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Long-term controlled substance therapy agreement for chronic pain

The purpose of this agreement is to protect your access to controlled substances and to protect our ability to prescribe them for you. 
The long-term use of such substances as opiates (narcotic analgesics), benzodiazepine tranquilizers, and barbiturate sedatives is controversial because of uncertainty regarding the extent to which they provide long-term benefit.  There is also the risk of an addictive disorder developing or of a relapse occurring in a person with a prior addiction.  The extent of this risk is not certain. 
Because these drugs have potential for abuse or diversion, strict accountability is necessary when use is prolonged.  For this reason, the following policies are agreed to by you, the patient, at consideration for, and the condition of, the willingness of the physician whose signature appears below to consider the initial and/or continued prescription of controlled substances to treat your chronic pain.
1. All controlled substances must come from the physician whose signature appears below, or during his or her absence, by the covering physician, unless specific authorization is obtained for an exception (multiple sources can lead toward drug addiction or poor coordination of treatment.) 

2. All controlled substances must be obtained at the same pharmacy.  Should the need arise to change pharmacies it is your responsibility to notify our office of the new pharmacy. The pharmacy that you have selected is: _____________________________Phone #: ______________________________
 
 3. You are expected to inform our office of any new medications, medical conditions, and of any adverse effects you may experience from any of the medications you take. 

 
4. To maintain accountability, the prescribing physician has permission to discuss all diagnostic and treatment details with the dispensing pharmacist or other professionals who provide your health care. 
5. You may not share, sell, or otherwise permit others to have access to these medications. 
6. Controlled drugs should not be stopped abruptly, as abstinence syndrome will likely develop. 

 
7. Unannounced mouth swab and/or urine/serum toxicology screens may be requested, and your cooperation is required.  If the urine drug screen is not completed on the same day in which is given to you, we reserve the right to discharge you from the practice.  The presence of unauthorized substances may prompt referral for addictive disorder or discharge from our practice. 

 
8. Prescriptions and bottles of these medications may be sought by other individuals with chemical dependencies and should be closely safeguarded. It is expected that you will take at the highest possible degree of care with your medications and prescriptions.  They should not be left where others might see or otherwise have access to them. 

 
9. Unannounced “pill counts” may be requested and your cooperation is required. 

If the pill count is not completed the same day as requested, we reserve the right to discharge you from medications and/or the practice. These medications must be presented in the original containers you received them in, with the original label present. 

10. It should be understood that if any Champlain Spine and Pain Management staff member suspects that you may tamper with your urine sample or mouth swabs a staff member may monitor the collection. The collector may stay inside the restroom (or in the exam room for mouth swabs) until the specimen has been collected. This request can be made at any time without notice to you. 
11. Since the drugs may be hazardous or lethal to a person who is not tolerant to their effects, especially a child, you must keep them out of reach of such people. 

 
12. Medications may not be replaced or refilled if they are lost, get wet, are destroyed, left on an airplane, etc.  If your medication has been stolen, we will ask for a police report. If, in the event that a police report is not ready yet for our review, then we reserve the right to contact the police department when stated filing a report to confirm your statement.  

 
13. Early refills will not be given unless supported by appropriate documentation i.e., plane ticket. 

 
14. If the responsible legal authorities have questions concerning your treatment, as might occur, for example, if you are obtaining medications at several pharmacies, all confidentiality is waved and these authorities and may be given full access to our records of controlled substances administration. 
15. It is your (the patient’s) responsibility to ensure that the most up-to-date contact information (working phone number/voicemail, address, emergency contact etc.) is on file. Failure to do so may result in cessation of therapy with controlled substances.
16. It is understood that failure to adhere to these policies may result in cessation of therapy with controlled substances prescribed by this physician or referral for further specialty assessments. 
17. Renewals are contingent on keeping scheduled appointments. Unless otherwise specified by your provider, you must be seen every 3 months in order to continue receiving controlled medication. 

18. Please do not call prescriptions in after hours or on the weekends.  

19. Three to five business day notice is required for prescription preparation and electronic transfer to pharmacy. Prescriptions called in after 3p.m. will be counted as the following business day. 
20. It should be understood that any medical treatment is initially a trial, and a continued prescription is contingent on evidence of benefit. 

 
21. The risks and potential benefits of these therapies are explained elsewhere (and you acknowledged that you have received such an explanation). 
22. Any violation of Federal and State Drug Laws will be grounds for this office to notify the appropriate authorities that could result in your arrest.
I attest to the following (initial below): 

_____
I understand that I might have my narcotic medication discontinued at any time per a decision by my physician and the health care team. With notification of such discontinuance, I might be provided up to a 28-day supply of appropriate medication(s). 

_____
I am not using illegal drugs or prescription drugs prescribed for someone other than myself.

_____
I am not undergoing treatment for substance (drug or alcohol) dependence or abuse.

_____
I have never been involved in the sale, illegal possession, or transport of both prescription and illegal drugs.
_____       (Worker’s Compensation Patients Only) If you are in our office due to a Worker's Compensation injury you must make sure to fill any medication(s) being prescribed for your injury under your Worker's Compensation insurance. Failure to have the medication(s) filled under the correct insurance will cause billing issues with the insurance carrier.
_____
(Female Patients Only) I am not pregnant, and I will inform the medical staff at Champlain Spine and Pain Management if I become pregnant or intend to become pregnant. I understand there may be harmful effects on an unborn infant if I take narcotic medication(s). 
I hereby acknowledge that the content of this contract has been explained to me. In addition, I have either read the contract or had it read to me. I was offered the opportunity to ask questions and discuss any unclear aspects of this contract. I acknowledge that I fully
understand that my failure to comply with any term(s) set forth within this contract will

result in termination of this contract and of my care and medications at Champlain

Spine and Pain Management.

_________________________                        

Physician / Provider Signature
              

_________________________    


_________________________    

Printed Patient Name




Patient Home Phone

_________________________


_________________________

Patient Signature




Patient Cell Phone

_________________________    



Date
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