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Ph: 352 241 9282 Fax: 352 241 4282

Locations:
. 835 Oakley Seaver Dr, Clermont, FL 34711 . 803 East Dixie Avenue, Leesburg, FL 34748

f."(é[[O anc[we[come to our cﬁ(ice!

The following paperwork is everything you need to fillout and either fax, email, orupload -within 2 days ofreceiving
it. Toguarantee your appointment, ONLY those with fully COMPLETED paperwork received PRIORto the appointment will be
guaranteed. PLEASE arrive 45 minutes PRIOR to your scheduled appointmenttime. Every documentis essential and hasa
purpose, please fully complete each page, prior to our first meeting with you or your child.

Documents needing to bring with you: Appointment Time: Appointment Date:

e ID Card/ Driver’s License
e Copy of Insurance Card
e Name and Address of Pharmacy
e Fill out complete list of ALL medications you are taking; from doctors & over the counter; include dosages
Information about our office:
== WE DO NOT PRESCRIBE ADDERALL/ Benzodiazepines/Hypnotics/ OR AMBIEN MEDICATIONS
% Wedo not place Or fill outany forms related to Disability, FYILA, Service Animals, Workman's Compensation or
Medical Marijuana
= Patients will be evaluated, but thereis no guarantee that they will be given thetype of medication they seek or
any medication. Dr. Dhungana and her Nurse Practitioners believe m a holistic approach to medicine.
= ALL patients mustarrive 15 minutespriorto their scheduled appointments.
= Please arrive 45minutes prior toyour appointment time.if you have completed allyour New Patient
paperworkand have sentit to: email: Support@Serenityhc.net,or faxed to 352-241-4282 within 48
hours of receiving it.
= Please bringin your medication listand bottles of your medications.

=% Please ensure you CONFIRM your appointment at least 24 hoursin advance of every visit to avoid a $50 Fee

ALL MINORS- 17 and under

«» If parents are married: BOTH PARENTS ARE REQUIRED TO ATTEND INITIAL APPOINTMENT

« If parents are divorced: Both parents are Strongly Encouraged to attend the first visit - will also need the legal
divorce paperwork.

+ Ifadopted: Legal court paperwork is required.

Patient Name:

Patient/ Guardian Signature:

Date:

Thank you!

SHC_NPP Adult (1 0f13)


mailto:Support@Serenityhc.net

@

Psychiatry Clinic Intake Questionnaire

C E NT ERS

Name: Today’s Date:

Last First Middle

Home Address:

Telephone: Cell #: Work#

SSN: Sex: M/ F Other: Date of Birth:
Marital status: Single Married Divorced Widowed Separated With a Partner
Email: Allergies:

Social Status: Disabled  Employed Retired Stay at home parent Student FT/PT Unemployment

Highest Level of Education: Graduated? Yes No

Place of Education:

Name Address City
Place of Employment:
Name Address City
Who referred you to our office?
Name Telephone
Who is your primary care physician?
Name Telephone

For what problem(s) do you seek help?:

What led you to seek help now?

What makes the problem worse?

What makes the problem better?
What goal(s) do you hope psychiatric treatment will help you to achieve?

What form of treatment do you expect? (Medication, psychotherapy, other)?

How long do you think this will take?
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EXPRESS AND INFORMED CONSENT FOR TREATMENT

Patient Name: Date:

I, the undersigned, a ____ patient, guardian advocate, Healthcare surrogate/ proxy, hereby authorize the

professional staff of this facility to administer mental health assessment and treatment.

| understand that | am responsible for the fees for services rendered.

| understand that more information will be provided to me before my informed consent is requested for the

administration of psychotropic medications.

| understand that my consent can be revoked orally or in writing before or during the treatment period.

| understand that my records are confidential, but there are some exceptions. Serenity Health Center agrees not to
release any information about you, other than to Serenity Health Center staff on a need-to-know basis without getting
your permission in writing. Florida and Federal law protects such information. Violations of these regulations may be
reported as a crime. However, there are times when the law also says that information must be shared. These include
cases where there is physical and sexual abuse or neglect of children, elders, or disabled persons; there is an
expression of intent to harm self or others; there is a threat or commission of a crime on Serenity Health Center’'s
premises or to staff; a court order is issued requiring Serenity Health Center to release information; we learn of a

contagious disease which may harm others; and or the State requires that we report client data for follow-up study.

