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PAIN MANAGEMENT/CONTROLLED SUBSTANCE AGREEMENT 
I, {patient_fname} {patient_lname}, understand that the main treatment goal is to improve my ability to function and/or work.  In consideration of that goal, and that I am being prescribed opioid (narcotic) medication to help me reach that goal.  I agree to help myself by following better health habits, specifically involving exercise, weight control, and restricting the use of tobacco.  I understand that other medical care may be prescribed to help improve my ability to perform activities of daily living and my ability to work.  This may include exercise, use of non-narcotic analgesics, physical therapy, psychological counseling or other therapies or treatment.   I understand that only through following a healthier lifestyle can I hope to have the most successful outcome to my treatment. I also understand that in order to receive care for the treatment of pain or the use of controlled medications, I agree to and will comply with the following:
A. MENTAL HEALTH AND/OR PAIN MANAGEMENT CONSULTANT: A mental health assessment and/or continuing psychological therapy may be required. If I am currently involved in mental health therapy, or if I enter such therapy, I authorize my mental health practitioner to exchange unrestricted information regarding my condition and treatment with my MPMC treating/prescribing physician. _____ Pt Initials
B. USE OF MEDICATIONS:  I understand that controlled substances contain serious risks including but not limited to rash, nausea and/or vomiting, constipation, sexual dysfunction, sleeping abnormalities, sweating, edema, sedation or drowsiness,  impaired cognitive (mental status) and/or motor ability, physical dependence, tolerance, addiction, organ (such as liver or kidney) damage, breathing too slowly from overdose which can stop my breathing and result in death.  These side effects may be made worse if I mix opioids with other drugs, including alcohol.  Ongoing use of opioids will result in physical dependence.  This means that abrupt discontinuance of the medication may lead to withdrawal symptoms including: runny nose, abdominal cramping, rapid heart rate, diarrhea, sweating, nervousness, difficulty sleeping and goose bumps.  
I understand that I will be required to obtain routine laboratory studies to evaluate my organ function while I am receiving medications.  I understand that I will be responsible for all costs associated with required laboratory studies that are not otherwise paid by  medical insurance.
I understand that patients with a personal or family history of substance abuse, including alcohol abuse, are at high risk for potential addiction and/or relapse from certain medications.  I have notified MPMC of any personal or family history of substance abuse.  
I understand that some medications may be prescribed for use off or outside of their FDA labeled use. 
I will take all medications as prescribed and I will not break, crush or chew any of my medication unless I am instructed to do so. I will speak with my  treating/prescribing physician before making any change in either the dose or frequency of my medications. 
Narcotic pain medications must all be obtained from the same pharmacy each time (any exception must be approved by the treating/prescribing physician). _____ Pt Initials
C. SEEKING PRESCRIPTIONS: I understand that can not seek nor fill prescriptions for any controlled medication from any other health care provider unless authorized by the treating/prescribing MPMC physician.   I understand that I will not be able to obtain a prescription for my pain medication from my physician after hours so I will need to plan accordingly and schedule office visits in advance of my needing medication refills. My medications will not be refilled if I run out early or on an emergency basis. I understand that I may be prescribed medications to treat symptoms of withdrawal if I run out of medications early.  I understand that refills of controlled substance medication will be made only during regular office hours Monday through Friday 8:00am to 4:30pm, in person, once each  month during a scheduled office visit. I will keep my scheduled appointments and/or cancel my appointment a minimum of 24 hours prior to the appointment. I understand I will be required to complete a Patient Interval Questionnaire at each visit and that I must document all medications that I am currently taking regardless of who is prescribing them or if they are over the counter. _____ Pt Initials
D. MAINTAIN A PRIMARY CARE PHYSICIAN: I understand that I must maintain a primary care physician for general or other medical care for acute or other chronic health conditions that may require annual or routine monitoring and care.  I will provide a list of my other medical conditions, medications, and other physicians and notify MPMC of  any changes that may occur. _____ Pt Initials
