

Controlled Substance Policy:
Dear Thrive BHS Patients, we sincerely appreciate you choosing us to be your health care provider. We intend to provide you with the best care possible. There are times when patients will not agree with the healthcare provider’s treatment plan. This is usually due to the healthcare provider not prescribing controlled medications as may be requested by the patient. Controlled Substances/Medications include Valium, Ativan, Xanax, Klonopin (for anxiety), Oxycontin, Tramadol, Oxycodone (for pain) and Ritalin, Adderall, etc. (for ADHD). Although these medications may be effective for some patients, they also carry a risk of addiction and tolerance. Tolerance occurs when a medication becomes less effective the longer a patient takes it. An example is when a patient is prescribed Valium for anxiety over an extended period and after a while has recurrence of the anxiety due to having developed a tolerance. 
Communication is a major part of patient-provider relationships and plays an integral part in providing excellent patient care. Therefore, below is our policy regarding prescribing controlled substances: 
1. Pain Medications of any kind will NOT be prescribed by our office. 
2. Benzodiazepines medications, including Valium, could be prescribed at the lowest dose possible and they are not a guarantee. 
3. We may provide ADHD medications due to inability to focus and if your work performance is being affected with proof of employment.  If you are in school, you will need to provide proof of current enrollment. 
4. All controlled substances will only be prescribed electronically. Be aware that Lost or Stolen controlled medications will NOT be replaced. All prescribed medications must be safeguarded from loss, theft, or unintentional use by others, including children and adolescents. 
My signature below indicates that I have been given the opportunity to ask questions and all my questions and /or concerns regarding Thrive BHS controlled substance policy have been adequately answered. 
Patient Name: ………………………………………………………….         Date:

Patient Signature: ………………………………………………………….   Date:

Provider Name:  …………………………………………………….                Date:

Provider Signature:  ……………………………………………….	   Date:
