& ® Pain Medicine

PATIENT R NSIBILITY AGREEMENT FOR CONTROLLED SUBSTANCE PRESCRIPTIONS

Nise OF PaTENT__ED b - DATE: 05/}5 /),a [3

TO THE PATIENT: As @ patient, you have the right ta be informed about your condition and the recommended
medical or diagnostic prosedure or drug therapy to be used, so that you may make the informed decisien whether or
not to take the drug =fter knowling the risks and hazards involved. This disclosure Is not meant to scare or alarm you,
but rather it is an effort to make you better informed so that you may glve or withhold your consent/permission 1o
use the drug(s) recommended to you by me, as your physician. For the purpose of this sgreement the use of the
wned "physician” is defined to include not only my physician but aiso my physitian’s authorized associates, technical
assistants, nurses, staff, and other hezlth cera providers as might be necessary or advisable to treat my condition,

CONSENT TO TREATMENT AND/OR DRUG THERAPY: | voluntarily request my physiclan (neme at botlom of
agreement} to treat my conditlon which has been exphined to me as chronic pain. 1 hereby authorize and give my
voluntary cansent for my physician to administer or write prescription{s] for dangerous and/or controllad drugs
{medications} a5 an element in the treatment of my chronlc pain.

it has been explained to me that thesa medication(s) include apioid drug{s}, which can be harmful If taken without
medica! supervision, | further undesstand that these medication(s} may lead to physicel dependence and/or addiction
and may, ke other drugs used in the practice of medicine, produce adversa side effects or resulls, The alternative
metheds of treatment, the possible risks involved, and the possibillties of complications have been explained to me
as listed below. | understand that this listing is not complete, and that it only describes the most common side effects
or reactions, and that death is also  possibility 25 3 result from taking these medication]s).

The specific medicotion{s) thot my physicion plens to prescribe will be described seporate from this egreement. This
Includes the use of medicotions for purposes different thon what hove been approved by the drig compony ond the
goverament {this is sometimes referred to os "Cff-label” prescribing]. My physiclon will exploin hls treatment plan{s}
for me,

REGARDING SIDE-EFFECTS: | understand that the most common side-effacts that could occur in the use of contralied
suhstances used In my treatment Inchude but are not limited to the feliowing: constipation, nauses, vomiting,
excessive drowsiness, {tehing, ofinary retention {inability to urinate), orthostatic hypatension{low bload pressure),
arrhythmias{irregular heartbeat), insomnla, depresslon, Impairment of reasoning and judpment, respiratory
depression {slow or no breathing), Impotence, tolarsnce to madication{s], physical and amotional depentience or
even addictlon, and dzath. | undarstend that it may be dangerous for me 1o operate an sutormnobile or other
machinery while using these madications and | may be Impaired during all activities, Including work. | also
understand that operating a motorized vehicle while taking these medications may lead 1o s conviction of driving
while under the influence if it Is determined that | am Impalred.

The alternative mathads of treatment, the possible risks involved, and the possibiiities of complications have bsen
explained 10 me, and | still desire to receive medication{s} for tha freatment of my chranic paln,

The gaaf of this treatment is to help me gain control of my chronic pain in order to live 2 more productive ang activa
life. ! realize that { may have a chronic iliness and there Is a limited chance for complete eure, but the goal of taking
medication(s} on a regular basls is to reduce {but probably not efiminate} my pain so that { can enjoy an improved
guality of life. |realize that the treatment for some will require prolonged or continuous use of medication(s), but an
appropriate treatment goal may also mean the eventual withdrawal from the use of 3l medications), My treatment
plan will be tatlored specifically for me. | understand that | may withdraw from this treatment nlan and discontinue
the use of the medication(s] at any time and that | will notify my physiclan of any discontinuad uss. | further
understand that L will be provided medical supervision if needed when discontinuing medication use,