E. MEDICAL RECORDS RELEASES: I will inform all of my health care providers that I receive pain management from MPMC and that I have a Pain Management /Controlled Substance Agreement. This consent will allow all my providers, pharmacy and insurance company to exchange information regarding my medications while under the care of MPMC.   I authorize MPMC to utilize their electronic medical record to obtain electronic information from my pharmacy regarding my medications.  I understand MPMC will utilize the state of California's CURES system to ascertain information regarding all providers who are prescribing scheduled medications to me and what pharmacies I used to obtain my medications.  
If there is any question regarding diversion, abuse, or misuse of my medications, I agree to waive any applicable privilege or right of privacy or confidentiality with respect to the prescribing and use of my pain medications. I authorize MPMC to contact any health care professional, family member,  insurance company or my pharmacy to obtain or provide information about my care or actions and to cooperate fully with legal authorities or regulatory agencies in the investigation of any possible misuse, sale or other diversion of my pain medications.  
_____ Pt Initials
F. DRUG SCREENING: I will participate in drug screening as a part of my treatment plan. I understand that drug screening will be conducted at least every 6 - 12 months and may be required more frequently at the discretion of the treating/prescribing physician. Screening may include urine and/or blood testing and/or pill counts. I agree to pay all costs associated with drug testing not covered by my insurance. Refusal to submit to screening at the time specified may result in termination of services.  _____ Pt Initials
G. ILLEGAL AND NON-PRESCRIBED DRUG USE: I understand that the use of any controlled medication not prescribed by the treating/prescribing physician may result in termination of care. I authorize the practice to cooperate fully with any city, state or federal law enforcement agency, including this state's Board of Pharmacy, in the investigation of any possible misuse, sale, or other diversion of controlled medicines.   I will not use illegal or street drugs or alcohol.  I understand that the use of alcohol or any illegal substance, including marijuana, will require me to participate in such programs as 12-step program and securing a sponsor, individual counseling, inpatient or outpatient treatment and may result in termination of care.  _____ Pt Initials
H. LOST OR STOLEN MEDICATIONS: I am responsible for my controlled substance medications. I agree to safeguard all medications prescribed by the treating/prescribing physician and understand that lost, damaged or stolen medications will not be replaced. I understand that I must report stolen medications to the police. _____ Pt Initials
I. PRESCRIPTIONS WHILE TRAVELING: The practice may provide prescriptions for up to 90 days when patients are traveling out of state. Patients will have to arrange for shipment of controlled substances by their pharmacy at their own expense. Patients who will be out of state longer than 90 days need to arrange for health care at their travel destinations. _____ Pt Initials
J. DRIVING & OPERATING EQUIPMENT: I am aware that under California Vehicle Code section 23152 it is unlawful to operate a motor vehicle under the influence of drugs and alcohol and this includes prescribed medications. It is my responsibility to know the side effects of the medications I am taking and which medications may affect my ability to drive.  It is also my responsibility to arrange transportation to my office visits if I am unable to drive safely.  _____ Pt Initials
K. TERMINATION: I understand that if I violate any of the above conditions, my controlled substance prescriptions and/or treatment at MPMC may be ended immediately.  I will no longer be eligible for care if I am in possession of illicit drugs or substances, trafficking controlled or illegal substances, intoxicated or if arrested for DUI. If I alter my prescription in any way, sell or share my medications, I will no longer be eligible for care and that the event may be reported to law enforcement.   _____ Pt Initials
L. DISCONTINUING MEDICATION: If you are dependent on the prescribed medication and desire to discontinue it, let your provider know.  Provisions will be made to assist you through weaning off of your medications in a safe manner. We can not dispose of your unused medications. Please talk with your pharmacist regarding the best way to dispose of unused medications.
Emergency Contact:  Please give us the name of a family member or friend who we can contact if we  have any concerns:  
______________________________________________
_______________
Name







Number
{END: 112}
M. OTHER RESTRICTIONS AND/OR CONSIDERATIONS:  
{END: 112}





I HAVE READ AND HAD THE OPPORTUNITY TO DISCUSS THE INFORMATION IN THIS MEDICATION AGREEMENT WITH MY PROVIDER.  ALL OF MY QUESTIONS ABOUT THE TERMS OF THIS AGREEMENT HAVE BEEN ANSWERED TO MY SATISFACTION. I UNDERSTAND AND AGREE TO THE CONDITIONS OF CARE DESCRIBED ABOVE AND WILL COMPLY WITH THEM.  FAILURE TO COMPLY WITH ANY OF THE TERMS OF THIS AGREEMENT MAY RESULT IN IMMEDIATE TERMINATION OF SERVICE. 
__________________________________________________________
Patient Signature and Date

__________________________________________________________
Medical Care Provider; Signature and Date
