person will be contacting you at your listed phone 
number to assist you and let you know not to come if you have not already been dosed. 

By signing this form I acknowledge that I have been informed about the emergency dosing procedures 
for Denver Recovery Group and will be notified by the clinic if this happens. 

 

 

 

Patient Signature:____________________________________ Date:_____________________ 

 

 



 

 

THE MINI MENTAL STATE EXAM     Date    

Patient       Examiner       

Maximum  Score  Orientation 
     5   (      )  What is the (year) (season) (date) (day) (month) 
     5   (      )  Where are we (state) (country) (town) (country) (floor)? 
      

Registration 
     3   (      )  Name 3 objects: 1 second to say each.  Then ask the patient 
          All 3 after you have said them.  Give 1 point for each correct  

     answer.  Then repeat them until he/she learns all 3.  Count  
     trials and record. 
     Trials     
 
Attention and Calculation 

     5   (      )  Serial 7’s.  1 point for each correct answer.  Stop after 5 answers 
     Alternatively spell “world” backward. 

 
     Recall 
     3   (      )  Ask for the 3 objects repeated above.  Give 1 point for each  

correct answer. 
 
Language 

     2   (      )  Name a pencil and watch. 
     1   (      )  Repeat the following “No ifs, ands, or buts” 
     3   (      )  Follow a 3 stage command: 
          “Take a paper in your hand, fold it in half, and put it on the  

       floor”. 
     1   (      )  Read and obey the following:  CLOSE YOUR EYES 
     1   (      )  Write a sentence 
     1   (      )  Copy the design shown. 
 
 
 
 
 
     Total Score 
     ASSESS level of consciousness along a continuum    
        Alert     Drowsy     Stupor     Coma 
           ________________ 
“MINI-MENTAL STATE”. A PRACTICAL METHOD FOR GRADING THE COGNITIVE STATE OF PATIENTS FOR THE CLINICIAN.   
Journal of Psychiatric Research, 12(3): 189-198, 1975.  Used by permission. 



 

 

adls         
PATIENT HEALTH QUESTIONNAIRE (PHQ-9) 

NAME:       DATE:     
Over the last 2 weeks, how often have you been  
bothered by any of the following problems?   
 (use “ √ “ to indicate your answer) 
 

1. Little interest or pleasure in doing 
things 
 

2. Feeling down, depressed, or hopeless 
 

3. Trouble falling or staying asleep, or 
sleeping too much. 
 

4. Feeling tired or having little energy 
 

5. Poor appetite or overeating 
 

6. Feeling bad about yourself-or that you 
are a failure or have let yourself or your 
family down 
 

7. Trouble concentrating on things, such 
as reading the newspaper or watching 
television 
 

8. Moving or speaking so slowly that other 
people could have noticed. Or the 
opposite-being so fidgety or restless 
that you have been moving around a lot 
more than usual 
 

9. Thoughts that you would be better off 
dead, or of hurting yourself.           TOTALS                                                             

 

Not at 
all 
 

Several 
Days 

More than 
half the days 

Nearly 
every day 

0 
 

1 2 3 

0 1 2 3 

0 
 

1 2 3 

0 
 

1 2 3 

0 
 

1 2 3 

0 
 

1 2 3 

0 
 

1 2 3 

0 
 

1 2 3 

0 
 

1 2 3 

If you checked off any problems, how difficult                                                Not difficult at all     ____ 
have these problems made it for you to do                                                      Somewhat difficult  ____ 
your work, take care of things at home,                                                            Very difficult             ____ 
or get along with other people?                                                                          Extremely difficult   ____ 



 

 

Patient Rights and Responsibilities 

It is the policy of Denver Recovery Group not to discriminate or permit discrimination against 
any person or group of persons receiving treatment on the basis of race, color, religious creed, 
age, marital status, national origin, gender, sexual orientation, mental retardation or physical 
disability.  All patients at Denver Recovery Group have the following Rights and Responsibilities 
according to CARF Opioid Treatment Program Standards and the Behavioral Health Treatment 
Rules.  These will be reviewed on admission and then annually by your counselor. 

