
MEDICALLY ASSISTED RECOVERY (MAR):  NEW PATIENT INTRODUCTION 

Thrive restricts our treatment panel to a limited number of pre-qualified patients. This program accepts 
only patients who are serious about overcoming opioid addiction. We do not assume general medical 
care of Suboxone® patients. Uninsured patients must adhere to strict cash payment policies. Privately 
insured patients must provide confirmation of coverage for treatment prior to acceptance. To register 
please complete STEP ONE.  

STEP ONE 

• Read the entire packet

• Return the 4 required, completed forms to our office

• You will be contacted by phone before acceptance

STEP TWO

• If accepted, call our office at (217) 203-6600

STEP THREE

• Fill your prescription at the pharmacy

• Plan to begin taking Suboxone in an environment from which you will not need to travel, such as at 
home

• We recommend that you do not drive for at least 48-72 hours after beginning Suboxone use

• Plan not to drive for first few days after beginning Suboxone - do not drive until you feel completely 
comfortable to do so without any impairment

• Return to clinic within one to two weeks after initial Suboxone dosing, per physician plan

STEP FOUR

• Return for frequent follow-up visits per instructions, this includes groups

• Plan to schedule regular two-week visits until stable dosing has been achieved

• Plan to schedule monthly maintenance visits thereafter. Visits may be scheduled more frequently if 
there are adherence issues.

• Duration of treatment is individually determined by the patient but usually lasts for one year or more

• If a visit is missed, you may be required to reapply for acceptance into the program. Re-acceptance is 
not guaranteed

PLEASE RETAIN THIS PACKET FOR YOUR RECORDS 



INSTRUCTIONS FOR INITIAL APPOINTMENT 

1. Arrive early to complete paperwork.

2. Bring all pill bottles.

3. Bring valid photo ID.

4. Bring insurance card if insured.

5. A separate charge for screening lab tests may be billed to your insurance.

6. The initial appointment may last up to 2 hours with a return to the clinic within the first 2 days

after the first dose of medication is taken.

7. Fill your prescription at the pharmacy after the initial visit.

Prior to taking the initial dose of Medicine:

A. Must be in a safe environment where you will remain for 48-72 hours so as to avoid any and all

driving for the first 72 hours, and in an environment conducive to having access in contacting

for prompt medical care if required.

B. Must be in withdrawal prior to initiation of treatment.

C. No methadone for at least 2 days.

methadone dose for prior 7 days must be less than 31mg/day.

D. No opioids for at least 12 hours and preferably 24 hours prior to first dose of medication.

Please write in your appointment times: 

 Appointment 01. Time _______ Date ____________________ 

 Appointment 02. Time _______ Date ____________________ 

 Appointment 03. Time _______ Date ____________________ 



MEDICALLY ASSISTED RECOVERY (MAR): INFORMATION FOR PATIENTS 

The Drug Addiction Treatment Act of 2000 made it legal to prescribe an opioid for treatment of 
addiction. An opioid addicted patient may receive opioid medication for detox or maintenance in a 
regular office setting, rather than a methadone treatment program. Suboxone® is the only allowed 
medication. The restrictions of this law include requirements that the physician have training in opioid 
addiction treatment, be registered with the Secretary of Health and Human Services and be certified by 
the Drug Enforcement Administration to prescribe scheduled drugs.  

Suboxone® is a long acting opioid medication, which binds for a long time to the opioid receptor. 
Suboxone® is taken sublingually (dissolved under the tongue) because it is not absorbed well by 
swallowing. This sublingual tablet also contains a small amount of naloxone (Narcan®) which is an opioid 
antagonist, or blocking/reversing agent, which will cause withdrawal if injected. Suboxone® has a 
“ceiling” which makes it safer in case of accidental overdose. In large doses, Suboxone® does not 
suppress breathing to the point of death in the same way as opioid or methadone. These are some of 
the unusual qualities of this medication, which make it safer to use outside of the strict confines of a 
methadone clinic. After stabilization, most patients are able to self-manage Suboxone® for up to four 
weeks at a time.  

