Appendix – Medication Agreement
Medication Agreement For:____________________________________             Date: _____________

1.  The purpose of this agreement is to clarify use of narcotic pain medications or other controlled medications.

2.  Condition or diagnosis requiring agreement ______________________________________________

3. Narcotic pain medications are the strongest pain medications available. However, narcotic pain medications have not been proven to reduce long term pain not due to cancer.  They also have not been proven to increase your ability to function, return to work or resume normal activities.  (cross out if paragraph not applicable)  

4. Narcotic pain and other controlled medications have the following known serious side effects and risks


- Overdose causing death

- Addiction




- Increased pain


- Illegal use
5. Due to these serious risks the use of these medications must follow these strict guidelines:

-  I will only get my narcotic pain medications or _______________________(drug class) from_________________ 

-  If  ____________________  is absent, ____________________________ or the clinic chief may prescribe my narcotic pain medications or other controlled medications
-  I will not be given extra controlled medications for this condition in the Emergency Room or when admitted in the hospital
-  The prescriptions and refills will only be for predetermined amounts and lengths of time and only given during regular office hours  

-  I will only fill these prescriptions at the following pharmacy______________________

-  I will keep my medical appointments and comply and respectfully cooperate with all aspects of my medical care

-  I will not use illegal drugs or substances and will not abuse alcohol
-  I understand I am subject to random drug screening and pill counts at any time during my care

-  I will take my narcotic pain medications and controlled medications only as prescribed

-  I will not share, sell or trade my medication with anyone. This is a criminal offense.
-  I will safeguard my medication from loss or theft.  Lost or stolen medications will not be replaced

-  I will only be able to change my assigned doctor or provider if approved by his or her clinic chief
-  I UNDERSTAND THERE ARE ABSOLUTELY NO EXCEPTIONS TO THE ABOVE 

6.  I understand that if I do not comply with these requirements or do not sign this agreement I will no longer be prescribed or be able to obtain any narcotic pain medications or controlled medications from Evans Army Community Hospital or it's outlying clinics.  
7. The terms of this agreement and the requirements for its enforcement will be shared with medical facilities in our region.
8.  This agreement is in effect immediately. I completely understand this agreement and agree to follow its requirements.

_______________________________


 __________________________________

Patient's signature 





Provider's signature and name

Patient Stamp or ID info




__________________________________










witness









WHEN COMPLETE FAX TO 526-7749








Copy kept on file at pharmacy and scanned into AHLTA
