CONFIDENTIAL
INFORMED CONSENT AGREEMENT

AND
PAIN MANAGEMENT AGREEMENT

NAME OF PATIENT: DATE: DATE OF BIRTH:

INFORMED CONSENT AGREEMENT

TO THE PATIENT, AND/OR PATIENT
have the right to be informed about
drug therapy to be used, so that yo!
allow a procedure after knowing thether

OGATE OR GUARDIAN: As a patient, you

0 ded medical, diagnostic procedure or
ién, whether or not to take the drug or
isks and hazards involved as well
' of 5 are or alarm you, but rather it
is an effort to make you beffer i s . ithaplds consent/permission to use
the dosage of drug(s) rec; t sl ‘authdrize the procedure, or both.
[ lude not only me as your
os, staff and other health
care providers as m| ay be medically proper
and appropriate.

TRANSLATION IF anguage | understand

e to be fluent in both

cian (named at the
-pairy. | hereby authorize

s)-for dangerous and/or
as an element in the

controlled drugs (medlcatio
treatment of my chronic: paz

“which can be harmful if taken
may lead to physical dependence
dicine, produce adverse side effects or

I understand that these medica
without medical supervision. | furthe Brsiar
and/or addiction and may, like other drugs us
results. The applicable altema' : ible risks involved and the
possibilities of complications. been explained to me as hsted b inderstand that this listing is not
complete, and that it only: describes the most common side effects or reactions. and that death is also a
possibility as a result of taking these medication(s). Applicable alternative theraples (in addition to or
instead of drug therapy), including but not limited to physical therapy or psychological techniques have also
been explained to me.

OFF LABEL USE OF MEDICATION: THE SPECIFIC MEDICATION(S) THAT MY PHYSICIAN PLANS TO
PRESCRIBE WILL BE DESCRIBED AND DOCUMENTED SEPARATE FROM THIS AGREEMENT. THIS
MAY INLCUDE THE USE OF MEDICATIONS FOR PURPOSES DIFFERENT THAN WHAT MAY HAVE
BEEN APPROVED BY THE DRUG COMPANY AND THE GOVERNMENT (THIS IS SOMETIMES
REFERRED TO AS “OFF-LABEL” PRESCRIBING). MY DOCTOR WILL EXPLAIN THE APPLICABLE
RISKS AND BENEFITS OF OFF LABEL USE OF ANY MEDICATION AND DOCUMENT THE SANME IN
MY MEDICAL CHART.

Patient's Initials




MEDICAL, DRUG AND OTHER TESTING: | have been informed and understand that | wilt undergo medical
. tests and examinations before and during my treatment. Those tests may include random unannounced
check for drugs and psychological evaluations if and when it is deemed necessary by my physician. |
hereby give permission to perform medical tests, drug tests, and/or psychological tests including the taking
of body fluid as may be directed or determined to be necessary by the physician at any time. Any refusal
by me to test, be examined, to undergo any procedure, or refusal to see a referral healthcare provider
recommended or prescribed by the physician may lead to termination of my treatment. The discovery of
the presence and/or use of any unauthorized substances by me, or as shown on a toxicology scan, test or
report may result | my being discharged from the physician’s care.

FOR FEMALE PATIENTS ONLY: Please check ( s ) the appropriate answer;

t. Further, [ agres that | will use appropriate
accept that it is my responsibility to inform my
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RUGS USED IN MY TREAT
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gf, impotence, tolerance
: I also understand that
p”érate an automobile or other
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work. | agree to notify my physician immediate sffects from taking the medication(s). | agree
to read ali literature provided by the manufacttf&F6f the medication and.any additional information about
the medication provided by pharrmacist and/or by the physician, if any, | will discuss any questions | may
have about the literature with my physician. B '

to medication(s), physical ah"__
impairment of my motor skills ma

The goal of my treatment is to attempt to gain control of my chronic pain in order to live a more preductive
and active life. | realize that | may have a chronic iliness and there is a limited chance for complete cure or
complete pain relief, but the goal of taking medication(s) on a regular basis is to reduce (but probably not
eliminate) my pain so that | can enjoy an improved quality of life. | realize that the treatment may require
prolonged or continuous use of medication(s), and also that an appropriate treatment goal may also mean
the eventual withdrawal from the use of all medication(s). My treatment plan will be tailored especially for
me. [understand that | may withdraw from this treatment plan and discontinue the use of the medication(s)
at any time and that | will immediately notify my physician of any discontinued use of medications
prescribed by this or any other doctor outside this practice. | also understand and acknowledge that | have
been made aware of possible effects of stopping the use of the prescribed drug(s).
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The physician will provide medical supervision, if needed, when discontinuing medication use. If | chose
not to be provided with medical supervision, 1 will hold the physician harmless for any negative results.

| understand that no representation, warranty or guarantee has been made fo me as to the resulis of any
proposed drug therapy, cure of any condition or potential or total relief from pain. The long-term use of
medications to treat chronic pain is controversial because of the uncertainty regarding the extent to which
they provide long-term benefit. | have been given the opportunity to ask questions about my condition and
treat my condition, the risks and hazards of such drug therapy, treatment and procedure(s), and applicable
alternative therapies, if any. | beliave that | have sufficient information to give this informed consent and |
represent that all my questions have been answered.

