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          CHILD’S NAME (PRINTED): ______________________________
           CHILD’S DATE OF BIRTH:________________________________

Attention Deficit Hyperactivity Disorder Contract

Your minor child has been diagnosed Attention Deficit Hyperactivity Disorder (ADHD). Medications used for the treatment of ADHD are classified as stimulants and are tightly controlled by state and federal law and we are required to check state registers to assess frequency of medication refills and prescribers for ADHD medication. Your understanding and cooperation with the following guidelines are required for your child to receive medication for the treatment of their ADHD the Northern Kentucky Pediatric Group (NKYPG).
Please initial in the left margin next to each bulleted point and sign at the end to indicate your understanding. 
_____
I understand that the medication my child is prescribed is not a “cure” for ADHD. Rather, it controls the symptoms to allow my child to learn and function better socially.

_____
Stimulant medication use can result in tolerance and dependence. For this reason, I agree to give the prescribed medication to my child as discussed with my health care provider. I understand that in the event of suspected abuse or misuse of this prescription medication, NKYPG is required by state and federal law to file a police report and my family will be dismissed from the practice.
_____
Stimulant medications are easily abused and can be addictive. I understand that it is my responsibility as a parent or guardian to safeguard this medication. I will notify NKYPG if the medication’s written prescription or prescribed medication is lost, stolen, or rendered unusable. I understand that NKYPG will not issue another prescription in this instance. I will not seek to obtain ADHD medications from any other provider then NKYPG.
_____
I understand that after initiation of medication for ADHD, my child will be seen at NKYPG for a medication management and follow-up appointment once every one (1), three (3) or six (6) months. These visits allow monitoring of growth, blood pressure, heart rate, and screening for medication effectiveness and potential side effects such as decreased appetite, headaches, stomach pain, temporary behavior changes and sleep disturbance.
_____
All children under the age of 14 years are required to submit Vanderbilt Assessment Forms, teacher (2) and parent (2) at least two weeks prior to follow-up visits unless a documented agreement is made with your health care provider.
_____
Medication prescriptions cannot be mailed, faxed, or called into the pharmacy. The prescription must be picked up at NKYPG by the patient’s parent, guardian or another person for whom written consent is on file. 
_____
Requests for medication refills may be submitted when the patient has 7 days or less or medication remaining. Please allow at least 4 business days for the prescription to be written and ready for pick up. 
_____
I agree to do my part as a parent to help my child overcome the challenges of ADHD. I will limit my child’s “screen time” (TV, handheld devices, computer, video games, Wii, etc.) to no more than 2 hours daily maximum outside of school. I understand that poor sleep can result in or worsen symptoms of ADHD. I will enforce a reasonable and consistent bedtime, understanding that children need more sleep than adults.
_____
I will help my child succeed in school by providing appropriate supervision and environment for homework activities and by getting ongoing reports from my child’s teachers
_____
I will help my child overcome the challenges of ADHD by seeking out child behavioral therapy, family therapy, or parenting education. 
_____
I understand that ADHD medication must be discarded by contacting my local police department for safe disposal options.

_________________________________________________________

____________________________________

Patient Name           (PLEASE PRINT)


      Patient Date of Birth


________________________________________

_________________________________________
   ___________________________
Parent or Guardian Printed Name

       Parent or Guardian Signature

                      Date

                ________________________________________

_________________________________________
   ___________________________

Parent or Guardian Printed Name

       Parent or Guardian Signature

                      Date


_________________________________________

_________________________________________               ___________________________


  Adolescent Patient Printed Name                 
       Adolescent Patient Signature  
                     Date
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