Patient Signature: Date:

Parent/ Guardian/ Surrogate Signature: Date:

Ilhereby ~ GIVE DO NOT GIVE Serenity Health Center permission to contact me by:
___Phone __ Text You can call me at:

We may want to contact you by phone and/or text to remind you of your appointment, or how you are doing upon the
completion of your treatment.

Patient Signature: Date:

Parent/ Guardian/ Surrogate Signature: Date:
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C EMNTERS

Consent to Perform Urine Lab Testing

I , Born , | do hereby consent to any

laboratory testing deemed necessary by Serenity Health Center.

This authorization is effective

Print Name Date

Signature
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Patient Rights and Responsibilities

While receiving services from Serenity Health Center you have the right to...

An environment that preserves dignity and contributes to a positive self-image.

Be served in the least restrictive treatment alternative available to your treatment needs.

Have all identifying and treatment information held in a confidential manner.

Know that information disclosed concerning abuse, neglect, or exploitation of a child, disabled adult, or the

elderly MUST be reported to the Department of Health and Rehabilitation for possible investigation ( under

Florida State Law).

Be involved in the development and review of the clinical records compiled as a result of treatment.

Refuse care, treatment, or services at any time.

Treatment free from mental, physical, sexual, and verbal abuse, neglect and exploitation, or any form of

corporal punishment.

e To be informed (and when appropriate, family members) about the outcomes of care, including unanticipated
outcomes.

e Exercise citizenship privileges.

As a patient of Serenity Health Centers, you have the Responsibility to...

Y

Provide accurate and complete information.

Schedule appointments and make any calls during normal office hours 9 am - 4 pm Mon-Fri. If you call after
normal business hours, please leave a message and we will return your call within 24 to 48 business hours. If
you are in a crisis or have an Emergency immediately call 911.

> Meet financial commitments by: a.) Paying the fees for services rendered

b.) Being financially responsible for missed appointments.
Ask questions when you do not understand your care or do not know what are expected of you.

Show respect and consideration. You may be held legally responsible for any verbal or physical abuse towards
Serenity Health Center’s staff.

Follow rules and regulations set forth by staff.

Attend medication appointments to obtain prescription refills.

Accept the consequences for outcomes if you do not follow treatment recommendations.

Y

v v

YVYV

By signing this form, | am verifying that | have read and received a copy of my Rights and Responsibilities form:

Patient Signature: Date:
Parent/ Guardian Signature: Date:
Witness Signature: Date:
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NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS
TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This notice describes our practice’s privacy practices and that of:
o  Any physician or health care professional authorized to enter information into your medical chart.

e  All departments and units of the practice.

e  All employees, staff, and other personnel.

e All these individuals, sites, and locations follow the terms of this notice. In addition, these individuals, sites, and locations may share
medical information with each other or with third-party specialists for treatment, payment, or office operations purposes described in this
notice.

OUR PLEDGE REGARDING MEDICAL INFORMATION

We understand that medical information about you and your health is personal. We are committed to protecting medical information about you, We
create a record of the care and services you receive at our office. We need this record to provide you with quality care and to comply with certain
legal requirements. This notice applies to all of the records of the care generated by our office.

This notice will tell you about the ways in which we may use and disclose medical information about you. We also describe your rights and certain
obligations we have regarding the use and disclosure of medical information.

We are required by law to:
e  Make sure that medical information that identifies you is kept private;
e  Give you this notice of our legal duties and privacy practices with respect to medical information about you; and
e  Follow the terms of this notice that is currently in effect.

HOW WE MAY USE AND DISCLOSE MEDICAL INFORMATION ABOUT YOU

The following categories describe different ways that we use and disclose medical information. Not every use or disclosure in a category will be used.
However, all of the ways permitted to use and disclose information will fall within one of the categories.

e  For Treatment: We may use medical information about you to provide you with medical treatment or services. We may disclose medical
information about you to the practice’s office personnel who are involved in taking care of you in the office and elsewhere. We may also
disclose medical information about you to people outside our office who may be involved in your care after you leave the office, such as
family members or others we use to provide services that are a part of your care provided you have consented to such disclosure. These
entities include third-party physicians hospitals, nursing homes, pharmacies, or clinical labs with whom the offices consult or make referrals.