PATIENT RIGHTS: 

To be treated courteously and professionally at all times 

To be made aware of your rights regarding confidentiality of your protected health information 

To have an individualized treatment plan and to participate in it’s development 

To have policies and procedures necessary to treat your condition explained to me 

To be informed about medication given to me and the risks and benefits explained to me 

To refuse or discontinue treatment and detoxify from methadone at any time 

To be offered a taper off methadone under medical supervision 

To be informed of the cost of treatment or services rendered to me 

To know the qualifications of all staff members treating you 

To file a complaint or grievance without fear of retaliation and to receive a response in a timely 
manner 

To have access to see in the presence of staff, and get a copy of your records per policy and in 
time to facilitate any decision-making  

To be notified of my rights in a language I understand 

To be free from abuse, retaliation, financial exploitation, humiliation, and neglect 

To give informed consent or refusal or expression of choice regarding service delivery, release 
of information, concurrent services, and composition of service delivery team 

To have access to or referral to legal entities for appropriate representation, self-help support 
services and advocacy support services. 

To have investigation and resolution of alleged infringement of rights, other legal rights 



 

 

PATIENT RESPONSIBILITIES: 

To provide accurate and complete information about your past medical illnesses, 
hospitalizations, medications and other medical history 

To tell staff members if you do not understand your treatment or the clinic expectations 

To treat staff courteously and with respect at all times 

To refrain from abusive language, disruptive behavior toward patients or staff members 

To refrain from all forms of physical violence or abuse toward patients or staff 

To refrain from loitering outside clinic 

To provide a urine sample upon request, including pregnancy tests, recognizing that you may be 
observed by a nurse or staff person of the same gender 

To dress appropriately and recognize that you may not be dosed if you are not wearing shirt, 
shoes, pants (not pajama bottoms), appropriate undergarments 

To inform your counselor of any new medications you have been prescribed 

To inform staff if there is a change in your condition or new problems arise 

To inform staff of a change in your drug use 

To inform staff of other medical services being received while in treatment 

To be courteous and considerate of other patients 

To submit any suggestions you have to improve the clinic to your counselor or front desk staff 

To pay your fees when they are due 

To remain eligible with Medicaid in order for them to pay for your treatment. 

I have had my rights reviewed with me on the following dates and understand my rights and 
responsibilities. 

 
Admit __________________________________________ ___________________________  

Patient Signature      Date 
 

Annual _________________________________________ ___________________________ 

             _________________________________________    ___________________________ 



 

 

Receipt of Patient Handbook 

 
Print Name: __________________________ DOB ________ PT #______ 

 

Sign Name: _________________________________________________ 

 

Date: _____________________________________________________ 

I acknowledge that I have received the 
Patient Handbook and that I am responsible for 
following the rules as stated in the Handbook. 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

DOCUMENTATION OF ORIENTATION AND RECEIPT OF PATIENT HANDBOOK 
 Page No. Initials 

Introduction to Medication Assisted Treatment (MAT) 1  

Mission Statement 1  

Program Purpose 1  

Program Description 1  

Is Methadone Maintenance Treatment for You? 2  

Hours of Operation / Emergency Needs 2  

After Hours Contact 2  

How Methadone and Suboxone Work 2  

Benefits and Risks of Methadone Maintenance 3  

Stabilizing on Methadone or Suboxone 3  

Scheduling Doctor Appointments 3  

Accidental Poisoning with Medications 4  

Possible Side-Effects of Methadone or Suboxone 4  

Methadone and Employment / DOT Form 5  

HIV, Hepatitis C, and Methadone 5  

Family Involvement 5  

Admission Criteria for Patients 5  

Ineligibility for Services 6  

Confidentiality of Client Records 6  

Consent and the Treatment Agreement 6  

Program Fees 6  

Transfer Fees 7  

Dosing 7  

Dosing Rules 7  

Vomited Doses 8  



 

 

Missed Doses / Readmits 9  

Take-Home Privileges 9  

Accidental Poisoning with Medications 11  

Drug Screening 11  

Medical Marijuana 12  

Medications from other Providers 12  

Guest Dosing  12  

Transfers  13  

Lock-Ins and Lock-Outs 14  

Administrative Withdrawal 14  

Reporting Concerns and No Reprisal for Reporting / Code of Conduct and Ethics 15  

Patient Orientation for Female Clients of Childbearing Age, Rules & Regulations 15  

Orientation of all Patients to OMAT 17  

Frequently Asked Questions 17  

Patient Rights and Responsibilities  19  

Clinic Rules for Denver Recovery Group                                                                                          21  

Tobacco Free Environment 22  

Weapons 22  

Legal and Illegal Drugs 22  

Advanced Directives 22  

Seclusion and Restraint 22  

Denver Recovery Group Location 22  

Resources 22  

I have reviewed the Patient Handbook with my counselor and understand the information 
that has been provided.  I agree to abide by all of these guidelines while receiving treatment 
at Denver Recovery Group.  I understand that failure to comply with guidelines and clinic 
rules could result in an administrative transfer or discharge. 

