Informed Consent for Opioid Use 
Non-Terminal Chronic Pain
Purpose
The purpose of this agreement is to provide you with important information about medications that you may be taking, or are considering to use for the management of chronic pain.   This consent statement is structured to assure that you and your health care provider understand and comply with local, state and federal regulations relating to the prescription of controlled substances.
The goal for managing chronic pain is to improve your overall level of function, reduce your risk for harm and manage your quality of life given the reality of your clinical and health status.  Eliminating all pain may be unsafe and is not likely to help you in achieving your treatment goals.  Pain elimination is not a treatment goal.  A trial of opioid therapy can be considered to help modify moderate or severe pain only when you and your health care provider mutually agree upon prescription standards, administration protocol and health goals.  Trust and honesty in the provider/patient relationship is fundamental to treatment success.  It is important that you fully understand and accept the potential risks of using opioid therapy.

Opioid (morphine-like) medications have a high potential for harm and misuse, therefore are closely monitored and controlled by local, state and federal authorities.  This is an important health decision.      

Indications

Opioid medication may be indicated to assist in modifying pain and improving your ability to function in daily life activities.  Medication management is a part of your treatment plan.  Your plan may include other treatments such as exercise, physical therapy, tobacco cessation, medical or surgical consultation, psychological counseling, family therapy and other alternative management techniques.
You may need to stop opioid medications under certain circumstances such as:

· Ineffective pain relief
· Persistent side-effects

· No improvement in function
· Inability to comply with treatment plan
Side-Effects
The use of opioid medication is associated with potentially significant side-effects.  Side-effects may be made worse if you mix opioids with other medications; including the use of alcohol.  Do not drink alcohol while taking opioid medication.
Potential and relatively common side-effects include:
· Nausea and vomiting

· Itching, flushing, runny nose and sweating

· Drowsiness, decreased reaction time, and clouded judgment
· Constipation

· Urinary difficulty

· Problems with coordination, balance, jerkiness and loss of muscle function
· Lower testosterone levels in men with decreased sexual desire/performance and reduced bone density

· Infertility, menstrual irregularities and increased bone fractures in women

· Depression, anxiety and fatigue

It is your responsibility to notify your health care provider of these side-effects.
Risks

In addition to potential side-effects, the use of opioid medications is associated with certain risks.  These risks are significant.  Opioids may: 
· Cause sleepiness, respiratory depression and death
· Cause or worsen sleep apnea which may diminish your health status and increase your risk for death
· Impair your ability to drive or operate machinery, thus increasing personal and public risk for harm
· Create physical Dependence and craving

· Create tolerance which would require increasing dosages to get the same effect.  Taking higher doses will increase both side-effects and risk.
· Create addiction.  This will occur in a certain percentage of patients.  Addiction to opioids may require special treatment.
· Increase health risk to unborn children
· Medication security is critically important.  Public knowledge of your prescription may target you for theft or harm.

You will develop withdrawal symptoms if you stop the medication abruptly.  Stopping opioid medications, or changing dosage, should be at the direction of your health provider.

It is your responsibility to fully understand these risks and to communicate related health concerns with your health provider.
Responsibilities

You must take opioid medication only as directed.  Changing your dose without the close supervision of your health provider may result in harm or death.
State and federal law prohibits selling or giving this medication to anyone other than you.

You are responsible for securely storing your medication.  You must report lost or stolen medications to local and state law enforcement.  The police incident report must be presented to your health provider.  Prescription or medication loss may not be replaced.  In these circumstances your health provider may taper your dosage downward or discontinue your prescription.
You agree to not request or accept controlled substances from any health provider other than your designated provider.  It is your responsibility to report all Emergency Room encounters to your provider.

You are responsible for informing your health provider of all medications that you are taking, including herbal remedies, sedatives, antihistamines and over-the-counter medications.

You will not use illicit substances while taking prescribed opioid medication.  The use of alcohol with opioid medications is dangerous and harmful.  You will be subject to random screening tests, as described below.
To the best of your ability you are responsible for fully and truthfully communicating your pain level, functional activity and possible side-effects to your health provider at every clinical encounter.

You are responsible for maintaining and keeping periodically scheduled clinical encounters with your health provider. 

You are responsible to communicate with your health provider and provider staff in a civil, respectful and truthful manner.  Aggressive and disruptive behavior will result in a re-evaluation of your treatment plan and may result in discontinuation of opioid prescriptions. 
You are responsible for understanding and adhering to opioid prescription refill policies which include the following:

· Refills can be prescribed for a maximum of 30 days duration, usually 28 days, and often less.

· Refills can be picked up only in person and only during scheduled office hours; never on evenings, weekends or holidays.

· Refills will be dispensed at the same pharmacy.

· Refills will not be written in advance for travel or other commitments.

Understanding
I have read the above information, understand and accept the risks associated with taking opioid medications and agree to abide by the stated procedures and responsibilities.  I understand my treatment goals.  
In addition to the above understanding, I agree to the following conditions:

1) I agree to submit to unannounced and random urine or blood screening tests (including pill counting) to confirm treatment adherence in a timely and cooperative manner.  I understand that my health provider may change my treatment plan based upon my monitoring procedures and/or testing results, including the safe discontinuation of my opioid medications when applicable and possibly the complete termination of the doctor/patient relationship.  The presence of a non-prescribed drug(s) or illicit drug(s) detected by the results of my monitoring test can be grounds for termination of the doctor/patient relationship.  Serum or urine drug testing are not forensic tests.  These monitoring tests are performed for my benefit as a diagnostic tool and in accordance with certain legal and regulatory materials on the use of controlled substances to treat pain.    
2) I agree to allow my physician/health care provider to communicate with any health care professional, family member, pharmacy, legal authority or regulatory agency should my health provider believe it to be necessary to provide me with appropriate and safe care.

3) I agree to allow my physician/health care provider to contact any health care professional, family member, pharmacy, legal authority, or regulatory agency to obtain or provide information about my care, or actions, if my physician/health care provider believes it to be necessary.

4) I agree to a family conference, or a conference with a close friend or significant other, should my health provider believe it to be necessary.

5) I understand and agree that non-compliance with any of the above conditions will be considered to be a break in this agreement, and may result in the re-evaluation of my treatment plan, discontinuation of opioid therapy and possible discharge from clinical services.

I, ​​​​​​​​​​​​​​​​​​​​​​​_________________________________ have read the above document, or it has been read to me in its entirety, and all my questions regarding the treatment of my pain with opioid medication have been answered to my satisfaction and understanding.  I hereby voluntarily give my consent to participate in opioid medication therapy and acknowledge receipt of this document.

Patient’s Signature __________________________________     Date ____________________

Witness’s Signature _________________________________     Date ____________________
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