e  For Payment: We may use and disclose medical information about you so that the treatment and services you receive at our office may be
billed to and payment may be collected from you, an insurance company, or a third party. For example, we may need to give your health
plan information about procedures you received at the office so your health plan will pay us or reimburse you for the services. We may also
tell your health plan about a treatment you are going to receive to obtain prior approval or to determine whether your plan will cover the
treatment.

e  For Healthcare Operations: We may also use and disclose medical information about you for medical office operations. These uses and
disclosures are necessary to run our office and make sure that all patients receive quality care. For example, we may use medical
information to review our treatment and services and to evaluate the performance of our staff in caring for you. We may also combine
medical information about many patients to decide what additional services the office should offer, what services are not needed, and
whether certain new treatments are effective. We may also disclose information to our physicians, staff, and other office personnel for
review and learning purposes.

e  Appointment Reminders: We may also use your information to contact you as a reminder that you have an appointment for treatment or
medical care in our office. You may be contacted by any of our personnel via phone, mail, text, or email.

e Treatment Alternatives: We may use your information to tell you about possible recommended treatment options or alternatives that may
be of interest to you.

e Individuals Involved In Your Care or Payment For Your Care: We may release medical information about you to a friend or family
member who is involved in your medical care provided you have consented to such disclosure. We may also give information to someone
who helps pay for your care. In addition, we may disclose information about you to an entity assisting in a disaster relief effort so that your
family can be notified of your condition, status, and location.

e As Required By Law: We will disclose medical information about you when required to do so by federal, state, or local law.

To Avert a Serious Threat to Health or Safety: We may use and disclose medical information about you when necessary to prevent a
serious threat to your health and safety of the public or another person. Any disclosure, however, would only be to someone able to help
prevent the threat.
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o Health Oversight Activities: We may disclose medical information to a health oversight agency for activities authorized by law. The
oversight activities include, for example, audits, investigations, inspections, and licensure. These activities are necessary for the
government to monitor the healthcare system, government programs, and compliance with civil rights laws.

e Lawsuits and Disputes: If you are involved in a lawsuit or dispute, we may disclose medical information about you in response to a
subpoena, discovery request, or other lawful process by someone else involved in the dispute, but only if efforts have been made to tell you
about the request or to obtain an order protecting the information requested.

e Law Enforcement: \We may release medical information if asked to do so by a law enforcement official in response to a court order, a
subpoena, a warrant, a summons, or a similar process. To identify or locate a suspect, fugitive, material witness, or missing person about
the victim of a crime if, under certain limited circumstances, we are unable to obtain the person’s agreement about a death we believe may
be the result of criminal conduct, about criminal conduct at the office, and the person’s emergency circumstances to report a crime, the
location of the crime or victims, or the identity, description or location of the person who committed the crime.

e Coroners, Medical Examiners, and Funeral Directors: We may release medical information to a coroner or medical examiner. This may
be necessary, for example, to identify a deceased person to determine the cause of death. We may also release medical information about
patients of the office to funeral directors as necessary to carry out their duties.

YOUR RIGHTS REGARDING MEDICAL INFORMATION ABOUT YOU
You have the following rights regarding medical information we obtain about you:

e Right to inspect and copy: You have the right to a copy of your medical information that may be used to make decisions about your care.
To inspect and/or receive a copy of medical information that may be used to make decisions about you, you must submit it in writing to
Serenity Health Center. If you request a copy of the information, we may charge you a minimum fee of $50.00 to cover the costs of copying
and mailing or other supplies associated with your request. We may deny your request to inspect and copy in certain limited circumstances.

e Right to Amend: If you feel that the information we have about you is incomplete or incorrect, you may ask us to amend the information.
You have the right to ask for an amendment as long as the information is kept by our office. To request an amendment, you must request it
in writing to your physician. In addition, you must provide a reason that supports your request. We may refuse to amend your record under
limited circumstances.

e Right to Accounting Disclosures: You have the right to request a list of disclosures we made of medical information about you, To
request this list you must submit a request in writing to Serenity Health Center and denote a time period not to exceed seven years. The
first request will be free of charge, but additional lists may apply fees to be determined before any charges will be applied, at which time you
may retract your request before any costs are incurred.

