
Patient’s Name _______________________________
Opioid Agreement

The purpose of this Agreement is to prevent misunderstandings about controlled medicines you will be taking for pain management. This is to help both you and your doctor comply with the laws regarding controlled medicines.  

This Agreement is essential to the trust and confidence necessary in a doctor/patient relationship when controlled pain medicines are prescribed.  The term “my doctor” refers the doctor listed below.
I agree that:

If I break this Agreement, my doctor will stop prescribing these pain control medicines.  In this case, my doctor may taper off the medicine over a period of several days, as necessary, to avoid withdrawal symptoms. Also, a drug dependence treatment program may be recommended to me and/or the appropriate authorities.  This Agreement is automatically cancelled when I am no longer under active care by my doctor or when I have permanently discontinued the use of controlled medicines.
Agreements relating to illegal activities:

· I will not use any illegal substances, including marijuana, cocaine, PCP, heroin etc.

· I will not share, sell or trade my medicine with anyone.

· I will safeguard my pain medicine from loss or theft. Lost or stolen medicines will not be replaced.

· If I exhibit drug craving behavior, doctor shopping, prescription falsification, or other deceit my pain medicine will be discontinued. 

Agreements relating to safety and health issues:

· I will not attempt to obtain or accept prescriptions or medicines for any controlled medicines, opioid pain medicines, controlled stimulants, anti-anxiety medicines, or sedating drugs from any other doctor unless first approved by my doctor.  I may get medicine elsewhere for after hours emergency care of a new, emergency  problem provided I tell the other doctor I have a medication contract and I notify this office the next business day. 

· I will follow my doctor’s instructions for taking my pain medicine.  Prescription for early refills will not be made for any reason unless my doctor approves a change in my dosage before I make the change.

· I will not consume alcohol unless approved by my doctor.

· Pain medicine is one part of a complete pain control program.  I will receive refills only if I am following all of my doctor’s recommendations and only if the pain medicine is helping to control my pain and improve my life.

· I will notify this office if I become pregnant or am planning to become pregnant. 

· I will notify this office of side effects that are severe or that continue past a few days. 

· Controlled pain medicines are powerful drugs with potentially very dangerous side effects. I will carefully read the entire patient advisory handout for the medicine before taking any controlled medicine newly prescribed by my doctor.  If it is not automatically provided by the pharmacy, I will ask my pharmacist or this office for the handout.  I will ask my pharmacist or my doctor to explain anything that is not entirely clear in the handout.
Agreements relating to monitoring and supervision of medicine usage:
· Refills of my prescriptions for pain medicine will be made only during regular office hours.

· I will call for refills with at least 3 to 5 working day’s notice to allow time for research and refill.  

· I will provide a saliva, blood or urine specimen for testing as directed by my doctor.  I understand I will be tested before controlled pain medicines are started.
· I will bring all unused pain medicines to every office visit.  If I discontinue the use of an opioid, I will bring the unused medicine to this office for disposal.

· I will have all my controlled medicine filled only at the pharmacy listed below.

DO NOT SIGN WITHOUT UNDERSTANDING FULLY!
Patient’s or legal guardian’s signature __________________________________ 
Date ___________________

My doctor’s signature _______________________________________________ 
Date ___________________

Pharmacy name/ location
___________________________________________________________________

