
Consent for Chronic Opioid Therapy

I agree to enter into the following agreement with the [CLINIC]  The purpose of this agreement is to prevent misunderstanding about the controlled substances I may be prescribed and to avoid noncompliance with the law.
I understand that this agreement is essential to the trust and confidence necessary in a doctor/patient relationship and that the [CLINIC] will treat me based on this agreement.

I understand that opioid medication and/or tranquilizer/sedative medication may be prescribed for your control of pain and muscle spasm and anxiety with the goal to control your pain and increase your activity level for a proposed duration with periodic assessment.  Only your doctor will prescribe these medications with the assistance of a Nurse Practitioner and Nursing staff at the [CLINIC].  
Examples of above medication are:  morphine (MS Contin, Roxanol and others), codeine (Tylenol No. 3 and others), hydrocodone (Lortab, Vicodin and others), oxycodone (Oxycontin, OxyIR), Roxicodone (Percocet, Percodan, Tylox and others), methadone (dolophine) with or without adjuvant 

I am aware that the use of such medicine has certain risks associated with it, including, but not limited to:  sleepiness or drowsiness, constipation, nausea, itching, vomiting, dizziness, allergic reaction, slowing of breathing rate, slowing of reflexes or reaction time, physical dependence, tolerance to analgesia, addiction and possibility that the medicine will not provide complete pain relief.

I am aware about the possible risks and benefits of other types of treatments that do not involve the use of opioids. The other treatments discussed included: 

I will tell my doctor about all other medicines and treatments that I am receiving.

I will not be involved in any activity that may be dangerous to me or someone else if I feel drowsy or am not thinking clearly. I am aware that even if I do not notice it, my reflexes and reaction time might still be slowed. Such activities include, but are not limited to:  (1) Using heavy equipment or a motor vehicle; (2) Working in unprotected heights; or (3) Being responsible for another individual who is unable to care for himself or herself.

I am aware that certain other medicines such as nalbuphine (Nubain ™), pentazocine (Talwin™), buprenorphine (Buprenex™), and butorphanol (Stadol™), may reverse the action of the medicine I am using for pain control. Taking any of these other medicines while I am taking my pain medicines can cause symptoms like a bad flu, called a withdrawal syndrome. I agree not to take any of these medicines and to tell any other doctors that I am taking an opioid as my pain medicine and cannot take any of the medicines listed above.

I am aware that addiction is defined as the use of a medicine even if it causes harm, having cravings for a drug, feeling the need to use a drug and a decreased quality of life. I am aware that the chance of becoming addicted to my pain medicine is very low. I am aware that the development of addiction has been reported rarely in medical journals and is much more common in a person who has a family or personal history of addiction. I agree to tell my doctor my complete and honest personal drug history and that of my family to the best of my knowledge.

I understand that physical dependence is a normal, expected result of using these medicines for a long time.  I understand that physical dependence is not the same as addiction. I am aware physical dependence means that if my pain medicine use is markedly decreased, stopped or reversed by some of the agents mentioned above, I will experience a withdrawal syndrome. This means I may have any or all of the following: runny nose, yawning, large pupils, goose bumps, abdominal pain and cramping, diarrhea, irritability, aches throughout my body and a flu-like feeling. I am aware that opioid withdrawal is uncomfortable but not life threatening.

I am aware that tolerance to analgesia means that I may require more medicine to get the same amount of pain relief. I am aware that tolerance to analgesia does not seem to be a big problem for most patients with chronic pain, however, it has been seen and may occur to me. If it occurs, increasing doses may not always help and may cause unacceptable side effects. Tolerance or failure to respond well to opioids may cause my doctor to choose another form of treatment.

(Males only) I am aware that chronic opioid use has been associated with low testosterone levels in males.  This may affect my mood, stamina, sexual desire and physical and sexual performance. I understand that my doctor may check my blood to see if my testosterone level is normal.

(Females Only) If I plan to become pregnant or believe that I have become pregnant while taking this pain medicine, I will immediately call my obstetric doctor and this office to inform them. I am aware that, should I carry a baby to delivery while taking these medicines, the baby will be physically dependent upon opioids. I am aware that the use of opioids is not generally associated with a risk of birth defects. However, birth defects can occur whether or not the mother is on medicines and there is always the possibility that my child will have a birth defect while I am taking an opioid.

Agreement To Receive Controlled Substances:
My physician is considering prescribing controlled substances to treat my medical condition.  I understand that I am not guaranteed to receive controlled substances.  I understand that the number of prescriptions that a patient receives varies based on the patient’s condition, treatment options, and likelihood of success.  The number of prescriptions I may be given, if any, will be determined by the physician and based on what is medically necessary to treat my condition, as documented in my medical record.  The frequency of prescriptions and/or refills will be based on the physician’s reevaluation of my condition and medical necessity during my follow-up visits, but will occur no more frequently than my scheduled, periodic visits.  