____________________ ______________  ______________________ _______________ 
Patient Signature Date  Counselor Signature Date 



 

 

Agreement to Refrain from Alcohol and 
Benzodiazepines 

 
I, _________________________________________, understand that 
mixing methadone with other depressants (such as alcohol or 
benzodiazepines) is especially dangerous and will refrain from doing so. 
I agree to take methadone only as prescribed, and to inform other 
healthcare providers that I take methadone in order to avoid potentially 
harmful interactions. Until I know how methadone will affect me, I will 
use caution when driving or operating machinery. I have made the clinic 
physician aware of all medical conditions I have and all medications 
(prescription, over-the-counter, or illicit) that I take, and will keep this 
information current throughout treatment. 
 
 
Name (print) 
 
_________________________________________________ 
Signature 

_____________________ 

Date 

 

Witness signature 

 
 

 

 

 



 

 

Client’s Name: ___________________________________________DOB___________PT #___________ 

CLIENT AGREEMENT FOR METHADONE TREATMENT 

The prescribing and dispensing of methadone is regulated by state and federal guidelines, as well as by 
policies unique to this clinic.  The purpose of this contract is both to inform you about methadone 
maintenance therapy and to document that you voluntarily agree to the rules and obligations described 
in this agreement.  The overall goal of opioid agonist medication therapy is improved quality of life and 
freedom from illicit drugs.   
 
Acknowledgements 
I acknowledge the following: 

• Methadone is an opioid (opioids are drugs like heroin, codeine, morphine, Percocet, etc.) Taking 
it will result in physical dependence on this medication.  Sudden decreases in dose or 
discontinuation of this medication will likely lead to symptoms of opioid withdrawal. 

• I am already (before beginning methadone treatment) physically dependent on at least one 
form of opioid and have been unable to discontinue the use of opioids. 

• I have tried to the best of my ability other possible treatments for opioid dependence, and these 
attempts have been unsuccessful. 

• Taking any mood-altering substance with methadone can be potential dangerous.  There have 
been reported deaths cause by combining methadone with alcohol, opioids, cocaine, 
barbiturates and/or benzodiazepines (such as Valium, Ativan, Klonopin, etc.).  

• I may voluntarily withdraw from the methadone treatment program at any time 
• I must inform any physician or dentist who prescribes an opioid for me that I am on methadone.  

I understand that I will be asked to complete a Release of Information for the prescribing doctor, 
and that not doing so may be cause for an administrative discharge. 

• Regarding pregnancy, I understand that methadone can have effects on a developing fetus, and 
that specialized care will be required to reduce any harm to my fetus if I am or become pregnant 
while on methadone.  I acknowledge that I may need to be transferred to another clinic. 

• It may be unsafe to drive a car or other motor vehicle, or to operate machinery, during the 
stabilization prior after starting methadone and during dose adjustments. 

• Poppy seeds and certain over-the-counter medications may result in positive urine drug screens 
• The common side effects of methadone are sweating, constipation, decreased sexual function, 

drowsiness, increased weight, and water retention.  These are usually mild and can be lessened 
with help from a doctor.  Many of these side effects will go away on their own in time.  There 
are no known serious long-term effects from taking methadone.   

• This clinic's doctor is not my family doctor. I need a family doctor while I am on the program, to 
deal with medical problems not related to methadone maintenance. I understand that the 
clinic's physician will not be able to help me with non-methadone prescriptions or notes for 
work (unless they are directly related to being on methadone). My therapist may be able to help 
me with some of these needs. 

• It is my responsibility to make and keep appointments at the clinic.  Missed counseling sessions 
will result in a phase decrease 



 

 

 
• Methadone treatment will be stopped if my physician determines that it has become medically 

unsuitable, for example, because the treatment is not effective or because I develop a medical 
condition that could be made worse by taking methadone. 

 
Behavior While in the Clinic 
I understand that the following behavior is not acceptable: 

• Any contact with East High students is forbidden and will result in administrative discharge 
• Any violence or threatened violence directed toward the clinic staff or other patients. 
• Disruptive behavior in or near the clinic. 
• Any illegal activity, including selling or distributing any kind of illicit drug in or near the clinic. 
• Any behavior that disturbs the peace in or near the clinic. 

