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Medication Refills:
 

• You agree to make refill requests during 
regular office hours and to pick them up in 
person with appropriate evaluation. Refills 
will not be made at night, on holidays or on 
weekends.

• You are responsible for taking the medica-
tion at the prescribed dosage and for keep-
ing track of the amount remaining.

• In the event that you are given 1-2 extra days 
of medication, you understand that this extra 
medication is not to be used without the 
explicit permission of Dr. Jarrod Friedman or 
unless an emergency requires your appoint-
ment to be deferred one or two days.

• You understand that prescriptions will only 
be written for a one-month supply and will 
be filled at the same pharmacy. CoreSmart 
will not refill your prescription if you “ran out 
early,” or “lost a prescription,” or “spilled or 
misplaced a medication.”

• Replacement prescriptions will be given at 
the discretion of our physician. Please call 
at least one week in advance to schedule 
an evaluation or to pickup prescriptions.

IMPORTANT

MEDICATION & NARCOTICS (OPIOIDS) 
CONSENT AND AGREEMENT

This document provides information about the  

medications you may be prescribed for pain man-

agement to assure that you comply with all state and 

federal regulations concerning controlled substances. 

Please review this notice carefully.

Jarrod D. Friedman, MD
Medical Director
CoreSmart Pain Health Institute
5458 Town Center Road, Suite 103
Boca Raton, Florida, 33486-1026

FAILURE TO ABIDE BY THIS AGREEMENT MAY 

RESULT IN A CHANGE TO YOUR TREATMENT 

PLAN, INCLUDING SAFE DISCONTINUATION OF 

OPIOID MEDICATIONS WHEN APPLICABLE OR 

COMPLETE TERMINATION OF OUR PHYSICIAN/ 

PATIENT RELATIONSHIP. IF A DRUG TEST PRODUCES  

SUSPICION OF ILLEGAL DRUG USE OR MISUSE 

OF LEGAL DRUGS, CORESMART MAY ALSO BE  

REQUIRED TO NOTIFY THE PROPER AUTHORITIES.

If you have questions and would like additional infor-
mation, please contact us at:
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I, the patient, understand that opioid drugs can be very 
useful but have a high potential for side effects or misuse 
and are therefore closely controlled by the local, state, 
and federal government. In agreeing to use opioid drugs 
as part of my treatment for chronic pain, I agree to the 
following conditions:

 Use Instructions:

• I agree to use one physician to prescribe and 
monitor all opioid medications and adjunctive 
analgesics.

• I agree to use one pharmacy to obtain all opioid 
prescriptions and adjunctive analgesics prescribed 
by my physician. I further agree that CoreSmart 
may communicate with my primary/referring phy-
sician and any pharmacy/pharmacist regarding my 
use of opioid/controlled substances or any other 
medications.

• I agree to inform CoreSmart of all medications I 
am currently taking, including herbal remedies, 
since opioid medications can interact with over-
the-counter medications and other prescribed 
medications, especially cough syrup that contains 
alcohol, codeine or hydrocodone.

• I agree to present to CoreSmart for consultation 
and evaluation on a regular basis.

• I agree to bring back all opioid medications and 
adjunctive medications prescribed by my physician 
in the original bottles for each visit.

• If I am a female, I certify that I am not pregnant and 
will use appropriate contraceptive methods so as 
not to become pregnant. I will notify my physician 
immediately if pregnancy occurs.

• I agree that I will not hoard drugs, acquire any opi-
oid medication or adjunctive analgesia from other 
physicians (including emergency rooms), increase 
or decrease my controlled dose, lose my prescrip-
tions, or fail to follow this agreement.

• I will communicate fully to my physician to the 
best of my ability at the initial and all follow-up vis-
its my pain level and functional activity along with 
any side effects of the medications. 

• I agree to strictly adhere to medical instruction and 
laws governing the use of these medications and 
to refrain from the use of illegal drugs or alcohol. 

• I agree to allow my physician to contact any health 
care professional, pharmacy, legal authority or 
regulatory agency to obtain or provide information 
about my care or actions, if my physician feels it is 
necessary.