e Right to Request Restrictions: You have the right to request restrictions or limitations on the medical information we use to disclose about
you for treatment, payment, or healthcare operations. You also have a right to request a “limit” on the medical information we disclose
about you to someone who is involved in your care or payment for your care, like a family member or friend.

o  We Are Not Required to Agree to Your Request:. If we do not agree to comply with your request, and only do so if the
information is needed to provide you with emergency treatment. You must submit, in writing to Serenity Health Center citing: (1)
which information you wish to limit; (2) whether you want to limit our use, disclosure, or both; and (3) to whom you want the limits
to apply.

e Right to Request Confidential Communications: You have the right to request that we communicate with you about medical matters in a
certain way or at a certain location. For example, you may request that we only contact you at work or by mail. Please submit your request
in writing. We will not ask for a reason for your request and we will accommodate all reasonable requests.

e Right to a Paper Copy of this Notice: You have the right to receive a paper copy of this notice. You may ask us to give you a copy of this
notice at any time. You may request in writing to Serenity Health Center that a copy be mailed to you.

o  Mental Health Exemption: As per the HIPAA Privacy Rule Mental Health Care providers who specialize in Psychiatry and Mental Health
are specifically exempt from disclosing patient records to patients directly. The Privacy Rule definition of Psychiatric notes are “notes
recorded in any medium” by a healthcare provider who is a Licensed Mental Health Care Provider, Therapist, or Psychiatrist. We can,
however, send your medical records, upon written request and with a properly signed Medical release form stating the Facility, physician's
name, and Fax number, to the medical provider of your choice.

CHANGES TO THIS NOTICE

We reserve the right to change this notice. We reserve the right to make the revised or changed notice effective for medical information we already
have or may obtain in the future. We will post a current copy of this notice in the office. The notice will contain on the first page, in the top left corner,
the effective date. In addition, each time we will offer you a copy of the current notice in effect.

COMPLAINTS

If you believe your privacy rights have been violated, you may file a written complaint with Serenity Health Center, 835 Oakley Seaver Drive,
Clermont, FL. 34711. Or with the Office of Civil Rights within the Department of Health and Human Services by visiting their website at
www.hhs.gov/ccr/hipaa. All complaints must be submitted in writing. You will not be penalized or retaliated against for filing a complaint.

OTHER USES OF MEDICAL INFORMATION

Other uses and disclosures of medical information not covered by this notice or the laws that apply to us will be made only with your written
permission. If you provide us permission, you may also revoke that permission at any time, in writing. If you revoke your permission, we will no longer
use or disclose

information about you for reasons covered by your written authorization. You understand that we are unable to take back any disclosures we have
already made with your permission and that we are required to retain our records of the care that we provided to you.
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Acknowledgement and Consent
Notice of Privacy Practices

¢

The Notice of Privacy Practices tells you how we may use and share your health records.

1. We will use and share your health records to treat you and to bill for the services we provide.
2. We will use and share your health records to run our practice.
3. We will use and share your health records as required by law.

You have the following rights with respect to your health records:

1. You have the right to have your psychiatric medical records sent to another medical
professional.

You have the right to receive a list of whom we have given your records to.

You have the right to ask us to correct a mistake in your health records.

You have the right to ask that we not use or share your health records.

You have the right to ask us to change the way we contact you.

OB wN

All of these rights are explained in more detail in the Notice of Privacy Practices.

| have received a copy of Serenity Health Center’s Notice of Privacy Practices.

| consent to the use and sharing of my health records for treatment, payment, and operation
purposes as described in the Notice of Privacy Practices. | know that if | do not consent,
Serenity Health Care cannot provide services to me.

Signature of patient or legal representative Date
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Billing and Insurance Procedure Consent

You Must Read And Initial Where Indicated

| request that payment of authorized Medicare/ other Insurance Company benefits be made on behalf of
Serenity Health Centers for services rendered by physicians or associates of Serenity Health Centers. ( )
Initial

| authorize Serenity Health Centers to release any medical information concerning me to my insurance
company or its agents necessary to determine benefits or the benefits related to the payable services. | am
aware that | am responsible for any deductibles, co-insurance, and non-covered services. | understand this
applies to all Medicare and Commercial Insurance Companies. ( ) Initial

| understand that payment is due at the time services are rendered. All co-pays and deductibles will be
collected. ( ) Initial