 
I agree to maintain positive, respectful behavior toward staff and other program clients at all times 
when in the clinic. Threats, racist or sexist remarks, physical violence, theft, property vandalism or 
mischief, possessing weapons and selling or buying illicit substances while in or near the clinic are 
extremely serious program violations that may result in the termination of my treatment. 
 
Obligations of Being on This Program 

• I agree to pick up my medication during clinic dispensing hours, and to take the medication 
according to the staff’s directions. 

• I understand that there is a dispensing fee for every dose of methadone that I receive from the 
clinic.  

• I must inform any physician or dentist who treats me for any medical or psychiatric condition 
that I am receiving methadone, so that my treatment can be tailored to prevent potentially 
dangerous interactions with methadone. I will bring the prescriptions I have filled for any 
medications I am prescribed to my appointments and to the clinic where I get my methadone to 
check for any potential drug interactions. 

• I agree to provide a supervised urine sample when requested by program staff.  If I refuse to 
provide this sample, the result may be that I do not receive my methadone dose for that day. 

• If I do not provide a urine sample when required this will be considered as a positive drug screen 
and could further affect my level of take-homes. 

• I understand that tampering with my urine sample in any way is a serious violation of the 
program, and it may affect my future status in the program. 

• I agree to meet with a therapist for an initial assessment that will be used to help me develop a 
personal treatment plan based on my specific needs and goals 

• I agree to keep all my appointments with the physician who is prescribing methadone for me. I 
understand that if I miss appointments repeatedly, this may result in the reduction of my take-
home level and could interfere with the doctor-client relationship. 

 

Grounds for Refusal of a Dose 
I understand that I will not be given a dose of methadone in the following situations: 



 

 

• If I appear to be intoxicated or under the influence of some other substance. (I may also be 
requested to see a physician in this case. For the sake of my own physical safety, I may be asked 
to wait before receiving my dose, or refused a dose for that day.) 

• If I arrive late, after the end of the clinic hours. 
• If I exhibit threatening or disruptive behavior toward any staff member or another client. 
• If I miss more than three doses of methadone in a row. (To re-start treatment at this point, I 

would need to be seen by a physician.) 
 

Confidentiality 
I understand that everything that I tell the clinic staff is confidential except under certain exceptional 
circumstances, when the clinic staff must report something to the appropriate authority: 

• If staff suspect that a child is at risk of emotional or physical harm or neglect, they are obligated 
to report this information. 

• If I become suicidal, homicidal, or are unable to take care of myself due to a psychiatric 
condition including substance dependence, I may be held against my will in order to be assessed 
by a psychiatrist.  

• If I reveal to the staff that I intend to harm another person, they are obliged to protect that 
person by notifying the appropriate authority.  

• If a court subpoenas my chart, the clinic must release it. 
• If it is suspected that I am unable to drive a car due to a medical condition (which includes 

intoxication from alcohol or drugs), the clinic is obliged to notify of this and may confiscate my 
car keys. 

• Certain infections must be reported to the local public health unit. Examples include 
tuberculosis and HIV. 

• I also agree to respect the confidentiality of other patients in the program. 
•  

My signature below indicates that I agree to follow the obligations and responsibilities outlined in this 
agreement. I understand that, if I fail to meet my responsibilities as a participant in this agreement, I 
may be discharged from the methadone program. 

I have had an opportunity to discuss and review this agreement with my counselor and any questions I 
had have been answered to my satisfaction.   

Date: ____________________________________________________________ 

Patient Name (print): _________________________________________________ 

Patient Signature: ___________________________________________________ 

Guardian Name (print): _____________________________________________ 

Guardian Signature: ________________________________________________ 

Witness Signature: _________________________________________________ 

*A copy of the signed agreement must be given to the client.                            Client initials ____________ 



 

 

METHADONE TAKE-HOME AGREEMENT 

I hereby agree to participate in the Methadone Take-Home Agreement, which is offered by the Denver 
Recovery Group.  I understand that the amount of take-homes I am given increase with the amount of 
time I’ve been on the program, the progress that I have made in staying off mood-altering drugs and the 
clinic staff assessment of the safety of taking home methadone. 

Regarding take-home methadone dose(s), I agree to the following: 

• Methadone is a potent medication.  A single dose taken by a client not used to taking 
narcotics can be fatal, especially if taken by a child.  For this reason, I agree to store take-
home dose(s) in a locked box, in a location where they are unlikely to be stolen or 
accidentally taken by another person.   

