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A Partnership Agreement to Get the Best Results from Opioids &

Other Medications Used to Manage Symptoms 
The prescribing and dispensing of controlled substances (e.g. opioids, sedatives, stimulants, etc) is closely monitored by government agencies, both at the state and federal levels.  To protect both you and your healthcare team, a controlled substance agreement must be signed by patients receiving controlled substances from our healthcare team. 

Healthcare Clinician:  Amy L. Davis, DO, MS, FACP, FAAHPM   Contact #:  (610) 520-1677

Patient: 

Your Team’s Goal:  To adequately treat your pain and other symptoms so that your quality of life is maximized.

Your Healthcare Team’s Responsibilities: (Please initial to show you have reviewed each item)
_____ 1. To explore all aspects of your history and your experience of pain and other symptoms.

_____ 2. To accept your reports of pain and other symptoms and your responses to treatment.

_____ 3. To evaluate the causes of your symptoms and review treatment options with you.

_____ 4. To explain the risks, benefits, and potential common side effects of these treatment options to you and be available to answer your questions so that you are informed about your treatment options.

_____ 5. To respect your right to participate in symptom management decisions as a member of the healthcare team, including your freedom to accept or reject treatment options based on your beliefs, experiences, and understanding of these treatment options.

_____ 6. To facilitate your access to medical care, even when the prescriber is not personally available.

_____ 7. To refill your medications as agreed upon in this agreement.
_____ 8. To advocate on your behalf concerning the appropriate use of medications for symptom management.

Your (Patient's) Goal:  To improve my ability to function and/or work, to be able to spend time with family and friends, and to better live with reduced pain and other symptoms.

Your (Patient's) Responsibilities: (Please initial to show you have reviewed each item)
_____ 1. I am responsible for my controlled medications.  If the medications are lost, misplaced, or stolen, or if I use them up sooner than prescribed, I understand that they will not be replaced.

_____ 2. I will take my medication in the manner and doses as prescribed by my team.  I will make no changes to the dose or timing of the medication without first discussing it with my clinician listed above.

_____ 3. I will not request or accept controlled medications from any other prescriber without first discussing it with my above listed clinician, as this may cause overdosing and/or drug interactions, which could be harmful to me.

_____ 4. I will not share, lend, or allow anyone else to use my medications.  I will keep all medications away from children.

_____ 5. I will plan for when I need more medication and will request my medication refills during regular office visits.  Refills will not be made at night, on holidays, or on weekends for safety reasons.

_____ 6. I understand that the use of alcohol and illegal/illicit drugs in combination with my prescribed medication may harm me and could be lethal.  I agree to not use any illegal/illicit drugs or any medications not prescribed to me.
_____ 7. I agree to participate in random drug testing.  I understand that a drug screen is a test that checks to see what medications or other substances I am taking.

_____ 8. I understand that controlled medications can cause drowsiness.  I will not drive a motor vehicle, care for young children, or operate equipment or machinery that is dangerous while I am sleepy or drowsy.

_____ 9. I understand that I need to obtain my controlled medications from one pharmacy.  I will inform my provider in advance if I change to a different pharmacy.

My Pharmacy: 
 Pharmacy Phone #: 

_____ 10. I authorize my clinician to provide a copy of this contract to my pharmacy and other members of my healthcare team.
_____ 11. For the purpose of optimizing my medical care, I authorize my clinician to discuss all aspects of my condition, assessments, diagnoses, and treatment details with pharmacists, physicians, and all other health care team members when necessary, including mental health, drug addiction, and HIV if they pertain.

_____ 12. I will participate in medical, psychological, physical therapy, psychiatric, or other assessments recommended by my provider.
_____ 13. I understand that if I do not comply with this agreement, my controlled medications may not be refilled due to the associated medical and safety risks, and my treatment with these medications may be discontinued.

_____ 14. I understand that if a violation of this agreement involves obtaining controlled medications from another individual, misusing or selling controlled substances, or using illegal drugs, I may no longer be able to obtain treatment from this healthcare team.  This may be reported to other healthcare providers, medical facilities, and other agencies as appropriate.
_____ This agreement has been explained to me by my healthcare provider, and my questions concerning this agreement have been answered.  I understand the consequences of violating this agreement.

Signature of Patient:
   Date: 

Name of Patient: 

Provider Signature: 
   Date: 

___ I have not executed this contract with my patient, _________________________________, because he/she has not given any indication of the ability to comprehend the contents or intent of this document.

___I have not presented this contract to my patient, _________________________________, because, in my clinical judgment, he/she would suffer immediate and severe injury from a discussion of this document.


Signature of Provider
Date

