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Part 2: Waiver Training

Before we begin…

Questions??
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Case Study #1: The Lawyer

1
0
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Mr. Smith is a forty–year-old man who comes to your office asking to be treated 
with buprenorphine. He is a criminal defense attorney in private practice, and he 
knows about buprenorphine because you are treating some of his clients. His 
goal is to use buprenorphine during the week and occasionally use heroin (by 
snorting) on the weekend. He has used heroin for the past 5 years.

For the past 6 months, he has used heroin primarily on the weekend, but he is 
concerned now because he has begun to use small amounts of heroin daily. If he 
doesn’t use heroin, he gets loose stools, is irritable, and has difficulty getting and 
staying asleep. He has no desire to completely stop heroin use, but he doesn’t 
want to use it during the week. 

His passion is playing jazz and he has organized a band. He says that heroin use 
is common in the club where his band plays. All the members of the band use 
heroin and many of his friends who come to the club also snort or inject heroin. 
He rarely buys heroin, as his friends usually give it to him. 

Lawyer, beginning to use daily 
Clinical Management
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His only other drug use is marijuana and alcohol (3-6 drinks/night on the 
weekend), again primarily used on the weekend. He has never been 
arrested or had significant medical consequences from his heroin use. 
He is not married. He has a 14-year-old son who he has supported and 
sees often.

• What is the diagnosis?

• Is this patient a candidate for treatment with buprenorphine?

• What are the treatment goals?

• What is the initial treatment plan?

Case #1 Lawyer, beginning to use daily 
cont.



Medication Assisted Treatment 
Clinical Application
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• Induction
• Stabilization and Maintenance
• Withdrawal

Clinical Uses of Buprenorphine
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Buprenorphine Induction
Rationale

 Goals of buprenorphine initiation:
• Identify dose of buprenorphine at which the patient:

‒ Discontinues or markedly reduces use of other 
opioids

‒ Significantly decreased or absent withdrawal 
symptoms 

‒ Has minimal/no side effects
‒ Experiences decreased cravings

SAMHSA, 2004
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Buprenorphine Formulations

 Choice of formulations is based on:
• Insurance/Third party payer considerations
• Patient preferences
• Safety
• Decreased Diversion potential

 Formulations:
• Buccal film; Sublingual films 
• Tablets
• Subdermal implants
• Depot formulation given as a subcutaneous injection

 All of the approved forms have demonstrated similar efficacy for 
treating opioid use disorder

 Buprenorphine for transdermal (via patch) and intravenous (via 
injection) use are available for analgesic use. They were tested but 
not approved for treating opioid use disorder

SAMHSA, 2016, 2016
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Buprenorphine Formulations for 
Opioid Use Disorder
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Buprenorphine Induction 
First Prescription

 Many Logistical Factors/Considerations
• Review that patient meets induction criteria 
• Insurance
• Confirm access to pharmacy
• Confirm access to urine drug testing

 Location
 Office Induction: 

‒ Patient given prescription and brings medication to the office
 Home Induction: 

‒ Patient goes home with instructions, follow-up appointment, 
and a prescription for medicine
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Office Buprenorphine Induction
Day #1

 Timing
• Some offices prefer inductions earlier 

in the week – Consider Monday, 
Tuesday and avoid Fridays

• Consider scheduling office induction 
earlier in the day

 Decrease likelihood of precipitated withdrawal at induction by:
• Ensuring mild to moderate withdrawal at the time of induction

− Document using Clinical Opiate Withdrawal Scale 
(COWS)

• Start with low dose: 2-4mg equivalents
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Clinical Opiate Withdrawal Scale
(COWS)

 Resting Pulse
 Sweating
 Restlessness
 GI Upset
 Tremor

 Pupil Size
 Bone or Joint Aches
 Yawning
 Anxiety or Irritability
 Gooseflesh
 Runny Nose 

or Tearing Eyes

Wesson and Ling, 2003
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Clinical Opiate Withdrawal Scale
(COWS)
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Office Buprenorphine Induction
Patient Education