Suboxone® is not equivalent in maintenance strength to methadone. In order to even try Suboxone® 
without going into major withdrawal, a methadone-maintained patient would have to taper down to a 
dose of 30 mg per day of methadone or lower.  

So remember the following tips. If you are offered Suboxone® by a “friend” and you are taking other 
opioids, the Suboxone® will force the other opioids off the receptor site and you may go into withdrawal 
and become very sick. If you dissolve and inject the Suboxone® sublingual tablet, it may induce severe 
withdrawal because of the naloxone, which is an antagonist and reverses opioids effect when injected. If 
you wish to transfer to Suboxone® from methadone, your dose must be at or below 30 mg per day. 

There have been deaths reported when Suboxone® is combined with benzodiazepines. (This family of 
drugs includes Klonopin, Ativan, Halcion, Valium, Xanax, Librium, Serax, etc.) If you are taking any of 
these drugs, either by prescription or on your own, Suboxone® is not a good treatment for you and 
should not be taken. 

Medically Assisted Recovery (MAR) may include Subutex or Vivitrol. This determination will be made based upon 
outcome of the initial assessment and individual needs. Vivitrol is a once monthly injection not always covered by 
insurance due to cost.  



MEDICALLY ASSISTED RECOVERY (MAR): PATIENT RESPONSIBILITIES 

I agree to store medication properly. Medication may be harmful to children, household members, 
guests, and pets. The pills should be stored in a safe place, out of the reach of children. If anyone 
besides the patients ingests the medication, the patient must call the Poison Control Center or 911 
immediately.  

I agree to take the medication only as prescribed. The indicated dose should be taken daily, and the 
patient must not adjust the dose on his/her own. 

 I agree to comply with the required pill counts and urine tests. Urine testing is a mandatory part of 
office maintenance. The patient must be prepared to give a urine sample for testing at each clinic visit 
and to show the medication bottle for a pill count, including any reserve medication.  

I agree to promptly make another appointment in case of a lost or stolen medication and I will bring a 
document to the office visit confirming that a police report has been made for the incident in 
question.  

I agree to notify the clinic in case of relapse to drug use or abuse. An appropriate treatment plan must 
be developed as soon as possible. The physician should be informed of a relapse before it is revealed by 
random urine testing. Relapse does not mean that you will be removed from the program, it is a 
symptom of addiction. 

I agree to the guidelines of office operations. I understand the procedure for making appointments and 
cancellations. I have the phone number to Thrive Center for Wellness and I understand the office hours. 
I understand that no medications will be prescribed by phone or on weekends. I understand that I am 
required to abide by these responsibilities to remain on the Suboxone treatment panel of this office. I 
understand that this treatment program does not provide medical or surgical care outside the scope of 
routine Suboxone maintenance. 



     FOLLOW-UP APPOINTMENT PROTOCOL 

Follow up appointments will be at least monthly.  

The visits are focused on evaluating adherence and the possibility of relapse. They may 

include: 

• Pill counts

• Urine testing for drug abuse

• An interim history of any new medical problems or social stressors

• Prescription of medication

• Medications will be prescribed during clinic - office visits

• Appointments do not include evaluation or care for other problems Dangerous behavior, relapse, and
relapse prevention.

The following behavior will be addressed with the patient as soon as they are noticed: 

• Missing appointments

• Running out of medication too soon

• Taking medication off schedule

• Refusing urine testing

• Neglecting to mention new medication or outside treatment

• Agitated behavior

• Frequent or urgent inappropriate phone calls

• Outbursts of anger

• Lost or stolen medication

• Non-payment of visit bills as agreed, missed appointments or cancellations within 24 hours of your
appointment

Treatment may be discontinued if these behaviors become a deterrent to your treatment and 
recovery. 



MEDICALLY ASSISTED RECOVERY (MAR):  MAINTENANCE 

• Addiction Medicine controls withdrawal symptoms and is an excellent maintenance treatment for
many patients. If you are unable to stop your opioid abuse, or if you continue to feel like using opioids,
even at the top doses, the doctor may discontinue treatment, or you may be required to enter into a
higher level of addiction treatment, or you may be required to seek help elsewhere

• There are certain rules and patient agreements that are part of the MAR program. All patients are
required to read and acknowledge these agreements by signature upon admission to the treatment
program. If you do not abide by these agreements, you may be discharged from the program.

