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PAIN PROGRAM PRESCRIPTION AGREEMENT
understand that in order to receive
any prescription medications for the treatment of pain from the pain'program physicians, I must
comply with the following rules and expectations of the pain
,\
t,

program:

1. All

medications prescribed by a physician at the pain program will be used only as
ordered and for the reason ordered. Stopping a medication suddenly, using a medication
for a reason other than that for which it was prescribed, or increasing a medication
without medical advice B not acceptable behavior and can also be dangerous. Any
prescription changes must be addressed at the time of your appointment. No
medication refills or changes will occur on or before a clinic appointment.
2. Triplicate medications will be refilled ONLY at the scheduled pain program appointments.
I am expected to make and keep allthe appointments. Prescriptions will NOT be mailed
or called to the pharmacy
3. I will not request or receive pain medications, nor controlled substances from any
physician who is not from the pain program (or their designee), unless othenruise
addressed.
4. I will not use illegal drugs or medications - if I am on medical marijuana I must provide a
copy for my chart, with the understanding that no opioids will be prescribed from the pain
program. Concurrent use of alcohol and pain medication is not recon'rmended and may
result in dismissalfrom the pain program.
5. I will comply with a random'blood, uiine or oral swab test when requested. I may be
asked to provide a blood, urine or oral swab test during my initial consultation.
6. Out of town refills will not be processed, if leaving town for emergencies, please make
arrangements before leaving, and itineraries may be requested.
7. lt is my responsibility to protect my prescriptions from loss, selling, theft, or damage. A
police report will be required if medications are stolen. Any stolen or lost medications
may not be replaced
I will fill all prescriptions under one pharmacy.
B
9. I understand that I am not to drive while under the influence of medications (i.e.
narcotics/opiates), nor should I operate heavy machinery nor serve in any capacity
related to public safety.
10. I am aware that the risks of opiates/be nzodiazepines/muscle relaxants taken
independently or in combination which may include: addiction, sedatiorr, physical
dependence, nausea/vomiting, drowsiness, hypogonadism. tolerance, depression,
decreased bone density, slowed reflexes and response time, and constipation.
l l rViolation of any points in this agreement may result in dismissal from the pain program at
the discretion of the physician.

Patient Signature

Patient Date of Birth

Today's Date
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