
Pain Treatment with Opioid Medications: Patient Agreement. 

I, _________________________ agree that Dr. Taggarse at Oro Valley Medicine, LLC will be 
the only physician prescribing OPIOID (also known as NARCOTIC) pain medication for me 
and that I will obtain all of my prescriptions for opioids at one pharmacy.  

I understand and voluntarily agree that (initial each statement after reviewing):  

____I will keep (and be on time for) all my scheduled appointments with the doctor and other 
members of the treatment team.  

____I will participate in all other types of treatment that I am asked to participate in.  

____I will keep the medicine safe, secure storage and out of the reach of children. If the 
medicine is lost or stolen, I understand it will not be replaced until my next appointment, and 
may not be replaced at all. I will not request earlier prescription refills. 

____I will take my medication at dose and frequency prescribed by my physician. I agree not to 
increase the dose of opioid without first talking to the doctor or other member of the treatment 
team.  

____I will not call between appointments, or at night or on the weekends looking for refills. I 
understand that prescriptions will be filled only during scheduled office visits with the treatment 
team.  

____I will make sure I have an appointment for refills. I will attend all reasonable appointments, 
treatments and consultations as requested by my physician. I agree to other pain 
consultations/management strategies as necessary.  

____I understand that the common side effects of opioid therapy include nausea, constipation, 
sweating and itchiness of the skin. Drowsiness may occur when starting opioid therapy of when 
increasing the dosage. I agree to refrain from driving a motor vehicle or operating dangerous 
machinery until such drowsiness disappears. 

____I understand that using long-term opioids to treat chronic pain may result in the 
development of a physical dependence on this medication, and that sudden decreases or 
discontinuation of the medication will lead to the symptoms of opioid withdrawal. I understand 
that opioid withdrawal is uncomfortable but not life threatening. 

____I will treat the staff at the office respectfully at all times. I understand that if I am 
disrespectful to staff or disrupt the care of other patients my treatment will be stopped.  

____I will not sell this medicine or share it with others. I understand that if I do, my treatment 
will be stopped.  

____I will sign a release form to let the doctor speak to all other doctors or providers that I see.  



____I will tell the doctor all other medicines that I take, and let him/her know right away if I 
have a prescription for a new medicine.  

____I understand that I should check with my provider or pharmacist before taking other 
medications including over-the-counter and herbal products. 

____I will use only one pharmacy to get all on my medicines:  

Pharmacy name/phone# ___________________________________________________ 

____I understand that the use of a mood-modifying substance, such as tranquilizers, sleeping 
pills, alcohol or illicit drugs (such as cannabis, cocaine, heroin or hallucinogens), can cause 
adverse or interfere with opioid therapy. Therefore, I agree to refrain from the use of all of these 
substances without prior agreement from my physician.  

____I will not use illegal drugs such as heroin, cocaine, marijuana, or amphetamines. I 
understand that if I do, my treatment may be stopped.  

____I will come in for drug testing and counting of my pills within 24 hours of being called. I 
understand that I must make sure the office has current contact information in order to reach me, 
and that any missed tests will be considered positive for drugs.  

____I understand that if I break any part of this agreement, my provider reserves the right to stop 
prescribing opioid medications for me. 

Pain Treatment Program Statement  

We here at Oro Valley Medicine, LLC are making a commitment to work with you in your 
efforts to get better. To help you in this work, we agree that:  

We will help you schedule regular appointments for medicine refills.  

We will continue provide primary care for you even if you are no longer getting controlled 
medicines from us. 

We will help connect you with other forms of treatment to help you with your condition. We will 
help set treatment goals and monitor your progress in achieving those goals.  

Prescriptions from Other Doctors 

If I see another doctor who gives me a controlled substance medicate (for example, a 
dentist, a doctor from the Emergency Room or another hospital, etc.) I must bring this 
medicine to Oro Valley Medicine, LLC in the original bottle, even if there are no pills left. 

Privacy 



While I am taking this medicine, my provider may need to contact other doctors or family 
members to get information about my care and/or use of this medicine. I will be asked to sign a 
release at that time. 

Termination of Agreement 

If I break any of the rules, or if my provider decides that this medicine is hurting me more than 
helping me, this medicine may be stopped by my provider in a safe way. 

I have talked about this agreement with my provider and I understand the above rules. 

 

 

Patient signature ___________________Patient name printed ________________Date _______ 

 

Provider signature _________________ Provider name printed_______________ Date_______  

 


