OTP COURTESY MEDICATION REQUEST and APPROVAL FORM 

Temporary Guest Dosing Request: (Will return to home program at the end of the approved guest medication dates):  
Reason:
   Planned Travel 
   Short Term Level of Care Stay (i.e., CSS, TSS, SNF) 
   Emergency
If emergency, please describe (i.e., Dom. Violence, Family Death/Illness): _______________________________________
 Pending Permanent Request: (Will not be returning to a home clinic):  
Reason:
   Transfer 
   Transfer to attend Residential Treatment

   Direct Admit from ATS
   Emergency
If emergency, please describe (i.e., Dom. Violence, Family Death/Illness): ________________________________________
Sending Program (Home) 
Name: ________________________
Program Address: ___________________ __

Phone number: ___________________
Fax Number: ____________________
Contact Name: ____________________
Receiving Program (Guest) 

Name: ________________________________
Program Address: __________________________

Phone number: ___________________________
Fax Number: _____________________________

Contact Name: ____________________________
Client Information:




Courtesy Dosing Dates: 
Client Name: _________________________________________
Client Contact/Cell Phone: _______________________________

DOB: ________________________________________________
Height, Weight and Eye Color: ____________________________

Social Security Number: _________________________________
Payer/Insurance: _______________________________________
Current Dose: _________________________________________

Last Date at Sending Program (Home): ___________________
Number of take homes for travel: ______________
First Day at Receiving Program (Guest): __________________

Return Date to Home Program: __________________________
Number of take homes for travel: ______________

Medical Information: (check all that apply)
Current Medications: _____________________________________________________________________________________________

 Last Drug Screen Results: ___________________________________ # of Missed Doses in past 30 days __________
 Stable Dose
 Induction Phase 
Medically Supervised Withdrawal 
Methadone Maintenance Treatment
Split-Dosing Protocol    Pregnant
  Other Relevant Information (allergies, disabilities): ______________________________
***** For pending permanent requests, the following documents listed must be attached to this request. *****

Drug screens for past three months
     Recent EKG if dose > 150 mg     
Client’s 30-day dosing history
Physical Assessment
Biopsychosocial Evaluation

Current treatment plan

Please inform client to bring: 
(1) last-dose letter

(2) photo ID

(3) insurance card and fees
Acceptable Forms of Payment: 
 Cash

Debit/Credit

Money Order
Dispensing Hours:  Mon – Friday ______________________ Sat/Sunday __________________ Holidays ____________________
************************************************************************************************************
Physician/Waivered Mid-Level Delegate Signature: ____________________________________________ Date: _______________

Clinical Supervisor or Nursing Signature: ____________________________________________________ Date: _______________
I consent that this disclosure is authorized pursuant to 42 CFR Part 2.31, I understand I may revoke this authorization at any time except to the extent that the program has already acted in reliance on it.
Client Signature: ______________________________________________________________ Date: __________________________