• If appointments cannot be kept as agreed, your status as an active patient will be cancelled - no
exceptions.

• Obviously, in the rare case of an allergic reaction to medication must be discontinued.

• Dangerous or inappropriate behavior that is disruptive to our practice or to other patients may result
in your discharge from the program. This includes patients who present in an intoxicated or impaired
state or present themselves while on other opioids, alcohol, Valium, barbiturates, sedatives, or any
mood-altering substance or medication.

• In the case of dangerous, or intoxicated or impaired behavior, you may be subject to physical restraint
or compelled to admission to a psychiatric or detoxification treatment unit. You may also be
immediately, and summarily discharged from the program.

Medications may be discontinued for several reasons:



INITIALS 

 _________ 
 _________ 
 _________ 
 _________ 
 _________ 
 _________ 
 _________ 

MAR Information for Patients 
MAR Patient Responsibilities 
Follow-up Appointment Protocol  
MAR Maintenance  
MAR Consent and Agreement RETURN THIS FORM
Acknowledgment of Informed Consent  RETURN THIS FORM 
Authorization to Release Health Information RETURN THIS FORM    
Questionnaire for Chronic Pain issues (as needed) RETURN THIS FORM    _________ 

My signature affixed below and initials by the name of each individually listed document, certifies that I 
fully understand and agree to the contents of each document and should I have any questions, I will ask 
my Buprenorphine provider.  

Signature         ___________________________________________________ 

Printed Name ___________________________________________________  

Date ___________________  

MEDICALLY ASSISTED RECOVERY (MAR):  MATERIALS CONFIRMATION 



Medically Assisted Recovery (MAR):

Consent and Agreement for Treatment 

Patient Name: ___________________________________________________ 

Consent for Medical Treatment: The patient hereby voluntarily consents to the rendering of medical 
care, which may include such medical treatment as the attending physicians(s)or other consulting staff 
members consider to be necessary. I understand that I must look solely to the attending physician(s) 
and/or clinical staff for interpretation of the results of any diagnostic procedure or test, and medical 
treatment. The patient has a general understanding of the nature and purpose of his/her medical 
treatment(s) and is generally aware that medical complications may occur. This includes, and is not 
limited to, informed consent for those seeking medication-assisted substance abuse treatment. The 
patient acknowledges that no guarantees have been made as to the result of treatment. The patient 
consents to other health care personnel in training being present during treatment and in some 
instances providing supervised treatment. The patient understands that some treatments will occur in 
areas that may also be occupied by other patients being treated.  

The following section applies exclusively to those who are prescribed certain medications by a Thrive 
Center for Wellness physician as a means of performing  

Medication Assisted Recovery (MAR). Common drugs used in MAR include Suboxone, Methadone, and 
Vivitrol. I understand that my treatment plan may not apply to the following section. Conversely, I 
understand that if I am participating in MAR, the following information does apply to my treatment 
protocol:  
 Medication Assisted Recovery(MAR): The use of medications, in combination with counseling

and behavioral therapies, to provide a “whole-patient” approach to the treatment of substance
use disorders (samsha.org). If my treatment plan includes medication assisted recovery, I agree
that I have previously been provided information on medical procedures, laboratory testing, and
all related treatment services specific to Medication Assisted Recovery. I have also been given
information describing possible alternative treatments to Medication Assisted Recovery. I
understand that in agreeing to Medication Assisted Recovery, I am also thereby agreeing to be
closely medically monitored by Thrive Center for Wellness staff to reduce any medical risks to my
person. I also understand that to discontinue use of medication without medical oversight poses
a great risk of medical harm to my person.

Attendance Policy: The patient has received a copy of the attendance policy. I understand that it is 
important to attend all scheduled appointments. I understand it is my responsibility to know my 
appointment dates and times. I understand that I may be subjected to a “no-show” fee for breaking my 
agreement to attend appointments as scheduled if that should occur.  

Patient Rights and Responsibilities: I acknowledge I have received a copy of Thrive Center for Wellness’ 
Patient Rights form.  



