Annapolis Internal Medicine, LLC
116 Defense Highway Suite 400

Annapolis, MD 21401

(410) 897-9841 phone

(410) 897-9852 fax

Opioid Use Contract
The purpose of this agreement is to prevent any misunderstandings about certain medications you will be taking as part of your pain management treatment plan. The agreement is to help you and your doctor to comply with the laws regarding controlled medications.

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

I have agreed to use opioid (morphine-like) medications as part of my pain management treatment.  I understand that while these drugs are useful, they have a high potential for misuse and are therefore closely controlled by the local, State, and Federal government.  Because my doctor is prescribing such medications to help manage my pain, I agree to the following conditions with the understanding that if I break any of these conditions, my doctor will stop prescribing these medications and/or discharge me from his/her practice.
Section 1.
I am responsible for my medication:



a.
I agree to take these medications ONLY as prescribed.

i.
I will not increase the dose without close supervision from my doctor, as an increase in dosage could lead to drug overdose causing severe sedation, respiratory depression and death.

ii.
I will no decrease or stop my medication without the approval and close supervision of my doctor as this could lead to withdrawal.  Withdrawal symptoms include yawning, sweating, watery eyes, runny nose, anxiety, tremors, aching muscles, hot and cold flashes, abdominal cramps and diarrhea.  These symptoms can occur 24-48 hours after the last dose and can last up to three weeks.

Section 1:
_________ Patient Initials

Section 2.
I will NOT:

a.
Attempt to obtain any opioid pain medicine, controlled stimulants or anti-anxiety medications from any other doctor or individual.

b.
Use illegal controlled substances including marijuana, cocaine, etc.

c.
Share, sell or trade my medication with anyone.

d.
Drive a vehicle or operate machinery if sedated.

e.
Falsify any prescriptions (written or verbal).

Section 2:
_________ Patient Initials

Section 3:
I will:

a.
Safeguard my medication from loss, spillage or theft.  Lost or spilled medication will not be replaced.  If stolen, a police report must be filed and a case number given to our office.  Medications will be replaced ONLY at the discretion of my doctor.

b.
Return to my doctor’s office every ________ week(s)/month(s) for a refill prescription.  Prescriptions will NOT be mailed or called into the pharmacy.

c.
Call to schedule my medication follow-up appointments in advance.  Medication follow-ups will not be scheduled as “emergency” appointments.

d.
Submit to urinalysis or serum test if requested by my doctor to detect both prescribed and non-prescribed medications or substances.

e.
Bring any unused medication to every follow-up appointment.

f.
Cooperate with spontaneous pill counts when requested and bring in to my doctor.

Section 3:
_________ Patient Initials

Section 4:
The side effects may include, but are not limited to:



a.
Nausea and morning sickness, drowsiness and constipation are normal.

b.
Mental slowing, flushing, sweating, itching, urinary difficulties, and jerkiness are less common and would occur at the beginning of my treatment and often go away within a few days of beginning treatment.  If side effects continue or become severe, I will notify my doctor immediately.
Section 4:
_________ Patient Initials

Section 5:
Weaning and detoxification will occur if:



a.
Signs of addiction or physical dependence are detected.

i.
Addiction is a psychological and behavioral syndrome that is recognized when the patient abuses the drug to obtain mental numbness or euphoria; the patient shows a drug-craving behavior or the patient doctor shops; the drug is quickly escalated without correlation to pain relief; and/or the patient shows manipulative attitude towards the physician in order to obtain the drug.
ii.
Physical dependence is common to many drugs and results in biochemical changes such that abruptly stopping them will cause a withdrawal response.


b.
There are no signs of improvement to my daily function or quality of life.



c.
Any part of this contract is broken.

Section 5:
________ Patient Initials

I authorize the release of any information and hospital records to Annapolis Internal Medicine, LLC to other health care providers, my family, my employer, my insurance company or other reimbursing agencies.  ____________  Patient Initials

I also authorize any pharmacy and/or doctors office to release information regards my prescription history and medication dispensing.  ______________ Patient Initials

I agree to follow these guidelines that have been fully explained to me.  All of my questions and concerns regarding treatment have been adequately answered.  I understand that violating this contract could, in addition to being weaned off the opioid medication, result in me being discharged as a patient of  ________________________________ and Annapolis Internal Medicine, LLC.

This agreement/contract is entered into on this ______ day of _______, 20____, between _____________________ (Patient) and the physicians of Annapolis Internal Medicine.
______________________________________________

__________________________________________

Patient Signature



Date


Patient – Print Name

______________________________________________

__________________________________________

Physician Signature


Date


Witness Signature


Date