• I agree that the number of take-home dose(s) I receive will be decided by my physician, with 
input from therapists, nurses and pharmacy staff, as I progress in my treatment. 

• I agree not to give, lend or sell my take-home dose(s) to anyone. 
• I agree that I will consume the methadone on the dates specified on the medication label 

and in the appropriate manner – that is, a full dose is taken within 24 hours. 
• I agree to return all empty methadone bottles on my next day back at the clinic after 

receiving take home dose(s). 
• I agree that take-home doses will only be given if I leave urine screens according to the 

schedule arranged with my physician. 
• I agree to the conditions of the Call-Back Agreement 

CALL-BACK AGREEMENT 
I understand that a call-back involves Denver Recovery Group staff contacting me, by telephone, with 
the expectation that I present to the clinic within 24 hours of being contacted and agree to the 
following: 

• To return all my unused take-home doses and empty carry bottles to the clinic 
• To provide a supervised urine sample, if requested 
• To provide Denver Recovery Group with my current telephone number and information on 

how I may be contacted regarding the call-back of take-homes. 
• I agree that my carry status will be reviewed if I fail to present at the clinic within 24 hours. 

My signature below indicates that I agree to follow the responsibilities outlined in the agreement.  
Should I fail to meet my responsibilities as a participant in this agreement, I understand my take-home 
level will be reduced for an indefinite period of time. I have had an opportunity to ask questions about 
this agreement, and my questions (if any) have been answered to my satisfaction. 
 
Client Name (print): _____________________________________________ Date __________________ 
Client Signature: _______________________________________________ 
Guardian Name (print): ___________________ Guardian Signature: _____________________________ 
Witness Signature: _____________________________________________ 
A copy of the signed agreement must be given to the client.  



 

 

EMPLOYEE/PATIENT RELATIONSHIP GUIDLINES 

 

BOUNDARIES 

Employee cannot employ a client (including casual work/yard work etc.) 

Staff may not do business with patients, EVER, for any reason 

Employees are not allowed to accept gifts from patients 

Staff are not permitted to give gifts or clothing to patients 

Staff cannot share personal information including phone numbers and addresses 
with patients 

Staff may not be a “sponsor” or a friend 

Staff cannot keep money or patients personal belongings for patients 

Staff does not go to 12-step meetings with patients unless part of job duties 

Physical attraction is not an emotion that works in the therapeutic relationships, if 
you are having these feelings you need to change counselors 

Staff cannot enter into romantic or sexual relationships with patients, past or 
present 

Staff may not socialize with patients outside the clinic unless part of job duties 

Once you are no longer active in the clinic program staff cannot treat you 

COMMUNICATIONS 

Staff cannot participate in Facebook or twitter accounts or any other social 
networking even if patient leaves the clinic. 

Staff cannot distribute their personal email addresses 

Staff cannot email a patient even if they leave treatment 

Staff cannot text a patient even if they leave treatment 



 

 

Patients cannot call staff on their personal phones and employees should not give 
patients their personal phone numbers 

EXPECTATIONS 

DRG staff are not your friend, but your counselor 

There are no secrets from the treatment team.  Talking to staff is like talking to 
the treatment team. 

We are qualified to do counseling and will give expert opinion only within tht 
scope of practice. 

What to do if your counselor is not a good fit?  You are entitled to a different 
counselor if you feel you are not benefiting from the relationship. 

It is not therapeutically relevant if your counselor is in recovery or not. 

 

By signing this form, I am acknowledging that I have been informed about what 
is appropriate interactions between counselors and patients and agree to report 
any actions by my counselor that do not follow these guidelines. 

 

 

 

             

Patient Signature       Date 

             

Employee Signature      Date 

 

 

 



 

 

Infectious Disease Medical and Behavioral Screening Tool 
 

Client Name:_______________________________ Client ID:________ Date:________________ 
 
Please circle the one most accurate answer to each question. 
 

1. Have you been a recipient of a blood transfusion or organ transplant (including receiving blood 
during birth or other surgical procedures)? 

