[bookmark: _GoBack]DUI/Drug Treatment Court Participant Verification

This is to verify the below named patient has informed the below signing medical provider that he/she has been diagnosed with a substance use disorder and is a participant of the Richland County District ADULT/DUI Treatment Court.  The below named patient has fully advised the signing medical provider s/he is generally prohibited from accepting and/or filling a prescription for a medication with abuse potential and has requested the medical provider not prescribe any such medications unless absolutely necessary and on an emergent basis.

To be Completed by Medical/Dental Provider:

Patient Name:  ______________________________

DOS: __________________________

Dx: ____________________________	Medication Rxd (if any):________________
						____________________________________


_________________________________		________________
Medical/Dental Provider Signature					Date


Medical/Dental Provider Contact Information:

_______________________________

_______________________________

_______________________________

_______________________________
 




7th Judicial District Adult Treatment Court 
Judge Katherine Bidegaray
Samantha Damm -Coordinator
(406) 433-6825
sdamm@mt.gov