 Sublingual tablets and films must be held 
under the tongue several minutes to 
dissolve

 Buccal delivery films take fewer minutes 
to dissolve and are stuck to the buccal 
mucosa

 Instruct to:
 Start with a moist mouth, avoid acidic drinks (coffee or fruit juice)
 Avoid using nicotine products as this interferes with absorption
 Avoid speaking with the sublingual medication
 Keep dissolving medicine under tongue
 After medication is completely disolved, leave in mouth an additional 5 min

before swallowing or spitting remaining sputum
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Buprenorphine Induction
Day #1

If patient is not in opioid withdrawal on 
arrival in office:
 Assess and confirm time of last opioid 

use

 Have patient wait in the office until you 
see
evidence of withdrawal

OR
 Consider home induction

Photo by: Wouterhagens
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Office Buprenorphine Induction
Day #1

 Instruct the patient to abstain from any opioid use for a 
minimum of: 
• 12-16 hours for short-acting opioids
• 24 hours for sustained-release opioid medications
• 36 hours for methadone

 Observe and document Mild vs. Moderate withdrawal:
• NOTE: Be aware of Fentanyl; do not induce unless moderate 

withdrawal (COWS 13 to 15) is observed
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Office Buprenorphine Induction
Day #1 – Short Acting Opioids

 Patients dependent on short-acting 
opioids (e.g. heroin/oxycodone/
hydrocodone):
• Instruct patient to abstain from any opioid 

use for 12 to 24 hours prior to induction
visit: 
‒ Arrive in mild-moderate withdrawal at induction visit

• Use opioid withdrawal scale (COWS > 8):
‒ Document and assess severity of withdrawal 
‒ Track the patient's response to first day’s dose
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Office Buprenorphine Induction
Day #1 – Methadone

• Do not start buprenorphine until the patient manifests signs of 
opioid withdrawal
 Waiting at least 36 hours reduces risk of precipitated withdrawal
 Lower doses of buprenorphine/naloxone are less likely to 

precipitate methadone withdrawal.328 

− For example, once opioid withdrawal is verified, an initial dose 
of 2 mg/0.5 mg can be given. If patients continue to have 
unrelieved opioid withdrawal after the first 2 mg dose, 
administer another 2 mg/0.5 mg dose approximately every 2 
hours as needed (holding for sedation)

 Induction should be conducted slowly; consider treating unrelieved 
withdrawal symptoms with nonopioid therapies as needed

 Be alert to any increase in withdrawal symptoms, as this may 
suggest precipitated withdrawal. 

TIP 63
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Buprenorphine Induction
Review

 First dose: 2-4 mg SL buprenorphine/naloxone
 Monitor in office for 2+ hours after first dose

• Relief of opioid withdrawal symptoms should begin within 30-45 minutes 
after the first dose

 Re-dose every 2-4 hours, if opioid withdrawal subsides 
then reappears

 Stabilize at dose that eliminates craving; typical dose 
range from 8 mg to 16 mg

 Gradually increase dose after establishment of a steady 
state over as needed for continued craving.
• Note: This can be increased more rapidly if the patient has a lot of craving.
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Buprenorphine Induction
Day #1

 If opioid withdrawal appears shortly after
the first dose buprenorphine may have 
precipitated a withdrawal syndrome

 Greatest severity of buprenorphine-related
precipitated withdrawal in the first few 
hours (1-4) after a dose, with a decreasing
(but still present) set of withdrawal 
symptoms over subsequent hours
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Precipitated Withdrawal 
Management

 If a patient has precipitated withdrawal consider:  
• Giving another dose of buprenorphine, attempting to provide 

enough agonist effect from buprenorphine to suppress the 
withdrawal 

OR
• Stopping the induction, provide symptomatic treatments for the 

withdrawal symptoms, and have patient return the next day

Since the latter risks losing the patient, 
the first option is preferred.
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 Similar outcomes noted for observed and
home induction in terms of safety and 
efficacy