Yes  No 
2. Have you ever been or are you now on long-term hemodialysis (when blood from an artery 

passes through a coiled membrane tube and back into a vein)? 
Yes  No 

3. Are you a recipient of clotting factor? (a material that is given to help the blood clot when it 
cannot on its own)? 

 
Yes  No 

 
4. Have you ever been stuck by a needle or anything sharp that was likely to have been 

contaminated with hepatitis C-infected blood? 
Yes  No 

5. Did your birth mother have hepatitis? 
 

Yes  No 
 

6. Have you ever experienced: 
o Yellow Discoloration of the eyes or skin 
o Nausea (unexplained for long periods) 
o Loss of both appetite and weight 
o Swelling of the abdomen 
o Abnormal blood clotting (difficult to stop cuts/scratched from bleeding) 
o Dilation of tiny arterioles (little arteries) in the skin – breast enlargement in men 
o Abnormal liver function/ enzyme test 

 
7. Have any of your sexual partners been infected with hepatitis B or C? 

 
Yes  No  Don’t Know 

 
8. Have you ever gotten a body tattoo or body piercing? 

 
Yes  No 

 



 

 

9. Mark all of the following that currently apply to you or that applied to your past: 
o Close contact with active TB 
o Treated for TB 
o Have had abnormal chest X-rays 
o Have had positive TB tes 

 
10. Have you ever been diagnosed with any of the following medical conditions: 

o HIV 
o Diabetes 
o Silicosis (a lung disease that is caused by inhaling silicon dioxide over a long 

period of time) 
o Black lung or coal miner’s disease (anthracosis – caused by coal dust in the 

lungs) 
o Bleeding/ clotting disorders 
o Specific malignancies (refers to a cancerous tumor that may spread throughout 

the body) 
o Kidney failure 
o Any other immune disorder 

 
11. Have you ever spent any time in Africa, Asia, Latin America, Eastern Europe or Russia? 

 
Yes  No 
 

12. Have you ever been employed as a health care worker or volunteer who served high-risk 
clients? 

 
Yes  No 

 
13. Have you ever been a resident of employee/volunteer at a: 

o Correctional facility 
o Nursing home 
o Mental institution 
o Homeless shelter 
o Residential treatment facility 
o Traditional living facility 

 
14. Mark all of the following that currently apply to you or that applied to you in the past: 

o Have had a continuous cough for more than three weeks 
o Have coughed up blood/colored mucous 
o Swollen, non-tender lymphnodes (at the base of the jaw and neck) 
o Prolonged loss of appetite 



 

 

o Unexplained weight loss of 10 pounds or more 
o Recurrent fevers or heavy night sweats for more than three weeks 

 
15. Have you ever had multiple sexual partners (more than one)? 

 
Yes  No 

 
16. Have you ever had anal sex? 

 
Yes  No 

 
17. How often have you used protection (condoms etc.) when having sex? 

 
Never  Sometimes  Always 
 

18. Have you used a needle to inject any substance in your body? 
 
Yes  No 

 
19. Do you know or suspect that your sexual partners ever injected any substance with a needle? 

 
Yes  No 

 
20. Have you or any of your sexual partners ever had (Mark all the following that currently apply to 

you or your sexual partners): 
o Gonorrhea 
o Syphilis 
o Chlamydia 
o HPV (Human Papilloma Virus) or genital warts 
o Genital herpes 
o Hepatitis 
o Cervical Cancer 

 

Thank you for completing this Screen 

 

 

 

 



 

 

 

PATIENT NAME: _________________________________  ID:  _________  DATE:__________________ 

 

WHY SEXUAL HISTORY IS IMPORTANT 

Denver Recovery Group is dedicated to enhancing patient-provider relationships by providing patient-
centered, culturally sensitive treatment, prevention, and health problems.  Research supports asking 
about patient’s sexual partners and practice as it is an opportunity to enhance patient-centered care.  Not 
only is this an opportunity for care givers to educate the population served about HIV, STDs, and viral 
hepatitis but it is also an opportunity to increase effective communication and enhance patient-provider 
relationships, therefore leading to wellness and health promotion to all that have trusted Denver 
Recovery Group with their care. 

 

Opening statement:  “Everything we talk about is confidential.  The following questions about your sexual 
history are important for your overall health.  We will cover the five Ps.  Please circle all that applies.” 

 

1) Partners 
a) Women only 
b) Men only 
c) Both 

 

2) Practices 
a) What do you do to protect yourself? 

 
b) Do you have any concerns about your sex life? 

