Beach Counseling Center LLC
Patient Medication – Provider Policy
_______________________________________ Pharmacy ____________________________
Patient Name.

Date of Birth

Pharmacy Phone Number _______________

1. I understand that the main treatment goal is to improve my ability to function and/or work and/or reduce
pain. In consideration of that goal and the fact that I may be given medication to help me reach that goal, I
agree to help myself by following better health habits: exercise, weight control, avoiding the use of tobacco,
alcohol, and illicit drugs. I understand that only through following a healthier lifestyle can I hope to have the
most successful outcome to my treatment.
2. I understand Beach Counseling Center staff must be treated with respect AT ALL TIMES. Abusive language,
threats, and harassment will not be tolerated. Failure to observe common courtesy towards our staff may be
cause for discharge from the practice.
3. I agree that to comply with suggested treatment modalities, including therapy, AA or other 12 Step Programs
like Alcoholics Anonymous and all other prescribed medications, including medications for depression, sleep
and neuropathic pain. This also includes psychiatric care, counseling, pain management and family practice
follow-ups if needed. Failure to follow the total plan of care may result in discharge from the practice.
a. For continuity of care purposes, I give permission for my demographic information to be referred to a
collaborating provider outside of BCC, for such use a specialty, PCP, and/or other services needed.
4. Our office will not be responsible for treating certain medical conditions that should be followed by a primary
care physician (high blood pressure, diabetes, thyroid problems, etc..). Please see your primary care
physician for these issues.
5. Please call the pharmacy to request a refill of a medication from our office. Please allow 3-4 business days
for refills.
6. If you require paperwork to be filled out by our office, please allow 7 business days for this to be completed.
IF SCHEDULED MEDICATIONS (STIMULANTS, BENZODIAZEPINES, OPIATES, BARBITUARATES, TRANQUILIZERS,
ETC..) ARE INITIATED BY THIS PRACTICE, THE FOLLOWING CONDITIONS WILL APPLY:
1. I AM RESPONSIBLE FOR MY SCHEDULED SUBSTANCE MEDICATIONS. If the prescription or medication is
lost, misplaced, or stolen, or if I use it up sooner than prescribed, I understand that it will not be replaced. If
this happens repeatedly, I will be discharged from the practice.
2. I WILL NOT REQUEST OR ACCEPT SCHEDULED SUBSTANCE MEDICATION FROM ANY OTHER PHYSICIAN OR
INDIVIDUAL WHILE I AM UNDER THE CARE OF BEACH COUNSELING CENTER FOR PATIENT CARE. Besides
being illegal to do so, it may endanger my health. The only exception is medications prescribed while I am
admitted in a hospital, undergoing surgical procedure, or have major dental work performed. In such events,
I understand that I am expected to notify Beach Counseling Center staff immediately of the additional
prescriptions.
3. I agree to comply with random urine, blood, or breath testing documenting the proper use of my medication
as well as confirming compliance. I understand that a random test may be requested, and I am expected to
comply within 24 hours. I understand that it is my responsibility to comply with the laws of the state while
taking the medication prescribed. A pill count can be requested at any time.
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4. I understand that if I am taking prescription pain relievers, muscle relaxants, tranquilizers, sleep aids or antiseizure medications, the manufacturer recommends operating no heavy machinery which includes motor
vehicles. If I choose to drive, I do so at my own risk and assume my own liability. If I choose to drive, I am
aware that I can be charged with a DUI.
5. I understand that if I violate any of the conditions, my controlled substance prescription and/or treatment at
Beach Counseling Center may be terminated immediately. If the violation involves obtaining controlled
substances from another individual, as previously described, or the concomitant use of non-prescribed illicit
(illegal) drugs, I may also be reported to the appropriate authorities.
6. I understand that the long-term advantages and disadvantages of chronic opioid use have yet to be
scientifically determined and that treatment may change throughout my time as a patient at Beach
Counseling Center. I understand, accept, and agree that there may be unknown risks associated with longterm use of controlled substances and that I will be advised as knowledge and training advances, and that
the appropriate treatment changes will be made.
7. I agree not to increase the dose on my own and understand that doing so will lead to treatment
discontinuation.
8. If I give or sell my medication to anyone else including family members, or if I accept pain, stimulant and
benzodiazepine medications from anyone else, I will be immediately discharged from the practice.
9. REFILLS of controlled substance medication:
a. Will be made only during regular office hours, Monday through Friday. REFILLS WILL NOT BE MADE
AT NIGHT, ON HOLIDAYS OR WEEKENDS.
b. Will NOT be made if I “run out early” or “lose a prescription” or “spill or misplace my medication.” I
am responsible for taking the medication in the dose prescribed and for keeping track of the amount
remain. If medication is “stolen”, a police report will be required in order to refill.
c. Will NOT be made as an emergency, such as on Friday afternoon. CALL AT LEAST 4 TO 5 WORKING
DAYS IN ADVANCE TO HAVE MY MEDICATIONS REFILLED. REPEATED CALLS WILL NOT SPEED UP
THE PROCESS, IT WILL ONLY SLOW IT DOWN BECAUSE THE STAFF WILL HAVE TO SPEND EXTRA
TIME ADDRESSING THESE MESSAGES. We may take up to 72 hours to respond to refill requests, so
please plan ahead.
d. I understand that I may need a higher dose of medication if pain is worse. However, I may not
increase the dose of medication without calling Beach Counseling Center and discussing the problem
with the provider. In general, increasing the dose or changing your medication will require an office
visit.
I have been fully informed by my provider regarding psychological dependence (addition) of a controlled substance,
which I understand is unusual. I know that some people my develop a tolerance, which is the need to increase the
dose of the medication to achieve the desired effect, and I do know that I will become physically dependent on the
mediation. This will occur if I am on the medication for several weeks, and when I stop the medication. I must do so
slowly and under medical supervision or I may have withdrawal symptoms.
I have read this policy and it has been explained to me by my provider. In addition, I understand the consequences
of violating these guidelines.
___________________________________________ OR
Patient Signature
Date
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