(STAR

Success Through Addiction Recovery

The Harris County Drug Court Program
Over-The-Counter and Prescription Drug Policy  

I ____________________________________ (name), understand and agree that, as a STAR client, I assume certain obligations and responsibilities, including complying with the STAR program’s over-the-counter and prescription drug policy.  

I will:

1. Provide written notification to my physician that I am participating in the STAR drug court program.

2. Notify my treatment provider and case manager before I begin taking any medications or drugs, including over-the-counter drugs or drugs prescribed for me by my physician or psychiatrist.

3. Take over-the-counter or prescribed medication only as directed on the label or by the prescribing physician or psychiatrist.

4. Consult with the appropriate STAR staff and treatment providers concerning any medication issues that arise because of outside factors, such as surgeries, etc.

5. Provide my physician or psychiatrist and my case manager with the appropriate signed medical release forms, which allow communication between the court and my physician or psychiatrist to clarify any medical procedures, medications, etc.  

I understand that if I fail to abide by this policy to the Court’s satisfaction, the Court may take immediate action and sanction me.  I also understand that if I misuse over-the-counter or prescription drugs, the Court will consider that misuse a relapse and will treat me accordingly.  If I violate this policy, I understand that the Court may sentence me to time in jail or even remove me from the STAR Drug Court program. 

_________________________


_____________________________

STAR Client





Date

_________________________


_____________________________ Program Manager



             Date

Over-the-Counter and Prescription Drug Policy

1 of 1