 

3) Past history of STDs (previously addressed on intake / Infectious Disease Medical and Behavior 
Screening Tool) 

 

4) Protection from STDs (previously addressed on intake / Infectious Disease Medical and Behavior 
Screening Tool) 

 

5) Pregnancy Plan (Female only) 
 

 

 



 

 

ADDENDUM FORM FOR ASSESSMENTS AT DENVER RECOVERY GROUP 

1. Have you experienced the following?  

Trauma: 

          Witnessed    Experienced  

 Sexual Abuse               ______________  _______________ 

Physical Abuse  ______________  _______________ 

Verbal Abuse   ______________  _______________ 

Sexual Assault  ______________  _______________ 

Neglect   ______________  _______________ 

Violence   ______________  _______________ 

 

Do you have any problems with reading or understanding written forms? 

Yes _________    No__________ 

What is your gender expression?  

______________________________________________________________________ 

______________________________________________________________________ 

Do you currently have an Advanced Directive?   Yes ______________ No __________ 

 

 

 

 

 

 

 

 

 



 

 

CONSENT FOR THE RELEASE OF CONFIDENTIAL ALCOHOL OR DRUG AND MENTAL HEALTH 
INFORMATION 

 I, ______________________________________________, authorize the following agent:      
 
Denver Recovery Group to communicate with ______________________________________ and 
disclose the following information: 
[initial each category that applies]  
 ____ my name and other personal identifying information;  
 ____ my status as a patient in alcohol or drug treatment;  
 ____ initial and subsequent evaluations of my service needs;  
 ____ summaries of alcohol/drug and mental health assessment results and history;  
 ____ summary of alcohol/drug treatment and mental health services plan(s), progress and compliance;  
 ____ attendance in alcohol/drug treatment and mental health services;  
 ____ discharge plan(s) for alcohol/drug treatment and mental health services;  
 ____ date of discharge from alcohol/drug treatment and mental health services, and discharge status:  
 __X_ other: _______EMERGENCY CONTACT_________________________________________________   
The purpose of the disclosures authorized in this consent is to enable the above parties to evaluate my 
need for services and to provide and coordinate those services.   I understand that my alcohol and/or 
drug treatment records are protected under the federal regulations governing Confidentiality of Alcohol 
and Drug Abuse Patient Records, 42 C.F.R. Part 2, and cannot be disclosed without my written consent 
unless otherwise provided for in the regulations. I also understand that records concerning mental 
health services I receive are protected by federal law under HIPAA.    In addition, I understand 
information received cannot be re-disclosed to an additional 3rd party. 
I also understand that I may revoke this consent at any time except to the extent that action has been 
taken in reliance on it, and that in any event this consent expires automatically as follows:   
One month following the date I stop receiving services from the alcohol and drug treatment program, 
OR (2) ____________________________________________________  [Specify date if desired]   
I understand that generally the alcohol and drug treatment may not condition my treatment on whether 
I sign a consent form, but that in certain limited circumstances I may be denied treatment if I do not sign 
a consent form.   
Client Name (print): _______________________________________Date: ______________________ 

Client Signature: _____________________________________     

Witness Signature: __________________________    

 

 

 

 



 

 

FEE GUIDELINES FOR DENVER RECOVERY GROUP 

The following are guidelines related to the payment of fees for substance abuse services at 
Denver Recovery Group.  You will be asked to sign this form acknowledging that you have been 
informed of the cost of your services at Denver Recovery Group and told when and how fees 
will be collected. 

The following are rules regarding fee payments. 

WE CANNOT MAKE CHANGE.  Any overpayment will be added as a credit to your account. 

INTAKE FEE IS _________.  IF YOU NO SHOW FOR YOUR INTAKE APPOINTMENT YOU WILL LOSE 
YOUR INTAKE FEE AND HAVE TO PAY ANOTHER _________ TO RESCHEDULE. This fee includes 
doctor time, lab testing, counseling, and dosing until the following Monday.  

If you call at least 24 hours prior to your intake to cancel you may use the intake fee you paid to 
reschedule your appointment. 

TRANSFERS – If you are transferring from another clinic you will need to pay the assessment 
fee __________ and the first week’s fee of __________ for a total of __________ when you 
come in to begin dosing.  This money will be applied to your account and pays for your 
appointment with the doctor, and your first week in treatment.   

 RESTARTS: 

If you have been absent for 3-6 days you will be charged a $15.00 restart fee.  

If you have been absent for 7-29 days, you will be charged a $70.00 restart fee. Exceptions are 
made on a case by case basis. 

ALL FEES MUST BE PAID IN FULL TO RESTART WITH DRG. 

Denver Recover Group Fee Guidelines (cont.) 

