Our goal in the field of Pain Management is to assist patients with the treatment of their chronic pain. We achieve this
goal through various modalities, including injections or nerve blocks, physical therapy, psychological counseling when
needed, and referrals to surgeons or other specialists as required. We strive to manage pain through means other than
medications to allow patients to live a relatively pain free life. We seek to treat the cause of the pain and not the
symptoms. However, we also understand that strong narcotic analgesic and other prescription medications may be
indicated for the treatment of certain chronic pain conditions.
The purpose of this agreement is to clarify the conditions under which Pain Management Physicians of S Fl, will prescribe
medications for you. This agreement will help you and your doctor comply with the laws regarding controlled
pharmaceuticals and prevent misunderstandings about the medicines you may take for your pain condition. Please read
each and every item in this agreement very carefully.
I UNDERSTAND AND AGREE TO THE FOLLOWING TERMS OF ANY AND ALL PRESCRIPTIONS:
1. I will use my medication(s) at a rate no greater than that prescribed by my pain management physician. If I do
over-use my medication, that medication will not be refilled early, and I may be without pain medication for some
period of time.
2. I will not share, sell, or trade my medication with anyone. I will not attempt to obtain any controlled medicines,
including opioid pain medicines, controlled stimulants, or anti-anxiety medicines from any other doctor. I will
safeguard my written prescriptions and pain medicine from loss or theft. I understand that lost or stolen written
prescriptions or medicines will not be replaced.
3. Sudden discontinuation of a narcotic pain medicine may lead to unpleasant or dangerous withdrawal symptoms.
4. The potential risks and side effects or medications taken for pain, either short term or long terms, can include:
drowsiness, nausea, constipation, itching, difficulty with urination, tolerance, dependence, addictions and
overdoses
5. In the event that my physician feels that my dose of pain medication is excessive or makes the diagnosis of
addiction or overdose, he will reduce the medicine over a period of time (days, weeks, months) as necessary to
avoid withdrawal symptoms.
Also, a drug-dependence treatment or detoxification program may be
recommended.
6. I understand and agree that I am not to receive any type of prescription pain medication or sedative medication
from any physician other than my pain management physician unless there is a specific medical necessity.
Should my caregiver or I receive any pain or sedative medications from other physician, my caregiver or I must
inform Pain Management Physicians of S Fl, either by telephone or in writing within 72 hours of having filled the
prescriptions.
7. Refills of my prescriptions will be issued only at the time of an office visit, during regular office hours, or
immediately following a procedure.
8. Refills will not be available during evenings, on weekends or holidays, and without at least 48 hours notice to
my physician or his office staff.
9. I understand that it is my responsibility to keep track of my supply of pain medication and to make timely
appointments with my doctor to have my prescription(s) refilled. LAST MINUTE REQUESTS FOR
PRESCRIPTION REFILLS ARE NOT WELCOME.
10. My doctor may, at his discretion, issue a refill or my medication(s) based on a telephone conversation we have
regarding my pain condition and the effects that prescribed medications have on this condition

