
Physician - Patient Contract for Opioid Medications
I, ________________________________, agree to the following conditions: 

1. I understand that I have a chronic pain problem that currently requires the prescription of opioid pain medication to increase my function. The risks, side effects, and benefits of the medication have been discussed with me in detail.

2. I will obtain prescriptions for opioids and other controlled medicines only from Dr.______________.

3. I will have prescriptions filled at only one pharmacy (Pharmacy Name & Location: ___________________________) and will notify Dr.__________________ of the name of the pharmacy.

4. I will take the medication only as prescribed and will promptly notify Dr. ______________ if I do not.

5. I may not combine narcotics with alcohol.

6. I agree to random urine and blood tests to assess my compliance.

7. I understand the eventual goal of tapering the opioid medication.

8. I will meet regularly with Dr. ________________ to assess my progress.

9. Lost, misplaced, or stolen medications will not be replaced. Refills will not be given early, at night, on holidays, or weekends for any reason. I understand the clinic policy is to perform refills during regular business hours.

10. If the medication loses its effectiveness in increasing my function, I understand that it will be promptly tapered.

11. If I deviate from the above guidelines, I will be permanently discharged from all care provided by Alpine Medical Group providers.

12. I understand when my treating doctor deems it necessary, that I may be asked to undergo psychological evaluation and/or counseling.

I have read the above document, or have had it read to me. I have asked all questions necessary and wish to proceed with the treatment plan.

	____________________   ________ 

  Patient Signature                   Date


	____________________   ________ 

   Provider Signature              Date

	____________________   ________ 

       Witness                             Date
	


Adapted from University of Pittsburgh Medical Center

See Copic Insurance Web site at:

     http://callcopic.com/cic/guidance/consent/model_consent_forms.htm 

     http://callcopic.com/cic/guidance/consent/consent_opioid.pdf
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	Alpine Medical Group 

of the Roaring Fork Valley
	Provider: _______________________ Date: _____-____-_____ 

Patient: _________________ DOB:  ___ -___ - ___  Age:____

	BasaltClinic

1450 E. Valley Rd, Ste 101

Basalt, CO 81621
970-927-6101  FAX 970-927-6144
	Aspen Clinic

225 N. Mill St. #116

Aspen, CO 81611

970-920-7024  FAX 970-920-6746
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