Note: Thrive Center for Wellness does not discriminate based on age, sex, marital status, race, creed, 
color, national origin, or the presence of any sensory, mental, or physical handicap. The patient has read 
this form and is satisfied that s/he understands its content and significance.  

Patient Valuables: Thrive Center for Wellness shall not be held liable for the loss or damage to any 
personal property. I understand that personal items are my own (patient) responsibility and thereby 
relinquished from the responsibility of Thrive Center for Wellness. 

Use & Disclosure of Patient Information: Thrive Center for Wellness may use and disclose patient 
information for the purpose of diagnosing and treatment, for obtaining payment of care and conducting 
health care operations. Regulations regarding the use and disclosure of patient information are 
explained in more detail in Thrive Center for Wellness’ Informed Consent form. You have the right to 
review the Informed Consent form prior to signing this document.  

I understand the clinical team at Thrive Center for Wellness may consult/discuss my treatment plan 
among one another as a means of achieving the highest quality care. I understand the treatment team 
reviews and signs off on all paperwork relating to my treatment at Thrive Center for Wellness.  

Please Circle 

Yes  No      1. I agree to keep appointments and let staff know if I will be unable to show up as 
scheduled.
Yes  No      2. I agree to report my history and my symptoms honestly to my physician, nurses, and 
counselors involved in my care. I also agree to inform staff of all other physicians and dentists who I 
am seeing; of all prescription and non-prescription drugs I am taking; of any alcohol or street drugs I 
have recently been using; and whether I have become pregnant or have developed hepatitis.
Yes  No      3. I agree to cooperate with urine drug testing (UDT) whenever requested by medical 
staff, to confirm if I have been using any alcohol, prescription drugs, or street drugs. If indicated, I 
will agree to same-sex witnessed urine drug testing. If in question, the UDT may require supervision. 
Yes  No      4. I have been informed that buprenorphine is an opioid analgesic, and thus it can 
produce a "high"; I know that taking medicine regularly can lead to physical dependence and addiction, 
and that if I were to abruptly stop taking the medicine after a period of regular use, I could experience 
symptoms of opioid withdrawal. I also understand that combining medicine with benzodiazepine 
(sedative or tranquilizer) medications (including but not limited to Valium, Klonopin, Ativan, Xanax, 
Librium, Serax) has been associated with severe adverse events and even death. I 
also understand that I should not drink alcohol with the medication since it could possibly interact with 
it to produce medical adverse events such as reduced breathing or impaired thinking. I 
agree not to use benzodiazepine medications or to drink alcohol while taking the medication and I 
understand that my doctor may end my treatment  if I violate this term of the treatment agreement. 
Yes  No      5. I have been informed that the Suboxone is to be placed under the tongue for it to dissolve 
and be absorbed, and that it should never be injected. I have been informed that injecting Suboxone 
after taking Suboxone or any other opioid regularly could lead to sudden and severe opioid withdrawal. 
Yes  No      6. I have been informed that Addiction Medication is a powerful drug and that supplies of it 
must be protected from theft or unauthorized use, since persons who want to get high by using it or 
who 
want to sell it for profit, may be motivated to steal my take-home prescription supplies of 
my medication.



Yes  No     7. I have a means to store take-home prescription supplies of medication safely, where it cannot be 
taken accidentally by children or pets, or stolen by unauthorized users. I agree that if my Suboxone pills are 
swallowed by anyone besides me, I will call 911 or Poison Control at 1-800-222-1222 immediately and I will take 
the person to the doctor or hospital for treatment.
Yes  No     8. I agree that if my doctor recommends that my home supplies of medicine should be kept in the 
care of a responsible member of my family or another third party, I will abide by such recommendations.
Yes  No     9. I will be careful with my take-home prescription supplies of medicine, and agree that I have been 
informed that if I report that my supplies have been lost or stolen, that my doctors will not be requested or 
expected to provide me with make-up supplies. This means that if I run out of my medication supplies it could 
result in my experiencing symptoms of opioid withdrawal. Also, I agree that if there has been a theft of my 
medications, I will report this to the police and will bring a copy of the police report to my next visit.