 Process:
• Teach patient about how bup/nx works and how

it is absorbed
• Review typical withdrawal symptoms with patient:

− Start assessing withdrawal symptoms 12 hours after short-acting 
opioids and 24 - 36 hours after last illicit methadone use

− Self administer 2mg bup/nx when experiencing withdrawal 
symptoms

− Self assess again in 1-3 hours.  If still withdrawing, self administer 
another 2mg dose

• May repeat until a maximum total dose of 8-12mg during first day

Home Induction
Multiple Approaches but Subtle Clinical Variance
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Home Induction Instructions
Day #2

 Day #2: Continue dose established on Day #1
• Encourage patient to preferably take Day #1 dose on the morning 

of Day #2
• Encourage office staff to contact patient on Day #2 to assess dose 

response
• After contact with patient there may be reason for additional dose 

adjustments:
− If patient feels well, instruct patient to continue Day #1 dosing
− If patient is experiencing cravings or discomfort consider increasing 

dose by 2-4 mg
OR
− discuss relapse prevention and assure patient that discomfort will 

stabilize over time
 Avoid rapid dose adjustments
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Buprenorphine Induction
Day #2 and Beyond

 Stabilization will occur for most patients between 8 to 
16mg per day:
• Most individuals do not need more than 16mg per day but 

occasionally higher doses may be needed for persistent 
symptoms/ongoing opioid use

‒ Most insurance companies limit daily doses to 24 mg

‒ Though there is approval for a maximum dose of 32mg, doses above 
24mg may increase risk of diversion

• Note – If there are concerns for diversion:

‒ Consider more intensive monitoring [E.g. more frequent urine testing, 
shorter prescription durations, supervised dosing] 
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Stabilization and Maintenance

• Continue to reassess patient technique in medication 
administration:
• Usual administration of 

buprenorphine/naloxone 
dosing is daily however 
preferably no more than 
twice-daily dosing

• For proper absorption, no more
than two film strips or two 
tablets should be taken at once

 Adjust daily dose by increments of 2-4 mg as needed: 
• Increase primarily for persistent cravings
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How Long Should Buprenorphine
Maintenance Be?

 Evidence is variable
• Studies as long as 16 weeks show high 

relapse rates with medication withdrawal

• Improved retention rates in treatment with 
extended buprenorphine maintenance

 Continue maintenance as long as patient 
is benefitting from treatment (decreased 
substance use, meeting employment, 
educational, relationships goals):
• Note: Provider can have discussions regarding reduction in dose with 

improving stability or patient preference however:
− Caution patients about discontinuing medication too early in treatment

Kakko et al., 2003
Weiss et al., 2011
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Optimal Duration of MAT

Lo-Ciganic et al., 2016
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Treatment Retention and 
Buprenorphine Dosage

Fiellin et al., 2014
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Medically Supervised Withdrawal 
from Full-opioid Agonist Using Buprenorphine

 Buprenorphine suppresses opioid withdrawal symptoms

 When stopping buprenorphine:
• A more gradual taper decreases the severity of withdrawal 

symptoms

• Taper durations ranging from 4 to 30 days are common in clinical 
practice

 Withdrawal symptoms may not occur until 2-3 days after 
stopping buprenorphine

 Adjunctive medications (E.g. clonidine) to manage 
symptoms supportively

Ling et al., 2009
Sigmon et al., 2013
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XR-NTX Practical Considerations 

 Logistics
• Adequate insurance or program coverage

‒ Out of pocket XR-NTX is ~ $1100/dose
• Ordered from specialty pharmacy, shipped to physician
• Keep refrigerated until dosing visit 

 Check Opioid free status of patient by self-report and verified by 
urine drug screen

 Consider administering Naloxone challenge before first dose
OR

 Preload oral Naltrexone
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XR-NTX Considerations 

 XR-NTX injection
• Side Effects

− Opioid blockade may interfere if acute pain management is 
needed

− Headaches, nausea, flu-like: common with 1st injection, but not 
subsequent injections

− Injection site pain: common
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Naltrexone Initiation

