Chronic Pain Agreement
I, _______________________(patient receiving chronic pain medications), have agreed to use pain medications

as part of my treatment for chronic pain. I understand that these medications may not eliminate my pain but may

reduce it and improve what I am able to do each day.  I understand that the Pain Management Clinic will address my chronic pain and will not address other chronic medical conditions.  I understand the following guidelines for continuing chronic pain treatment under the care of:
(physician prescribing chronic pain medications)_______________________________________.

1. I understand that I have the following responsibilities:

a. I will take medications at the dose and frequency prescribed.

b. I will not increase or change how I take my medications without the approval of this physician.

c. I will not ask for refills earlier than agreed. I will arrange for refills at the prescribed interval ONLY during regular office hours. This includes after-hours, on holidays, or on weekends.

d. I will obtain all pain medications only at one pharmacy. I will inform my physician if I change pharmacies.

Pharmacy: _________________________ Phone Number: ________________

e. I will authorize my physician to provide a copy of this agreement to my pharmacy.

f. I will not request any pain medications or controlled substances from other providers and will inform this

physician of all other medications I am taking. I understand that other physicians should not change doses

of my pain medications and I will notify the Pain Management Clinic of any changes to my pain medications  made by another provider.

g. I will inform my other health care providers that I am taking these pain medications and of the existence of

this agreement. In event of an emergency, I will provide this same information to emergency department

providers.

h. I will allow my physician to discuss all diagnostic and treatment details with pharmacists, physicians, or

other health care providers who provide my health care for purposes of maintaining accountability.

i.  I will inform my physician of any new medications or medical conditions.

j.  I will protect my prescriptions and medications. I understand that lost or misplaced prescriptions will not be  replaced.

k. I will keep medications only for my own use and will not share them others. I will keep all medications away from children.

l.  In addition, your pain management you will need to demonstrate compliance:

· Weight management with a daily log of (leg measures or weight) and food intake
· Water pill use as noted by medication refills and weight (leg measures or weight)
· Showing up for appointments (if X are missed it is unsafe for us to prescribe continued narcotics)

· Wound care by self noted by appropriate dressings and cleaning per the case manager’s notes

Should any of the above not show good faith efforts, your providers feel that we can no longer prescribe pain medications as we think it unsafe and a barrier to good self care.  

I agree to use only the following providers. I will notify my physician of any changes in my

health care and / or changes in my providers.

Provider: _________________Clinic: ________________Phone Number: ___________

Provider: _________________Clinic: ________________Phone Number: ___________

Provider: _________________Clinic: ________________Phone Number: ___________

Provider: _________________Clinic: ________________Phone Number: ___________



	


