vi.  Informed Consent for Opioid Therapy
Please review the information listed here and put your initials next to each item when you have reviewed it with your provider and feel you understand and accept what each statement says.
 
I will be prescribed opioid pain medications by my provider for the following conditions(s):

 
 I understand that when I take these medications I may experience certain side effects or potentially dangerous reactions including fatigue, constipation, nausea, allergic reactions, problems thinking clearly, slowing of my breathing or of my reactions.
 
I am aware that when I take these medications it may not be safe for me to drive a car, operate machinery, or take care of other people. If I feel any effects of the medication including sedation, confusion or generally impaired I will not put other people in danger by my actions. 
 
I understand that when I take these opioid pain medications on a regular basis, I will become physically dependent on them. This means my body will expect to take these daily medications, and I would experience withdrawal sickness if I stop them or cut back on them too quickly. Withdrawal symptoms include but are not limited to abdominal pain, nausea, vomiting, diarrhea, sweating, body aches, muscle cramps, runny nose, yawning, anxiety, and sleep problems.
 
  I may become addicted to these pain medications and if at any point, I cannot control how I am taking these medications or do so in a dangerous way, I may require addiction treatment.
 
  I have told my provider if I or anyone in my family has had problems with mental illness or excessive use of alcohol or drugs, as this puts me at an increased risk to develop an addiction to these medications. 
      I understand that if I take more medication than as prescribed by my provider or take any additional pain medication such as benzodiazepines, barbiturates, psychiatric medications or other sleep aids this could cause me to be dangerously sedated and could result in my death.  
     I understand taking medications such as buprenorphine (Suboxone®, Subutex®, naltrexone (ReVia®), nalbuphine (Nubain®), pentazocine (Talwin®), or butorphanol (Stadol®) will reverse the effects of the opioid pain medication I am taking and cause me to experience withdrawal.
           I take full responsibility to tell any provider that is treating me or prescribing me medications that I am taking opioid pain medications to avoid any possible interactions with my pain medication. 

 

I understand the   risks and benefits of taking opioid pain medications for my condition and have discussed other options that include;  

 

I am willing to take opioid medications as I have tried other medications and they have not controlled my pain well enough. 
 

I understand these medications will serve to decrease my pain, however they will not take my pain away completely. 
 
    I understand I am to use these medications to improve my daily living activities including work, taking care of myself and family and if these medications do not help me they will be stopped. 
                  For Men: Taking opioid pain medication may lower my testosterone levels and affect my sexual function if taken chronically. 
 
   For Women: I understand that I must tell my provider immediately if I am pregnant or plan to become pregnant. If I am pregnant and continue taking these medications my baby will become physically dependent on opioids and may need withdrawal therapy after birth.

          I have reviewed this form with my provider and have asked any questions I have. I understand the statements written and by signing below I give consent for treatment with opioid medications for my chronic pain condition. 
                                                                                                                                                             
Patient signature
Patient name printed
Date

Provider signature
Provider name printed
Date

 

