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Patient Agreement:  Controlled Substance Treatment
Patient Name 							 DOB 					
Primary Care Physician/Location: 									
I understand that this agreement between myself and the office of Dr. Dennis Harris is intended to clarify the manner in which chronic (long-term) controlled substances will be used to manage my chronic pain.  Chronic controlled substance therapy for patients who do not suffer from cancer pain is a controversial issue.
I understand that there are side effects to therapy, these include but are not limited to allergic reactions, depression, sedation, decreased mental ability, difficulty urinating, nausea and vomiting, loss of energy, decreased balance and falling, constipation, decreased sexual desire and function, potential for overdose and death. The use of opioids and many other controlled substances during pregnancy can cause neonatal abstinence syndrome in the newborn baby.  Care should be taken when operating machinery or driving a car while taking these medications.  When controlled substances are used long-term, some particular concerns include the development of physical dependence and addiction. I also understand that this medication may not adequately relieve my pain and may actually make the pain worse due to opioid induced hyperalgesia. 
										Patient Initials: ________
I understand the risk and I have had my questions answered by my physician.
I understand that Dr. Harris and the providers working under their authority will prescribe narcotics only if the following rules are adhered to:
· All controlled substance prescriptions must be obtained from the office of Dr. Dennis Harris. If a new condition develops, such as trauma or surgery, then the physician caring for that problem may prescribe narcotics for the increase in pain that may be expected.  I will notify the office of Dr. Dennis Harris immediately after receiving a narcotic or any other controlled substance from any other physician or licensed medical provider.
· If surgery or any other new condition is planned, I will notify the office of Dr. Dennis Harris prior to the event to allow them to manage the problem in the best way they feel appropriate.
· For females, only:  If I become pregnant while taking this medication, I will immediately inform my obstetrician and be counseled on the risk to the baby.
· I will submit urine and/or blood on request for testing at any time without prior notification to detect the use of non-prescribed drugs and medications and confirm the use of prescribed ones.  I will submit to pill counts without notice as per physician’s request.  I will pay any portion of the cost associated with the urine and blood testing that is not covered by my insurance.
All requests for refills must be made by contacting the office of Dr. Dennis Harris during business hours and at least 3 work days in advance of needing the anticipated need for refill.  All prescriptions must be R-7/9/24


Patient Name 							 DOB 					
filled at the same pharmacy that is authorized to release a record of my medications to this office upon request.  A copy of this agreement will be sent to my pharmacy.
· The daily dose may not be changed without consent from the office of Dr. Harris. This includes either increasing or decreasing the daily dose.
· Prescription refills will not be given prior to the planned refill date determined by the dose and quantity prescribed. I will accept generic medications
· Accidental destruction, loss of medications or prescriptions will not be a reason to refill medications or rewrite prescriptions early. I will safeguard my controlled substance medications from use by family members, children, or other unauthorized persons.
· I will communicate fully and honestly with my doctor about the character and intensity of my pain, the effect of pain on my daily life and the effectiveness of medications.
· I will not use any illegal controlled substances (marijuana, cocaine, heroin etc.) and will not use any alcohol while using these medications.
· I will not use any delta 8 or delta 9 products.
· I will not use my medications for any reasons other than that for which they are prescribed and will use my medications as instructed.
· I will not attempt to obtain any controlled medications, including opioid pain medications, controlled stimulants, or anxiety medications from any other doctor without prior permission from my doctor.  
· You may be referred to an appropriate specialist to evaluate your physical condition. 
· You may be asked to have an evaluation by either a psychiatrist or psychologist to help manage your medication needs.
· If your physician determines that you are not a good candidate to continue with the medication you may be referred to a detoxification program or your medications may be reduced or discontinued. 
· The medications may be discontinued or adjusted at your physician’s discretion. 
· I understand that it is my physician’s policy that all appointments must be kept or cancelled at least 2-working days in advance. I understand that the original bottle of each prescribed controlled substance medication must be brought to every visit. 
· If ordered by my physician I understand that I must fill, store and maintain a script of naloxone in case of potential overdose. 
I understand that I am responsible for meeting the terms of this agreement and that failure to do so will/may result in my discharge as a patient of Harris Clinic. Grounds for dismissal from Harris Clinic include, but are not limited to: Evidence of recreational drug use, of drug diversion, of altering scripts (this may result in criminal prosecution), of obtaining controlled substance prescriptions from other doctors without notifying this office, abusive language toward staff, development of progressive tolerance, use of alcohol or intoxicants, engagement of criminal activities, etc. 

													
Patient’s Signature					Provider’s Signature

													
Date							Date					
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Patient Name 							 DOB 					
The purpose of this agreement is to prevent misunderstandings about certain medications you will be taking for pain management. This is to help both you and your doctor to comply with the law regarding controlled pharmaceuticals.
I understand that this agreement is essential to the trust and confidence necessary in a doctor/patient relationship and that my doctor undertakes to treat me based on this agreement. 
I understand that if I violate this agreement, my doctor can stop prescribing controlled medications. In this case my doctor could provide me with thirty days of medications to allow me time to find another provider, refer me to a facility to detox from my medications or depending on the nature of the violations, provide no medications.
I will safeguard my medications from loss and theft as I acknowledge that lost and/or stolen medications may not be replaced. 
I understand that refills of my prescriptions for pain medications will be made during regular office hours or during my regular appointment and understand that refills will not be granted after hours and early refills may not be authorized. 

I agree to only use _____________________________________________________Pharmacy
Located at ____________________________________________________________________
Telephone number_______________________________________, for filling my prescriptions for all my pain medications, if I choose to change pharmacies, I will notify my doctor prior to filling any medications at my new pharmacy. 

													
Patient’s Signature						Date
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Patient Name 							 DOB 					

Patient Treatment Plan




Treatment objective:

______ (Initial) Treat underlying pathology, enhance ability to manage pain independently, improve function and sustain quality of life, limit use of pain medication using the lowest dose of medication possible and improve psychological function. Recommendation for alternative therapies and life style changes discussed. The risks and benefits of treatment provided. Goal of treatment is to reduce pain and increase activity level. The patient was instructed to call with any questions or concerns.

______ (Initial) I have been advised of risks and benefits of each medication including tolerance, hormone suppression, dependence, addiction, constipation, itching, allergic reaction, sedation, impairment, respiratory depression or failure, development of hyperalgesia, immunosuppression and appropriate way to utilize each. Patient was instructed on taking the medication correctly; storing the medication securely; disposing of medication properly; and NEVER sharing medication.


Monitoring of medication:

_______ (Initial) I will submit urine and/or blood on request for testing at any time without prior notification to detect the use of non-prescribed drugs and medications and confirm the use of prescribed ones. I will submit to pill counts without prior notice as per physician's request. I will pay any portion of the cost associated with the urine and blood testing that is not covered by my insurance.


______________________________________                                           _______________________
Patient Signature	      Date



_______________________________________				______________________ Prescriber Signature								Date
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