 Naltrexone is an opioid receptor antagonist and can only 
be started in individuals who are completely free of opioids

 Official prescribing information for injection naltrexone 
recommends 7-10 days “washout” period between the two 
phases: last dose of opioid and first dose of NTX

 When naltrexone is given to patients who are physically 
dependent, or have opioids in their system, naltrexone will 
displace opioids off the receptor and withdrawal symptoms 
will rapidly emerge
• Precipitated withdrawal as opposed to a slow onset of a 

spontaneous withdrawal can look atypical and can involve delirium
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Medically Supervised Withdrawal

Approach Details
Symptomatic-only treatment A variety of adjunctive medications 

are used to decrease specific 
symptoms of withdrawal

Rapid medically supervised 
withdrawal using antagonist

Naltrexone is added few (3•4, days 
after the last dose of opioid starting 
with very low doses (3-6 mg}
Emerging withdrawal symptoms are 
treated with adjunctive medications 
to minimize discomfort
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• Buprenorphine suppresses opioid withdrawal symptoms

• Long-term efficacy of medical withdrawal with 
buprenorphine is not known.

• Studies of other withdrawal treatments have shown that 
brief withdrawal periods are unlikely to result in long-term 
abstinence unless one plans on initiating naltrexone.  

Acute Withdrawal 
Using Buprenorphine
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• Withdrawal can be primary treatment or termination of period of 
maintenance therapy

• Many regimens can be used based on clinical practice and patient 
needs

• Example: Withdrawal over 3 days:

 First day:  8/2-12/3 mg s.l.

 Third (last) day:  6/1.5 mg s.l.

• Can extend taper by 2-3 days if patient has trouble tolerating the 
procedure; offer reassurance and treat emerging insomnia, 
anxiety, and/or myalgias

• Withdrawal symptoms may not occur until completely off drug for 
2-3 days

Acute Withdrawal Using Buprenorphine
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Adjunctive Medication Options 
During Medically Supervised Withdrawal

Withdrawal Symptoms Adjunctive Medications
Anxiety/restlessness  a-2 Adrenergic agonists (e.g. 

clonidine)

Insomnia  Sedating antidepressants (e.g. 
trazadone)

Musculo-skeletal pain  Acetaminophen, Ibuprofen

GI Distress (nausea, vomiting, diarrhea)  Oral hydration
 Antiemetics (e.g. ondansetron)
 Anti-diarrheals (e.g. loperamide)
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α2-Adrenergic agonists

 Clonidine
• Administer 0.1 mg as needed for symptoms of 

withdrawal every 6 hours
• Assure continuous hydration (juice>water) 
• Medication reduces physical withdrawal but not 

craving for opiates
• Side-effects are sleepiness, dizziness, fainting, 

headache 
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Protracted Withdrawal: 
Naltrexone Flu

 Patients who start naltrexone right after 
medically supervised withdrawal commonly 
experience “flu-like” symptoms that are 
consistent with subacute opioid withdrawal
• Somatic complaints: insomnia, GI distress,

hyperalgesia, anergia
• Anxiety, irritability, dysphoria, anhedonia
• Symptom severity correlated with naltrexone dose 
• Severity may be lower if naltrexone initiation is postponed (but relapse 

risk)

 Partially alleviated with aggressive symptomatic treatment

 Most of these symptoms remit by 2 weeks
• Unusual for these symptoms to occur after 2nd and subsequent injections
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Initiating IM Naltrexone (XR-NTX) 
Summary 

 Effective suppression of withdrawal symptoms, accomplished 
with a range of adjunctive medications, is essential to the 
success 

 Effective method will balance the degree of discomfort and the 
duration of treatment

 Ability of the team to expect and respond to emerging 
complications, to maintain enthusiasm as confidence in the 
method can influence outcome

 Anticipatory guidance and motivational techniques should 
accompany the initiation of treatment with XR-NTX to improve 
long-term adherence as many patients will experience internal 
barriers to continuation