Serenity Health Centers will file a claim with your Insurance Company. If your insurance company does not
respond to the claim within 60 days from the date of filing, then the balance will become the Patient’s
responsibility. The patient will receive a statement and payment will be due upon receipt. If payment is not
received within 30 days, further action will be taken. If your deductible has not been met, or if you do not have
insurance, arrangements must be made before your first appointment with the Physician or any medical
personnel. ( ) Initial

Medicare patients: We will file your secondary insurance as a courtesy. We will only bill one insurance company
after Medicare. If we receive no response, the balance after Medicare pays will be your responsibility. ( )
Initial

If you have an HMO, obtaining authorization is your responsibility for all visits, procedures, etc. If you choose to
be seen without prior authorization and your insurance company denies payment, you will be responsible for
your entire bill. ( ) Initial

Important Note: Please remember that your coverage is a contract between you and your insurance company. WE
ARE NOT PART OF THAT CONTRACT. We file as a COURTESY to you.

have read and understand the above billing and insurance procedures.

Print Name

Patient Signature Date
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NO SHOW / NO CONTACT / OFFICE ARRIVAL POLICY

Appointments are scheduled to accommodate both your and the practitioner's schedules

e Patients are required to arrive at least 15 minutes prior to their scheduled appointment time. ( ) Initial

e New patient appointments are required to arrive with completed paperwork at least 30 minutes prior to their
scheduled appointment time. If your paperwork is not completed PRIOR to your appointment, you will need to
arrive 45 minutes prior to your scheduled appointment, or your appointment WILL BE RESCHEDULED.

( ) Initial

e If you are running late- Please call 352-241-9282 as a Courtesy to the office & staff, so we are aware you are
running late. We may be able to accommodate the next appointment. ( ) Initial

e We allow a grace period of a total of 7 minutes after your appointment time before you are considered a NO
SHOW. You may be seen after the next appointment if you are running late in order to keep the office on
schedule. ( ) Initial

e If any patient arrives more than 7 minutes after their scheduled appointment time, and without a 24-hour prior
notice to cancel or reschedule the following charges will be charged to your account, and must be paid prior to
rescheduling your next appointment;

o New Patients who Confirmed appointment $100 No Show Fee

o Established patients who Confirmed $50.00 1st Occurrence
$100.00 2nd Occurrence
$125.00 3rd Occurrence

After 3 No Show/ No Contact in a calendar year will Automatically be Discharged from our practice.
( ) Initial

e An appointment that is NOT confirmed will be canceled and will be your responsibility to reschedule. The NO
Show/ No Contact fee will be charged to those appointments that have been confirmed, and who have NOT
called to cancel or reschedule no less than 24 hours prior to the scheduled appointment time. ( ) Initial

Please be aware that Serenity Health Centers will NOT be responsible for any adverse reactions due to the
discontinuation of any medications due to the inability to come to your scheduled appointments as determined
by your provider. ( ) Initial

Patient Name Date

Signature of patient/ Legal Guardian
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CURRENT MEDICATION PROFILE

Please list any medications that you are currently taking. Prescribed OR over the counter:

Medication Dosage Start Date Stop Date | Diagnosis | Date last Prescribing
filled Physician
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PATIENT HEALTH QUESTIONNAIRE (PHQ-9)

Name Date

Provider Patient ID #
Over the last 2 weeks, how often have you been bothered by any of Not at Several More Nearly
the following problems? all days than half every

the days day

1 | Little interest or pleasure in doing things 0 1 2 3

2 | Feeling down, depressed, or hopeless 0 1 2 3

3 | Trouble falling or staying asleep, or sleeping too much 0 1 2 3

4 | Feeling tired or having little energy 0 1 2 3

5 Poor appetite or overeating 0 1 2 3

6 | Feeling bad about yourself — or that you are a failure or have let 0 1 2 3

yourself or your family down

7 | Trouble concentrating on things, such as reading the newspaper 0 1 2 3
or watching television

8 | Moving or speaking so slowly that people could have noticed? Or 0 1 2 3
the opposite — being so fidgety or restless that you have been
moving around a lot more than usual

9 | Thoughts that you would be better off dead or of hurting yourself 0 1 2 3
in some way
Add columns: + +
(Healthcare professionals: For interpretation of TOTAL, please refer to accompanying scoring card.) TOTAL:
10. If you checked off any problems, how difficult have Not difficult at all
these problems made it for you to do your work, take care Somewhat difficult
of things at home or get along with other people? Very difficult

