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Pain Management Agreement

CONTRACT AND CONSENT FOR USE OF OPIOID MEDICATIONS AND FOR
CHRONIC OPIOID THERAPY

The Ohio Institution for Comprehensive Pain Management Inc. (OICPM) staff and | have a
common treatment goal, to improve my ability to function and/or work. In consideration of that
goal, | recognize that | may be treated with potent medications, some of which are narcotics or
tranquilizers. These medications are controlled substances and therefore honored by legal state
and federal agencies. These medications are highly effective when taken as directed under
medical supervision, but they also have the potential for misuse and abuse. This agreement is to
help both you and your doctor comply with the law regarding controlled pharmaceuticals.

| understand that this agreement is essential to the trust and confidence necessary in a
doctor/patient relationship and that my doctor agrees to treat me based on this agreement.

| understand that if | break this agreement, my doctor will stop prescribing these pain control
medicines. In this case, my doctor will 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.

| will communicate fully with my doctor regarding the character and intensity of my pain, the effect
of the pain on my daily life, and how well the medicine is helping to relieve the pain.

| will not use any illegal controlled substances including marijuana, cocaine, etc.
| will not share, sell, or trade my medication with anyone.

| will not attempt to obtain any controlled medicines including opioids, pain medicines, controlled
stimulants, or anti-anxiety medicines from any other doctor.

| will safeguard my pain medicine from loss or theft. Lost or stolen medicines WILL NOT be
replaced.

| agree that refills of my prescriptions for pain medicines will be made only at the time of an office
visit or during regular office hours. No refills will be available during evenings, weekends, or
holidays. This requires that | plan ahead and call at least 24 hours ahead of when | need my
prescription.

| therefore agree to the following:
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| agree that medications for the control of pain related to my pain condition will be prescribed only
by my OICPM physician. | will not use any medication for pain or my pain condition obtained from
any other source.

Patient Signature

If my referring physician or primary care physician prefers to write prescriptions for all of my
medications including those prescribed for pain, | will inform OICPM so that the OICPM physician
can consult with and make recommendations to my primary care or referring physician.

Patient Signature

| agree to use only one pharmacy for filling all of my pain prescriptions. If | change pharmacies for
any reason, | agree to immediately notify OICPM.

Patient Signature

| understand that my medications are prescribed for my use only. | will not share, give, or sell
medications to anyone else. This is illegal as well as dangerous for the other person.

Patient Signature

| agree to use my prescription exactly as written, including the prescribed dose, time interval,
frequency, and route of administration.

Patient Signature

| will actively participate in additional pain therapies as requested by my physician.

Patient Signature