The applicable alternative methods of treatment the pOSSIble risks invelved, and the possibilities of
complications have been explained to me, a o receive med|cat|on( ) for the treatment of my
chronic pain.

IN ADDITION TO THE CONSER SOVE 50 AGREE TO THE FOLLOWING:

narcotics, painkitlers, ar} scribed by my physician. |
understand that there g
use and prescribing

medication(s) will of

federal and state laws, regu
ontrolled substance( }. Th

d acknowledge that

ﬁa dication{s) andfor
ninal behavior.

* My progress wil beygg T
quality of life, in my’ il

* | will disclose to my phys" .' ' ke al a d by any other doctor,
dentist or healthcare provids i i

* | will disclose to my physician all over—thevcot

aids or substances that | take or, use for any redason, ‘yétim

¢ | will use the med|catlon(s) exac:tly as prescnbed by my physician:” Any-dlscrepancy between the
prescription and the medication bottle shall be brought the attention of the physician immediately.

¢ | agree not to share, sell or otherwise permit others, including my family or friends to have access to or
ingest my medications at any time.

* [ will not allow or assist in the misuse, abuse, or diversion of my medications nor will | give or sell them
to anyone at any time for any reason.
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° All medication(s) prescribed by this physician, and any pain medication, irrespective of who prescribes
them, must be obtained at one pharmacy, where possible. Should the need arise to change pharmacies;
my physician must be promptly informed. | will provide my pharmacist with a copy of this agreement. |
authorize my physician to consult with and to release my medical records to my pharmacist as needed.

* |l understand that my medication(s) will be refilled on a regularly scheduled basis. | understand that my
prescription(s) and my medication(s) are exactly like money. If either are lost or stolen, they may not be
replaced.

° Refill(s) will not be ordered before the scheduled refill date. | will not expect to receive additional
medication(s) prior to the time of my next scheduled refill, even if my prescription(s) run out. This applies
fo weekends and holidays as well.

unless it is for an emergency or the
d by my physician. Information that |
ot been approved by my physician

® | will receive pain medication(s)
medication(s} that is being prescribed
have been receiving medication(
may lead to an immediate disa{q“
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as marijuana, spe
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al substance(s), such
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"'gr warning or notice. If | testp
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s | agree that | shall inform any_docter who i -other. medical problem(s) that | am
enrolled in a pain management program since the use of othe e qlcat;on_('s). may- cause adverse effects

with pain medications and even cause harm.,

® | hereby give my physician permission to discuss all diagnostic and treatment details with my primary
care doctor(s), pharmacist(s), and any other treating healthcare provider regarding miy use of medications .
prescribed by my physician{s) or by other doctors.

® | agree to take the medication(s) precisely as instructed by my physician. Any unauthorized increase in

the dose of medication(s}) or the method of taking the medication or the frequency of taking the medication
may be a cause for discontinuation of the treatment by my physician.
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® | agree to keep all follow-up appoiniments as recommended by my physician or my treatment may be
discontinued. ‘

® | agree to keep all follow-up appointments with any other medical care provider prescribed or recommended
by my physician or my freatment may be discontinued.

| certify, represent and warrant that:

1) I'am not currently using illegal drugs or abusing prescription medication(s) and that | am not undergoing
treatment for substance dependence (addiction) or abuse. | am reading and making this agreement while
in full possession of my faculties and not under the influence of any substance that might impair my
judgment. | have read all five pages of this document before signing it.

possession, misuse/diversion or transport of

2) | am not and have never been invol
killers) or illegal substances (marijuana,

controlled substance(s) (narcotics, sl
cocalne, heroin, or other drugs or
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in the treatment of
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Patient Signature:

Patient’s designee, surrogat

Signature;

Typed/Printed Name:

Relationship to Patient:

Telephone Number:

Name of Pharmacy:

Address:

Telephone Number:




* | agree to keep all follow-up appointments as recommended by my physician or my treatment may be
discontinued.

¢ [ agree fo keep all follow-up appointments with any other medical care provider prescribed or recommended
by my physician ar my treatment may be discontinued.

| certify, repressnt and warrant that:

1} 'am not currently using illegal drugs or abusing prescription medication(s) and that | am not undergoing
treatment for substance dependence (addiction) or abuse. | am reading and making this agreement while
in full possession of my faculties and not under the influence of any substance that might impair my
judgment. | have read all five pages of this document before signing it.
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