Sigmon et al., 2012
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The patient is a 35-year-old school teacher. He has been injecting heroin on and off 
since he was 16. He has never been arrested. He has been through many episodes of 
heroin detoxification, mostly outpatient methadone detoxification but has also been in 
three inpatient drug treatment programs. The last inpatient program was a 28-day, drug-
free recovery program, and he remained both heroin and alcohol free for about 6 months 
following treatment. He teaches math at a junior high school and is in some difficulty 
because of “calling in sick too much.” His wife is in recovery, and insisted that he return 
to treatment after she discovered he was taking large quantities of codeine pills from 
several doctors for a back injury following an automobile accident. She is unaware that 
he is also injecting heroin at least once daily. He has been alcohol abstinent for the past 
two years. His only current medical problem is that he is hepatitis C positive and he has 
been so for at least 10 years. 

He states “Doc, I know I’m an addict. My wife cleaned up when she was pregnant with 
our daughter, and she just got her 12-year chip. She moved on with her life, but I’m 
stuck. My back injury threw me into a tailspin. At first, I really needed the codeine, but 
now I’m just using them to stave off heroin withdrawal. I really need your help. If my wife 
finds out I’m back on the needle, she’ll leave me this time.”

Robert, a 35-year old teacher 
Considering Treatment Options
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Case #2: Robert, a 35-year old teacher 

• Does this patient meet DSM-5 criteria for opioid dependence?

• What are the treatment options for this patient?

• How would you assess the need for pharmacotherapy for this 
patient?

• Is this patient a candidate for buprenorphine?



Urine Drug Testing
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General Goals of Drug Testing in 
Office-Based Treatment

 Important and routine component of treatment

 Urine testing can be viewed as
a means for helping the provider
to help the patient

 Testing is not meant to "catch" the
patient, and a positive test result should 
not simply lead to discharge from treatment, but an 
opportunity for reviewing the patient’s Recovery 
Management
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Drug Testing in Office-Based 
Treatment Specifics

 Laboratory testing for evidence of substance use has several 
roles in office-based treatment for opioid use disorder, 
including:
• Initial assessment
• Treatment planning
• Screening to identify non-prescribed 

substances/medications
• Monitoring adherence to pharmacotherapy
• Evaluating efficacy of treatment and assist in 

treatment planning

 Ideally laboratory testing should be:
• Random
• Observed
• Convenient for the patient
• High quality
• Able to offer timely result

CSAT, 2004
SAMHSA, 2012
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Screening and Confirmatory Tests

 A common clinical approach:
• Test for a panel of commonly-used substances using screening 

tests 
• Then to perform confirmatory tests for:

• Positive results whose accuracy is important for treatment 
planning

• Periodic general screening assessing commonly used 
substances that are not evident on POCT

• Identification of prescribed medications or metabolites

 Confirmatory testing is not necessary at every visit

DuPont et al., 2013
Moeller et al., 2017
SAMHSA, 2012
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Common Tests

 Some commonly-used screening tests include:
• Benzodiazepines
• Cannabinoids
• Amphetamines
• Cocaine metabolite (benzoylecgonine)
• Opiates (detects morphine, codeine, and metabolites)

• Less commonly-used screening tests include:
• Alcohol metabolite (ethyl glucuronide or ethyl sulfite)
• Buprenorphine
• Fentanyl
• Oxycodone
• Methadone

Moeller et al., 2017

these and other synthetic opioids
require specific tests—they are not
detected by the test for opiates
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Testing for Buprenorphine

 Testing for buprenorphine during MAT can be useful to 
monitor adherence and detect possible diversion

 Confirmatory testing will distinguish buprenorphine and its 
metabolite, norbuprenorphine, which is usually present in 
greater concentrations

 Individuals vary in the ratio of buprenorphine to 
norbuprenorphine due to individual metabolism and co-
administered inducers or inhibitors of CYP3A4

 Buprenorphine with little or no metabolite (i.e. a ratio of 
norbuprenorphine:buprenorphine: < 0.02) suggests that 
buprenorphine was added to the urine