I understand that I have specific responsibilities to ensure the security and proper use of prescribed controlled substances.  I have read, understand, and agree to comply with the following:

1. It is my responsibility to know if there are opioids in any medication I take or other tranquilizer drugs or habit-forming drugs.

2. My primary care physician and any other doctor who has provided care for me recently will be contacted by letter with a copy of this agreement along with a request that they not prescribe any controlled substances to you, including opioids, tranquilizer drugs or muscle relaxants.  

3. I will not ask my primary care doctor or any other doctor for any controlled substance prescriptions or medications.

4. Because multiple sources of controlled substances can lead to untoward drug interactions or poor coordination of treatment, I agree that ALL controlled substances will come ONLY from the [CLINIC] unless specific authorization is obtained for an exception.  

5. In order to consolidate all medications that I take, to track my medications and involve the pharmacists in my care, I will have all prescriptions filled at the pharmacy of my choice, which is:

Name of Pharmacy: ______________________________ Telephone: ________________

6. I will notify the [CLINIC] immediately if I change pharmacies.

7. My prescribing physician has my permission to discuss all diagnostic and treatment details with dispensing pharmacist or other professionals who provide my health care for purposes of maintaining accountability.

8. I agree to keep all scheduled appointments.  I understand that I may be told to be in the office every week, once a month, every two months, or other interval, depending upon the appropriateness of care and various other factors.  This will be pre-determined at the [CLINIC].  

9. If I am unable to keep an appointment, I agree to call in advance of the scheduled visit time and discuss the reason I am asking to be excused.  
10. I agree to inform the [CLINIC] of any new medications or medical conditions, and of any adverse effects I experience from any of the medications that I take.

11. I agree to not share, sell, or otherwise permit others to have access to my medications.

12. I understand that prescriptions and bottles of these medications may be sought by other individuals with chemical dependency and should be closely safeguarded.  I agree to take the highest possible degree of care with your medication and prescription.  They should not be left where others might see or otherwise have access to them.

13. I understand that I should not stop taking these drugs abruptly because an abstinence syndrome will likely develop.

14. I understand that unannounced urine or serum toxicology screens may be requested, and my cooperation is required.  I understand that the presence of unauthorized substances may prompt referral for assessment for addictive disorder.

15. I agree to bring original containers of medications to each office visit.

16. Because the drugs may be hazardous or lethal to a person who is not tolerant to their effects, especially a child, I agree to keep them out of reach of such people.

17. I understand that no changes in my drug or medication will be authorized over the telephone.  I agree to come in and see the physician or the Nursing staff for a new prescription with further consultation.
18. I understand that no prescription will be refilled early for any reason.

19. I understand that no prescriptions will be refilled if I lose them, destroy them, or if they are stolen, with or without a police report.

20. I understand that prescription refills will be authorized only during clinic hours (8:30a.m.-5:30p.m. Monday through Thursday).  I agree not to request medication at any other time.  I may leave my request on the voicemail and allow at least two working days to have them filled.

21. I agree to comply fully with all aspects of my treatment program including behavioral medicine, psychological and psychiatric treatment that is deemed necessary, periodic re-assessment including my activity level, function, interviews with spouse or significant other, review of the Functional Capabilities assessment, etc.  
22. I understand that the [CLINIC] acknowledges that emergency situations can occur and under some circumstances exceptions to these guidelines may be made.  I understand that emergencies will be considered on an individual basis.

23. If the responsible legal authorities have questions concerning your treatment, as might occur, for example, if you were obtaining medications at several pharmacies, it is understood that these authorities will be given access to your records as permitted by law.
I understand that it is the goal of the [CLINIC] to maintain a positive and productive patient/physician relationship and to provide me with appropriate treatment and care.  However, certain behaviors will not be tolerated and may be grounds for discontinuation of my medication, referral to an outside physician, and/or immediate discharge from this practice.  Those behaviors include:

· Evidence of diversion of controlled substances

· Failure to comply with treatment plans or physician recommendations

· Rude, abrasive, unruly, or disrespectful treatment of staff or physicians

· Non-compliance with this controlled substance agreement

This form has been discussed with me, including the risks and benefits of controlled substance therapy.  I understand all of it. I have had a chance to have all of my questions regarding this treatment answered to my satisfaction. By signing this form voluntarily, I give my consent for the treatment of my pain with controlled substance medications and I agree to comply with all of the responsibilities outlined in the “Agreement To Receive Controlled Substances.”
Patient signature
Date

Witness to above
Date
Physician
Date
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