Yes  No      10. I agree to bring my bottle of Suboxone in with me for every appointment with my doctor
so that remaining supplies can be counted.
Yes  No      11. I agree to take my medication as prescribed, to not skip doses, and that I will not adjust the
dose without talking with my doctor about this so that changes in orders can be properly communicated by to 
my pharmacy.
Yes  No      12. I agree that I will not drive a motor vehicle or use power tools or other dangerous
machinery during my first days of taking medication or after a dosage increase, to make sure that I can 
tolerate taking it without becoming sleepy or clumsy as a side effect of taking it.
Yes  No      13. I understand that I may not be able to drive a car or operate any form of heavy machinery
during the induction phase with buprenorphine because of possible psychomotor impairment that I may have 
during this induction phase. I will assume all responsibility for determining the method of my transportation to 
and from the treatment facility during my first days of taking the medication. I hereby vacate any and all 
responsibility for any transportation issues from the treating physician, facility and staff. Yes  No      14. I want to 
be in recovery from addiction to all drugs, and I have been informed that any active addiction to other drugs 
besides opioid and other opioids must be treated by counseling and other methods. I have been informed that 
buprenorphine, as found in Suboxone, is a treatment designed to treat opioid dependence, not addiction to 
other classes of drugs.

Yes  No      15. I agree that medication management of addiction is only one part of the treatment of
 my addiction, and I agree to participate in a regular program of professional counseling while being 
treated with medications. 
Yes  No      16. I agree that professional counseling for addiction has the best results when patients also
are open to support from peers who are also pursuing recovery.
Yes  No      17. I agree to participate in a regular program of peer/self-help while being treated.

Yes  No      18. I agree that the support of loved ones is an important part of recovery, and I agree to invite
significant persons in my life to participate in my treatment.
Yes  No      19. I agree that a network of support, and communication among persons in that network, is

an important part of my recovery. I will be asked for my authorization, to allow telephone, email, or face-to-face 
contact, as appropriate, between my treatment team, and outside parties, including physicians, therapists, 
probation and parole officers, and other parties, when the staff has decided that open communication about my 
case, on my behalf, is necessary.
Yes  No      20. I agree that I will be open and honest with my counselors and inform staff about cravings, 
potential for relapse to the extent that I am aware of such, and specifically about any relapse which has occurred 
before a drug test result shows it.



Yes  No      21. I have been given a copy of clinic procedures, including hours of operation, the clinic phone 
number, and responsibilities to me as a recipient of addiction treatment services, including buprenorphine 
treatment with Suboxone.

Patient Signature: __________________________________ Date: _______________
Staff Signature/Title: _______________________________ Date: ________________



Acknowledgment of Informed Consent 

I understand that information about my treatment and communications with my therapist may not be 
released without my written authorization. However, these communications or this information may 
have to be revealed without my permission, as explained below: 

1. If necessary, to protect my safety or the safety of others.

a. If I am clearly a danger to myself, my therapist may take steps to seek involuntary
hospitalization and may also contact members of my family or others.

b. If I threaten to harm or kill someone and my therapist believes I may carry out my threat or if
my therapist believes I will attempt to seriously injure or kill someone, my therapist may:

• Tell any reasonably identified victim
• Notify the police
• Arrange for me to be hospitalized.

2. If necessary, to hospitalize me for psychiatric care.

3. If my therapist believes a child, disabled person, or an elderly person in my care is suffering abuse or
neglect.

4. To provide information regarding my diagnosis, prognosis and course of treatment, or for the
purposes of utilization review or quality assurance, to a third-party payer (referring to communication
with insurance companies and other medical providers).

5. In legal proceeding where I introduce my medical or emotional condition.

6. For individuals consenting to DUI services only: Organizations providing a DUI evaluation or risk
education intervention services shall disclose offender information as allowed by law. This includes
allowing for the disclosure of evaluation and risk education to Illinois court officials, the Illinois Office of
the Secretary of State, and other interested departments of the State of Illinois for the purpose of
adjudicating and court monitoring of DUI cases, drivers’ license issues, and for monitoring licensed
services.

Additionally, I authorize my therapist to consult professional colleagues if needed to enhance the clinical 
services I receive.  