Sethi & Petrakis, 2013
Hull et al., 2008
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A 19-year-old woman university student comes to you asking for treatment of 
her heroin use. She has been using heroin intranasally for the last 15 
months, daily for the last 3 months. She is now using about 1 gram daily. 
Some of her friends are now switching to intravenous use because it takes 
less heroin to keep from getting sick. She says she does not want to do that 
but may be “forced” to because she cannot keep paying the “extra cost” of 
nasal use. She has used all the money her parents gave her for school 
expenses to buy heroin, her credit cards are maxed out, and she has 
borrowed money from her friends. Until last semester, she had an overall B 
average, but this semester she is in academic difficulty. When she doesn’t 
use heroin, she has muscle aches, diarrhea, insomnia, and anxiety. She 
recognizes the symptoms as heroin withdrawal and was surprised because 
thought she could not develop dependence with nasal use. She has no prior 
history of drug treatment.

19-year-old university student
Clinical Management - Part I
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• What is the diagnosis?
• Is this patient a candidate for treatment with buprenorphine?

• What are the treatment goals?

• What is the initial treatment plan?

19-year-old university student
Clinical Management - Part I
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The clinic physician gives her a prescription for 6 day supply of 
buprenorphine (4 mg/day), and she is told to participate in the clinic’s 
relapse prevention workshop six days a week and to schedule individual 
counseling at the clinic once a week.

She returns 3 days later having taken 8 mg/day for 3 days. She has not 
attended the relapse prevention workshop nor scheduled an individual 
counseling session. The counselor is not available to see her when she 
comes

• What is the treatment plan at this point?

19-year-old university student
Clinical Management - Part II
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Part III

She returns the following day at a time when neither the group nor the 
counselor is available. She is told she has to attend the relapse prevention 
workshop in order to get medication. She does not return to the clinic for 4 
weeks. When she does, she is smoking more heroin than before, but 
having no difficulty with finances because she has dropped out of school 
and is working as a stripper at a local “gentlemen’s club.”

• What would you recommend at this point?

19-year-old university student
Clinical Management - Part III
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www.pcssnow.org
• For More Information and FREE training and educational resources on Medication Assisted 

Treatment (MAT) visit www.pcssnow.org.

• PCSS is a collaborative effort led by the American Academy of Addiction Psychiatry (AAAP) in 
partnership with the: Addiction Technology Transfer Center (ATTC); American Academy of Family 
Physicians (AAFP); American Academy of Neurology (AAN); American Academy of Pain Medicine 
(AAPM); American Academy of Pediatrics (AAP); American College of Emergency Physicians 
(ACEP); American College of Physicians (ACP); American Dental Association (ADA); American 
Medical Association (AMA); American Osteopathic Academy of Addiction Medicine (AOAAM); 
American Psychiatric Association (APA); American Psychiatric Nurses Association (APNA); 
American Society of Addiction Medicine (ASAM); American Society for Pain Management Nursing 
(ASPMN); Association for Medical Education and Research in Substance Abuse (AMERSA); 
International Nurses Society on Addictions (IntNSA); National Association of Community Health 
Centers (NACHC); National Association of Drug Court Professionals (NADCP), and the Southeast 
Consortium for Substance Abuse Training (SECSAT). 

• PCSS-MAT’s mission is to provide free, evidence-based resources to train clinicians and the 
public about the effectiveness of medications used for treating opioid addiction, including 
buprenorphine, naltrexone and methadone, in order to more effectively address this public health 
crisis.

http://www.pcssnow.org/
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PCSS Mentoring Program

• PCSS Mentor Program is designed to offer general information 
to clinicians about evidence-based clinical practices in 
prescribing medications for opioid addiction 

• PCSS Mentors are a national network of providers with 
expertise in addictions, pain, evidence-based treatment 
including medication-assisted treatment

• 3-tiered approach allows every mentor/mentee relationship to 
be unique and catered to the specific needs of the mentee