Extremely difficult

PHQ-9 is adapted from PRIME MD TODAY, developed by Drs Robert L.Spitzer, Janet B.W Williams, Kurt Kroenke, and colleagues, with an education grant from
Pfizer Inc. For research information, contact Dr Spitzer at rls8 @columbia.edu. Use of the PHQ-9 may only be made in accordance with the Terms of Use available
at http://www.pfizer.com. Copyright © 1999 Pfizer Inc. All rights reserved. PRIME MD TODAY is a trademark of Pfizer Inc.
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Mood Stabilizers
Lamotrigine/Lamictal

Rexulti/Brexpiprazole

Past Medications

Varylar/Cariprazine = Topiramate/Topamax

Antipsychotic/ Neuroleptics/ Major Tranquilizers/ Anti-Parkinsonians

Thorazine/ chlorpromazine
Trilafon/ perphenazine
Compazine/ prochlorperazine
Orap/ Pimozide

Moban/ molindone

Clozaril/ Clozapine

Artane/ Trihexyphenidyl
Exelon/ Rivastigmine
Aripiprazole/ Abilify

Antidepressants / Mood Elevators

Elavil/ Endep/ Amitriptyline
Tofranil/ Imipramine
Triavil/ Etrafon

Surmontil/ Trimipramine
Ludiomil/ Maprotilline
Prozac/ Sarafem/ Fluoxetine
Luvox/ Fluvoxamine
Effexor/ Venlafaxine

Nardil/ Phenelzine

Eldepryl/ deprenyl/ Selegiline

Mellaril/ thioridazine
Stelazine/ trifluoperazine

Serentil/ mesoridazine
Prolixin/ fluphenazine

Torecan/ Norzine/ thiethylperazine Haldol/ Haloperidol

Navane/ thiothixene
Loxitane/ Loxapine
Seroquel/ Quetiapine
Cogentin/ Benztropine
Reminyl/ Galantamine

Pamelor/ Aventyl/ Nortriptyline
Norpramin/ Desipramine
Limbitrol

Anafranil/ clomipramine
Desyrel/ Trazodone

Zoloft/ Sertraline

Celexa/ Citalopram

Wellbutrin/ Zyban/ Bupropion
Parnate/ Tranylcypromine
Moclobemide

Anxiolytics/ Minor Tranquilizers/ Sleeping Pills

Valium/ Diazepam
Paxipam/ Halazepam
Ativan/ Lorazepam
Dalmane/ Flurazepam
Halcion/ Triazolam
Lunesta/ Eszopiclone
BuSpar/ Buspirone

Other Psychoactive Substances
Alcohol

LSD/ Mescaline/ Peyote
Amphetamines/ Speed/ Diet pills

Librium/ Chlordiazepoxide
Centrax/ Prazepam
Xanax/ Alprazolam
Restoril/ Temazepam
ProSom/ Estazolam
Sonata/ Zaleplon

Marijuana/ grass/ Pot/ Weed/ Hash/ Reefer
Psilocybin/ Mushrooms
Adderall/ Adderall XR

Ritalin / Concerta/ Metadate / Methylin/ Methylphenidate

Cocaine/ Crack
Quaaludes/ Barbiturates
Tobacco

Cylert/ Pemoline
Glue/ Other Volatile Inhalants
Other Downers:

Taractan/ chlorprothixene
Risperdal/ risperidone
Geodon/ Ziprasidone
Aricept/ Donepezil
Namenda/ Memantine

Sinequan/ Adapin/ Doxepin
Vivactil/ protriptyline
Symbyax

Asendin/ Amoxapine
Serzone/ Nefazodone
Paxil/ Pexeva/ Paroxetine
Lexapro/ Escitalopram
Remeron/ Mirtazapine
Marplan/ isocarboxazid
Cymbalta/ Duloxetine

Tranxene/ Clorazepate
Serax/ Oxazepam
Klonopin/ Clonazepam
Doral/ Quazepam
Ambien/ Zolpidem
Rozerem/ Ramelteon

Ecstasy/ MDMA
DMT/ STP/ PCP
Strattera/ Atomoxetine

Focalin/ Dexmethylphenidate

Provigil/ Modafinil
Heroin/ Other Opiates
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