I have had the opportunity to discuss this informed consent statement with my therapist. I understand 
its meaning and consent to receiving services based on this understanding.  

________________________________________________________ ___________________ 

Patient Signature Date 

________________________________________________________ ___________________ 

Witness Signature Date 



Authorization to Release Health Information 

________________________________________________ __________________ 

Name of Client      Date of Birth 

I give consent and authorize Thrive Center for Wellness to allow the use and sharing of 
Protected Health Information (PHI) for the person identified above to: 

Provider Name: ______________________Facility Name: _________________________ 
Provider Address: _________________________________________________________ 
Provider Telephone Number: ________________________________________________ 

Information which is to be used or shared may include: 
o Admission Evaluation/Summary
o Psychological or Psychiatric Evaluation
o Medical History/Medical Information
o Drug and Alcohol Evaluation/Information
o Academic and Educational Information/Records
o Discharge Summary/Aftercare Instructions
o Referral/Treatment Summary
o Other—Specifically: _________________________________________________

*HIV related information and drug and alcohol information contained in these records will be
released under this authorization unless indicated here: ___Do Not Release These

Dates of care to include: _____All dates of service or specific dates: ___________________ 
This information is to be used for continuity of care and more specifically for the following 
purpose(s): 

o Treatment Planning & Assessment
o Referral/Coordinating with another Professional
o Other--Specifically: ____________________________________________________

I understand that I have no obligation whatsoever to disclose information from my client record, I do not 
have to sign this Authorization, and furthermore that my refusal to sign will not affect my ability to 
receive treatment from Thrive Center for Wellness, or my eligibility for benefits. 

I understand that I may revoke or cancel this Authorization at any time, except to the extent that 
the agency has already acted upon it, by notification to Thrive Center for Wellness in 
writing. 
______________________________________________ ________________________ 

Client Signature  Date 
______________________________________________ ________________________ 
Signature of Requesting Therapist  Date 



Current opioid (Chronic Opioid Agonist Therapy) treatment: 

What opioid(s) are you currently using? 

Medication Dosage (mg) Number of times per day Route (PO, IM, IV, Patch) 

___________________ _______ ________________ _______________ 

___________________ _______ ________________ _______________ 

___________________ _______ ________________ _______________ 

___________________ _______ ________________ _______________ 

How much pain relief do they provide? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 

How much improvement in your function do they provide? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 

How much improvement in your mood do they provide? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 

How much improvement in energy do they provide? 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 

Do you keep them in a safe place? Y   N  

If yes, where? ____________________________________________________ 

Please list the pain-related medications you have received in the past:  

Medication Dosage (mg) Took for how long? Why did you stop taking it? 

______________ ___________ _______________ ______________________ 

______________ ___________ _______________ ______________________ 

______________ ___________ _______________ ______________________ 

______________ ___________ _______________ ______________________ 

______________ ___________ _______________ ______________________ 

______________ ___________ _______________ ______________________ 

______________ ___________ _______________ ______________________ 

______________ ___________ _______________ ______________________ 

FOR PATIENTS WITH CONOCOMITANT CHRONIC PAIN RELATED ISSUES



Please indicate the pain-related injections or other procedures you have received: Approximate dates 
(mo, yr) Pain Improved? (mark Y/N) 

Epidural steroid injection (neck) ____________________ _____________________ 

Epidural steroid injection (low back) ____________________ _____________________ 

Facet joint injection(s) ____________________ _____________________ 

Trigger point injection(s) ____________________ _____________________ 

Sacroiliac injection ____________________ _____________________ 

Spinal cord stimulator ____________________ _____________________ 

Spinal pain pump ____________________ _____________________ 

Others (specify) : ____________________ _________________________________________ 

Please indicate any diagnostic tests you have had for your pain problem(s): 

 Body part(s) Approximate dates (mo, yr) 

X-rays _____________________________ _________________________

MRI _____________________________ _________________________

CAT scan _____________________________ _________________________

EMG/NCV _____________________________ _________________________

Other things that you use to manage your pain include (circle all that apply):

distraction  alcohol          relaxation techniques       meditation       hypnosis

massage      TENS unit      cold/warm compresses      chiropractic      pain psychologist
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