












Date of Appt. 

Name (Last, First, Middle) 

Referring Physician 

Current Marital Status: Married 

Number of Children Ages of Children 

PAIN EVALUATION 

D Single D Divorced 

What is your Specific Occupation - Including Housewife (Briefly describe what you do) 

How Long? 

D Widowed 

□ Part-
If unemployed/disabled, how 

Are you presently employed? □ Full-time
time

□ Unemployed □ Disabled long? 

If you are Unemployed, or employed Part-time, is this due to your present Pain Condition? □ Yes □ No

How long have you been working for your present employer? (or last employer if unemployed, disabled, 
Years 

retired, etc.) YES NO 

Is this a work related injury? □Yes □ No
If yes, did you work □ Full Time □ PartTime

Have you attempted to return to work? Yes No 

Did your employer allow you to return? □ Yes □ No

Do you take a blood thinner? Coumadin, Warfarin, Plavix, 
□Yes □ No

Lovenox, etc. 

If female, could you be pregnant? □Yes □No

Do you have a bleeding disorder? □Yes □No

Do you currently have an infection? □Yes □No Are you on antibiotics? 

Have you had an MRI or CT to the area where you having pain in the last 5 years? □Yes □No

If so where? 

Have you ever seen another pain management physician? □Yes □No









PAIN MANAGEMENT CONTRACT 

Your provider may choose medication therapy for your treatment. You must read and sign this 
contract with before medication will be prescribed. This agreement is to give you information and 
guidel ines regarding the medications that may be prescribed for pain management, and to 
assure that you, as well as this office, will comply with all state and federal regulations concerning the 
prescribing of controlled substances. A trial ofopioid therapy can be considered for moderated to 
severe chronic pain with the intent of reducing pain and increasing daily function. Our goal is for you 
to have the best quality oflife possible given the reality of your clinical condition. The success of 
treatment depends on mutual trust and honesty in the physician/ patient relationship and full agreement 
and understanding of the risks and benefits ofusing opioids to treat pain. 

1. You MUST use only The Pain Instutute providers to prescribe all pain medications.
2. You MUST only use one pharmacy to fill all pain medication prescriptions.
3. You MUST informyourphysician ofallmedicationsyou are taking, including 

herbal remedies, since opioid medications can interact with over-the counter 
medications and other prescribed medications, especially cough syrup that contains 
alcohol, codeine or hydrocodone.

4. You MUST fill prescriptions only on the fill date listed on your prescriptions. You will 
be seen ori a regular basis and given prescriptions for enough medication to last from 
appointment to appointment. NO UNAUTHORIZED INCREASES IN MEDICATIONS 
WILL BE TOLERATED.

5. Prescriptions for pain medication or any other prescription, as well as medication refills 
will be done only during an office visit or during regular office hours. PRESCRIPTIONS 
AND/OR REFILLS CANNOT BE CALLED IN.

6. JAPC uses the online MS PRESCRIPTION MONITORING PROFILE (MS PMP) 
REPORT to be able to monitor when you fill your prescriptions, where they are filled, 
how you pay for them, as well as any prescriptions you may have filled by other 
physicians. Any discrepancies, whether it is with our prescriptions or any you may have 
filled from others physicians, could void this contract and result in no longer being 
eligible to receive medications from our office.

7. On each office visit a urine drug screen will be required to continue your medication 
treatment. This will test to make sure you are properly taking our medications as we 
have prescribed them for you, and that you are NOT taking any other type of pain 
medication or any illicit substances. You will also be subject to be called in for 
unannounced random urine drug screen at any time. Failure to comply with this will void 
this agreement and result in not receiving medications from The Pain Institute.

8. On each office visit you must bring all original medication bottles prescribed by The 
Pain Institute with remaining pills left in the bottle. We may do a pill count to assure 
that the prescribed medications are being taken as directed.

9. You are responsible for keeping your pain medication in a safe and secure place, such 
as a locked cabinet or safe. This is for your safety as well as your families'. You are 
expected to protect your medications from loss or theft. Medications that are lost,



misplaced or stolen will NOT be replaced. 
10. You CAN NOT give or sell your medications to any other person under any 

circumstance. If you do, you may endanger that person's health, and it is also against the 
law and will be reported. This will void this contract and result in no longer receiving 
any medications from The Pain Institute.

11. If there is ANY evidence of drug hoarding, receiving pain medications from other 
physicians (which includes emergency rooms or dentists), doctor shopping, selling or 
diverting (giving) pain medication to others, prescription forging or altering of 
prescriptions, or any other pain medication abuse will result in termination of the doctor/
patient relationship and ALL illegal offenses will be turned in to the proper law 
enforcement authorities.

12. You will communicate fully to your physician to the best of your ability at the initial and 
follow-up visits your pain level and functional activity along with any side effects of the 
medications. This information allows the physician to adjust your treatment plan 
accordingly.

13. You must NOT use ANY illicit substances, such as cocaine, marijuana, or others while 
taking these medications. This will result in a change to your treatment plan, including 
safe discontinuation of your opioid medications and/or complete termination of the 
doctor/ patient relationship.

14. You must NOT use alcohol while taking pain medications.
15. There are side effects with opioid therapy, which may include, but not exclusively, skin 

rash, constipation, sexual dysfunction, sleeping abnormalities, sweating, edema, sedation, 
or the possibility of impaired cognitive (mental state) and / or motor ability. Overuse of 
opioids can cause decreased respiration (breathing).

16. Physical dependence and / or tolerance can occur with the use of opioid medications. 
Physical dependence means that if the opioid mediation is abruptly stopped or not taken 
as directed, a withdrawal symptom can occur. This is a normal physiological response. 
The withdrawal syndrome could include, but not exclusively, sweating, nervousness, 
abdominal cramps, diarrhea, goose bumps, and alterations in one's mood.
Tolerance means a state of adaptation in which exposure to the drug induces changes that 
result in reduction of one or more of the drug's effects over time. The dose of the opioid 
may have to be titrated up or down to a dose that produces maximum function and a 
realistic decrease of the patient's pain.

17. Addiction can occur with the use of opioid medications.
Addiction is a primary, chronic neurobiological disease with genetic, psychosocial and 
environmental factors influencing its development and manifestation. It is characterized 
by behavior that includes one or more of the following: impaired control over drug use, 
compulsive use, continued use despite harm, and cravings. This means the drug decreases 
one's quality oflife.

18. If you have a history of alcohol or drug misuse/ addiction, you must notify the 
provider of such history since the treatment with opioids for pain may increase the 
possibility of relapse. A history of addiction does not, in most instances, disqualify one 
for opioid treatment of pain, but starting or continuing a program for recovery is a must.

19. Our clinic has a zero tolerance for verbal abuse towards our staff. Swearing, 
yelling at, or threatening of our staff will result in immediate termination from our 
clinic.



By signing below, I've read, understand and agree to the Pain Management Contract 

agreement with The Pain Institute. It has been explained to me by my provider, and I fully 

agree to its terms so that they can provide quality pain management using opioid therapy to 

decrease my pain and increase my function. I understand any deviation from this contract 

will result in no longer being a candidate for Pain Medication therapy with The Pain Institute 

at MSMOC. 

Patient's Signature 
----------------------------

Date 
---------------------------------

Ph arm a c y 
-------------------------------

Ph a rm a c y phone number 
--------------------------

Witness's Signature 
----------------------------

Date 