FEES ARE DUE EVERY MONDAY OF THE MONTH – THE WEEKLY RATE FOR FEES IS   _________ 
/week. 

All fees need to be paid on the due date or you will be placed on a fee taper that decreases 
your methadone dose by either 10% or 10mg/day, depending on your current dose.  Payment 
arrangements will be made on a case by case basis.  

IF YOU CANNOT PAY THE WEEKLY RATE YOU CAN CHOOSE TO GO TO THE DAILY RATE OF 
_______ /DAY.  YOU WILL BE CHARGED _________ FOR EVERY DAY OF THE WEEK, INCLUDING 
SUNDAY FOR A TOTAL OF _______ /WEEK.  IF YOU CANNOT PAY ________ FOR THE DAY YOU 



 

 

WILL START THE FEE TAPER AS STATED ABOVE. YOU CAN RETURN TO THE ________ /WK 
RATE THE NEXT MONDAY. 

There are no refunds for fees that have already been paid.  If you drop out of 
treatment you will have any remaining fees applied to a credit. 

WHEN WE CAN BILL MEDICAID: 

If you have Medicaid, you will be responsible for paying for any services you receive at Denver 
Recovery Group if your Medicaid lapses or if you are no longer eligible for Medicaid. You must 
sign a Medicaid Verification Form with your counselor for the program to verify your benefits. 

By signing below, I acknowledge that I have been given information regarding the cost of my 
treatment at Denver Recovery Group, how the fees are collected, and what the consequences 
are for not paying my fees.  I have also been informed that when Medicaid starts paying for my 
treatment, I will be responsible for any services I receive if I become ineligible for Medicaid. 

 

______________________________________________  ________________________ 

Patient Signature       Date 

 

_____________________________________________  ________________________ 

Witness Signature       Date 

 

 

 

 

 

 

 

 

 



 

 

Screening Form  

Today’s Date:         ☐ Call / ☐ Walk In 

First Name: _____________________ Middle Initial: ______ Last Name: ___________________ 

Date of Birth: ________________  Social Security Number: ______________________________ 

Address: ____________________________________________ APT#/P.O. Box ______________ 

City: __________________ State: ______________ Zip Code: __________ 

Phone Number:       Email: ______________________________ 

Marital Status: ☐ Single ☐ Married ☐ Divorced ☐ Separated ☐ Widowed ☐ Significant Other 

Sex: ☐ Male or ☐ Female                     Race (Optional): __________ 

Occupation:        Employer: ______________________    

Picture ID  ¨ Yes  ¨ No  Type of ID provided:         

Drug of Choice: _______________     Have you been on Suboxone? ☐ Yes or ☐ No 

Have you ever been in Methadone Treatment before? ☐ Yes or ☐ No  

Intake Assessment is for: ☐ Suboxone ☐ Methadone ☐ Vivatrol ☐ Unsure 

☐ Self Pay ($140 due today) or  

☐ Medicaid # _______________Type:  (i.e. Access, CCHA) 

Payment Type: ☐ Medicaid ☐ Cash ☐ Credit Card   Receipt Number: ___________    

Date Client received refund:     

Client Signature (for refund received):          

You may make a $70.00 Payment to hold your INTAKE spot.  IF YOU ARE A NO SHOW FOR YOUR 
INTAKE APPOINTMENT YOU WILL LOSE YOUR INTAKE FEE AND HAVE TO PAY ANOTHER $70.00 
TO RESCHEDULE and $70.00  for doctor time, lab testing, counseling and dosing. 

If you call at least 24 hours prior to your intake to cancel you may use the intake fee you paid to 
reschedule your appointment. 

 

 



 

 

If patient has made the $70.00 Deposit:   

 

I      understand that if I do not keep my intake appointment, payment  

is non-refundable.     Initials 

 
Patient Emergency Contact: 

Name of Contact: __________________________ Relationship to Patient: _________________ 

Home/Cell Number: ________________________ Work Number: ________________________ 

Patient/Guardian Signature: ______________________________________________________ 

Reminder Call Complete:     (Do not leave message)    Initials 

How did you hear bout Denver Recovery Group? _____________________________________ 

>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>> 

AFTER INTAKE 

Did client show? ☐ Yes or ☐ No 

If no show (Reason): __________________________________________________________ 

If intake completed:  

Counselor: _______________________Date: _________________ Time: _________________  

Doctor:  Date: _________________ Time: _________________  

 

 

 