• No cost 

For more information visit:
pcssNOW.org/clinical-coaching

https://pcssnow.org/clinical-coaching/
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PCSS Discussion Forum

Have a clinical question?

http://pcss.invisionzone.com/register

http://pcss.invisionzone.com/register
http://pcss.invisionzone.com/register
http://pcss.invisionzone.com/register
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American Academy of Family Physicians American Psychiatric Association

American Academy of Neurology American Society of Addiction Medicine
Addiction Technology Transfer Center American Society of Pain Management 

Nursing
American Academy of Pain Medicine Association for Medical Education and 

Research in Substance Abuse
American Academy of Pediatrics International Nurses Society on Addictions
American College of Emergency Physicians American Psychiatric Nurses Association
American College of Physicians National Association of Community Health 

Centers
American Dental Association National Association of Drug Court 

Professionals
American Medical Association Southeastern Consortium for Substance 

Abuse Training
American Osteopathic Academy of 
Addiction Medicine

PCSS is a collaborative effort led by the American Academy of Addiction 
Psychiatry (AAAP) in partnership with:



Opioid & Addiction Management

• Wednesdays (CHI-St Gabriel’s) and Thursdays (HCMC) 12:15 – 1:15p

• Case-based interactive learning series via Zoom videoconference

• No travel, no fees, participate via plug-and-play videoconference

• AMA PRA Category 1 CreditsTM per session



Source: Michelle Iandiorio, MD, Project ECHO New Mexico

Hub 
Team

Is Project ECHO telemedicine?



Questions?

HCMC.Opioid.ECHO@hcmed.org

www.HennepinHealthcare.org/echo

Office: 612-873-3060

Katiestangl@catholicheath.net

www.chistgabriels.com/echo/

Office: 320-631-7239

mailto:HCMC.Opioid.ECHO@hcmed.org
mailto:Katiestangl@catholicheath.net
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BUPRENORPHINE 
Waiver Notification Form

Entering a 30 Patient Notification
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Submitting a 30 Patient 
Notification Form Online

Answer the question yes or no and click the Next button.
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Check your eligibility
•Use the drop down menu to select your  licensing state.
•Enter your medical license number, letter and numbers only.  No    

spaces or dashes.
•Enter your DEA number, letter and numbers only.
•Click the Submit button.
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*The system will indicate the number of patients you are eligible to submit 
a Notification for.  Click the Next button.

*The state, medical license and DEA number will be pre-populated.

Eligible?
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Complete Notification Form
1A. Enter your name and suffix. (M.D. or D.O.)
1B. Medical license number will be pre-populated
1C. License state will be pre-populated
1D. DEA number will be pre-populated
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2. Address – if you are planning to store buprenorphine on site you will need to 
provide the address you are listed under with DEA.  Otherwise you may provide 
an address in your licensing state.  Do not enter a P.O. Box as your street 
address.
3. Enter phone number
4. Enter fax number
5. Enter email address, twice.  Please provide an email address the regularly 
access. All correspondence form SAMHSA will be via email.
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6. Purpose of Notification
the New box will be pre-checked
7. Check box, that you will only use approved Schedule III, 
IV, & V medications
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8. Certification of Qualifying Criteria
Check the appropriate box if you have a sub-specialty in Addiction medicine or psychiatry.
Check the appropriate box for the 8 hour training course you completed.
Enter the date the training was completed.
Enter the city where the training was completed.  If you have complete an on-line course 
type “web”  for your city
The state will be pre-populated but you may change it if it does not correspond  with 
where you complete on site training.
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9. Certification of Capacity Check box –must certify that you will refer patients 
for counseling.
10. Certification of Maximum Patient Load –button is pre-populated
11. Consent to Release Contact Information –click the “consent” or “do not 
consent” button
12. Check the box which states that you have not knowingly given false 
information.
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Type your name in the box as your signature.
Type in your DEA number matching the one you entered 
initially.
Click the Submit button.
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When the Notification is submitted successfully you will 
receive a confirmation.
If it has not, an error message will indicate what needs to 
be correct .
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