Pain Physicians Associates, PLLC

Mehrdad Hedayatnia, MD
Pain Management

Informed Consent and Medication Use Agreement
I, ____________________________________, understand that I have pain that has not been adequately controlled with other medications and that my function is limited by my pain. I understand that the intent of the medication is to increase my ability to do more, though the medication is unlikely to eliminate the pain.

I will take the medication only as prescribed. I will not take any sedatives, alcohol or other pain medications without the prior approval of my doctor.

I understand that the medication will be prescribed only by Dr. Mehrdad Hedayatnia, and his associates in Bay Ridge Medical Care, LLC, and only according to the agreed-upon schedule. Prescriptions will be provided only during regularly scheduled appointments. Refills will never be provided by telephone.

I will not seek or accept any medications for pain other than those prescribed by my doctor. “Medication for pain” includes prescriptions from other doctors, medications borrowed or accepted from family or friends and any illicit or street drugs.

Medication refills will be provided as written prescriptions only. No refills will be given prior to the next scheduled appointment date. If I do not keep my appointment, I will not receive a refill. Two (2) appointment cancellations with less than one working days’ notice or two (2) no-show appointments may constitute grounds for immediate termination of this agreement.

I understand that my doctor is under no obligation to provide these medications to me, and that he or she reserves the right to discontinue these medications at any time. At my doctor’s discretion, I agree to cooperate with random drug testing, which may be requested at any time. If I refuse, I understand the medication will be stopped.
(Females only)

If I plan to become pregnant or believe that I have become pregnant while taking this pain medicine, I will immediately call my obstetric doctor and this office to inform them. I am aware that, should I carry a baby to term while taking these medicines, the baby will be physically dependent upon opioids. I am aware that the use of opioids is not generally associated with a risk of birth defects. However, birth defects can occur whether or not a mother is on medications.

(Males only)

I am aware that chronic opioid use has been associated with low testosterone levels. This may affect my mood, stamina, sexual desire and physical and sexual performance. I understand that my doctor may check my blood to see if my testosterone level is normal.

Diversion

I agree not to sell, give, trade, or otherwise transfer any controlled substance to any other individual as this activity constitutes a sale of drugs, and is a felony. I further understand that if someone were to die as the result of such a transaction, I could be charged with manslaughter or even murder, as well as drug dealing.

Pill Counts

I agree to unannounced counts of my medication.

Drug Screening

I agree to random drug screening. I authorize this clinic to test my blood, urine or hair, for the presence of illicit substances and non-prescribed medications, without prior notice, and agree to submit to psychiatric or drug abuse evaluation should the clinic staff request it.

Addiction

I am aware that opioids have some potential to be addictive and am willing to take that risk, as long as the benefits of treatment in my situation outweigh the risks. I understand that if I do become addicted, this is a treatable condition, and I have the right to request and be referred for treatment. I am aware that addiction if defined as the continuing use of a drug or 
activity in spite of harm, cravings, and a decreased quality of life. I am aware that the chance of becoming addicted to my pain medicine is very low. I agree to tell my doctor my completed and honest personal drug history and that of my family to the best of my knowledge.
I agree to immediately report any psychological cravings I may experience for the substances with which I am being treated, as well as to report any adverse consequences or side effects of their use. I agree to report to Dr. Hedayatnia or his associates in Bay Ridge Medical Care, LLC, any use or desire to use controlled substances for other than their intended purpose. This could include recreation, relief of stress or getting high.

Side Effects

I understand that opioid medications may cause a variety of side effects, including, but not limited to nausea, vomiting, itching, dizziness, constipation, sedation, dry mouth, fluid retention, weight gain, weight loss, suppression of the immune system, suppression of thyroid function, suppression of menstrual cycle, suppression of male hormone, itching, and allergic reactions. High dose methadone is suspected of causing irregular heartbeats, which can be life threatening.

Dangers/Driving

I understand that the medications used to treat pain may impair alertness and coordination, primary during the days following the introduction of a new medication, or when a dose has been recently increased.

I will not be involved in any activity that may be dangerous to me or someone else if I feel drowsy or I am not thinking clearly. Such activities include, but are not limited to: using heavy equipment or a motor vehicle, walking at unprotected heights, or being responsible for another individual who is unable to care for himself or herself.

It is illegal to operate a motor vehicle while the ability to drive is impaired by medication, and I agree to comply with such prohibition.

I understand that lost or stolen medications will not be refilled under any circumstances. It is my responsibility to protect and secure any medications. That includes keeping the medication out of reach of children. A copy of a police report will be required for any lost or stolen narcotics or narcotic prescriptions.

I understand that my doctor may require specialist evaluation of my treatment, and I agree to keep appointments when my physician refers me. My doctor will send a report of my care and a copy of this agreement when a referral is made.

In addition to the above agreements, I accept the right of my doctor’s medical staff to terminate this agreement for any of the following reasons:

1. I seek or obtain any pain medication from a source other than my doctor.

2. I give, sell or in any way distribute prescribed medications to any other person(s).

3. I in any way attempt to forge or alter a prescription.

4. My medical condition declines to the point at which, in the judgment of my doctor, continued therapy with this medication presents a danger to my well-being or safety.

5. There is evidence that I am no longer receiving a reasonable therapeutic benefit from the medication, or my doctor determines that I am no longer a good candidate to continue the medication.
I agree to fill my prescriptions only at the pharmacy I list below. If I change pharmacies, I will contact my doctor’s office and provide them with the name, address and phone number of the new pharmacy. Under no circumstances will I obtain medications from more than one pharmacy at a time. In order to verify appropriate medication use, my doctor’s office will provide my chosen pharmacy with a copy of this agreement.
I understand that any alteration in my medication prescriptions will require a new written agreement.

Pharmacy Name: _________________________________

Pharmacy Address: _______________________________________________________________________________________


Pharmacy Phone Number: ______________________________________________

I understand that by signing this agreement, I must abide by the rules reviewed above and that failure to abide by these agreements will result in the termination of medication prescriptions and possibly the termination of services from my doctor and his or her practice.

X____________________________________________
_____/____/____

   Patient Signature




Date
_____________________________________________
____/____/_____

Physician Signature




Date
INITIAL: 