 Safekeeping: 

I agree that I am responsible for keeping my pain medica-
tion in a safe and secure place, such as a locked cabinet 

or safe. I am expected to protect my medications from loss or 
theft. I agree to report stolen medications to the police to file a 
police report and to inform my physician immediately, should 
this occur. If my medications are lost, misplaced or stolen, my 
physician may choose not to replace the medications or to 
taper and discontinue the medications. I agree that I will not 
give or sell my medications to any other person under any 
circumstances. I understand that it is illegal to furnish controlled 
substances prescribed for my use to any person (family or 
non-family) for any reason. Selling or sharing these medications 
is equivalent to narcotic distribution, which is a felony. I agree 
to take strict precautions to prevent unauthorized access to  
my medications.

 Drug Tests: 

I will not use any illicit substances, such as cocaine, marijuana, 
etc. while taking these medications. The use of alcohol and opi-
oid medications is contraindicated. While on these medications, 
I authorize CoreSmart to test my blood, urine, or saliva for the 
presence of illicit substances and alcohol without prior notice 
and agree to submit to psychiatric or drug abuse evaluation 
should CoreSmart request it. Urine drug and saliva testing is not 
forensic testing, but is done for my benefit as a diagnostic tool 
and in accordance with certain legal and regulatory materials 
on the use of controlled substances to treat pain. If requested 
to provide a blood, urine or saliva sample, I agree to cooperate 
fully. I understand that if I decide against cooperating with such 
a test, my physician may change my treatment plan, including 
safe discontinuation of opioid medications when applicable or 
complete termination of our physician/patient relationship. 

 Possible Side Effects: 

• There are side effects with opioid therapy, which may 
include, but not exclusively, skin rash, constipation, 
sexual dysfunction, sleeping abnormalities, sweating, 
edema, sedation, or the possibility of impaired cognition 
(mental status) and/or motor ability. Overuse of opioids 
can cause decreased or impaired respirations (breath-
ing) and DEATH.

• I understand that these medications used to treat pain 
may impair alertness and coordination and that it is ille-
gal to operate a motor vehicle when the ability to drive 
is impaired. I agree to comply with such prohibition.

• I understand that opioid medications may cause a 
variety of side effects including, but not limited to, nau-
sea, vomiting, constipation, dry mouth, fluid retention, 
weight gain, weight loss, suppression of the immune 
system, suppression of thyroid function, suppression of 
menstrual cycle, suppression of male hormone, itching 
and allergic reactions.

• I understand that the effects of sedatives, muscle 
relaxants and mind-altering medications or chemicals 
may be dangerously increased when administered to a 
patient of opioid medications. I agree to inform other 
physicians as to which medications I am taking and to 
request that they consult with CoreSmart regarding the 

co-administration of medications that may affect 
alertness or consciousness.

• I understand that increasing my dose without the 
close supervision of my physician could lead to 
drug overdose, causing severe sedation, respira-
tory depression and death. I further understand 
that I may not increase my narcotic dose or 
frequency without physician permission. To do so 
without permission may lead to discontinuation 
of medication prescriptions and possible dismissal 
from the clinic.

• Physical dependence, addiction and/or tolerance 
can occur with the use of opioid medications.

 » Physical dependence means that if the opi-
oid medication is abruptly stopped or not 
taken as directed, a withdrawal symptom 
can occur. This is a normal physiological 
response. The withdrawal syndrome could 
include, but not exclusively, sweating, 
nervousness, abdominal cramps, diarrhea, 
goose bumps and alteration in one’s mood. 
It should be noted that physical depen-
dence does not equal addiction. One can 
be dependent on insulin to treat diabetes 
or dependent on Prednisone (steroids) to 
treat asthma, but one is not addicted to the 
insulin or Prednisone.

 » Addiction is a primary, chronic neurobio-
logic disease with genetic, psychosocial 
and environmental factors influencing 
its development and manifestation. It is 
characterized by behavior that includes one 
or more of the following: impaired control 
over the drug use, compulsive use, and 
continued use despite harm and cravings. 
This means the drug decreases one’s 
quality of life.

 » Tolerance means a state of adaptation in 
which exposure to the drug induces chang-
es that result in diminution of one or more 
of the drug’s effects over time. The dose 
of the opioid may have to be titrated up or 
down to a dose that produces maximum 
function and a realistic decrease of the 
patient’s pain.

 » Relapse: If I have a history of alcohol or 
drug misuse/addiction, I agree to notify my 
physician since the treatment with opioids 
may increase the possibility of relapse. 
A history of addiction does not, in most 
instances, disqualify one for opioid treat-
ment of pain; however, my physician must 
be made aware of this history, as starting 
or continuing a program for recovery is a 
must.


