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PAIN MEDICINE AGREEMENT/CONSENT FOR TREATMENT
I, (the “Patient”) or I, (the Patient’s authorized representative) ____________________________________________________
understand that in order to receive care for the management of pain, I must comply with the rules, regulations and policies that
have been established by Gramercy Pain Center LLC.
I understand that Gramercy Pain Center is a consulting practice. My primary or referring physician will continue to care for my
medical needs and history. Once stabilized on a medical regimen, I may be sent back to my primary physician for continued
prescriptions and follow up care. Gramercy Pain Center will generally provide a treatment plan and set up goals which may or
may not include a multidisciplinary approach using medications, physical therapy, psychotherapy, behavioral medicine, and
stress management team.
I understand pain represents a complex problem and in some cases only limited progress can be achieved. I agree to assume
full responsibility and actively participate in all aspects of the Pain Medicine Program, which includes medications, physical
therapy, psychotherapy, behavioral medicine, and sessions with the stress management team.
GUIDELINES AND POLICIES
The physician has the right to exercise his/her judgment in determining any violations, which may include, but are not
limited to: compromised physician-patient relationships, violation of privacy by discussion of medications and/or
treatment of other patients, displays of inappropriate behavior while in the office and hospital, infringements,
infractions or inappropriate use of any medications including all pain medications prescribed at the Pain Management
Office or obtained from another source which is in direct violation of our medication agreement or deemed illicit by
law. The patient will be subject to immediate dismissal from our Pain Management Office.
1.

I agree to obtain my pain medications and adjuvant therapy only from Gramercy Pain Center unless otherwise indicated by the
pain management physician.

2.

I agree to accept generic brand medications.

3.

I am aware as a patient at Gramercy Pain Center; I may be required to undergo a psychological and psychiatric evaluation
periodically for stress evaluation, learning of coping skills, maintenance of opioid medication and adjuvant therapy, and setting
goals.

4.

I will take the medications at the doses and frequency prescribed by the physician or his designee. I will discuss any changes
in scheduled dosing with the physician or his designee during an office visit prior to making that change.

5.

I am aware that I am responsible for the allotted one month supply: if I use up the supply, additional medications may
not be given.

6.

I will give a minimum of 5 days notice for any medication refill that is required.

7.

I am aware that medication renewal is my responsibility. I will make arrangements with my pharmacy for appropriate
delivery. I am fully aware that any lost, stolen or damaged pain medications, including opioids, may not be replaced. Stolen
opioid medications must be reported to the police and a police report should be obtained for your file in our office. In
addition, medications lost, stolen or damaged during vacations, extended visits or holidays may not be renewed.

8.

I understand that my prescribed medications can be dangerous to other people. I will protect my prescribed medications at all
times. I will keep them away from children and safeguard those around me. I will not open the medications over a sink or
bathroom. I will not share my prescribed medications with anyone else.

9.

Gramercy Pain Center requires patients to take a random urine or blood test for screening. I understand that if I refuse to
take such a test or if illegal or non-prescribed medication is detected, this may result in my immediate dismissal from
our office. I will not hold any members of Gramercy Pain Center, including the physicians, accountable or liable for the
discontinuation of my care.

10. Prescriptions will only be renewed during regular scheduled office visits.
11. Prescriptions will be renewed no sooner than five days before the last scheduled monthly dose. I will contact Gramercy Pain
Center between the hours of 9 AM to 5 PM Monday through Friday. I am also aware that the office is closed during the
weekends and no renewals will be available. I am also aware that if I leave a message after 5 PM my message will not be
picked up until the next business day.
12. During off hours, if my pain becomes severe, or I am experiencing side effects to my medication, I will go to the nearest
Emergency Room and accept evaluation of the Emergency Department staff.
13. I will keep my pain medications locked up at all times except when coming to Gramercy Pain Center. I will be the sole
person who has access to them including family members.
14. Opioids prescriptions will only be provided by regular mail to the designated pharmacy at the discretion of our office. No faxes,
UPS, Fed-Ex, or scanning of any opioid prescription will be allowed.
15. All pain medications including all pills and the bottles must be brought in on each and every visit.
I will continue to strive for trust and confidence during my care. I will conduct myself, in a manner which is deemed appropriate,
and safeguard the privacy of other patients’ diseases, ailments and/or treatment plans. I will be courteous to the staff and other
patients while in our office. I will respect the office staff, their designee and their decision should a physician not be immediately
available. This will continue to insure a healthy patient-physician relationship.
I have been made aware of the guidelines and policies of Gramercy Pain Center. I have read each of the above and fully
understand. I have had the opportunity to ask questions which have been answered to my satisfaction. I am signing this
agreement, which will be placed in my file. I will fully comply with the above which has been set forth. I am aware that with any
violations, I will be subject to termination of my care.
I will maintain my scheduled office appointments and will give a 24-hour notice if not able to attend. Those who fail to
comply may jeopardize future appointments and be subject to dismissal or a charged fee.
I give my consent for follow up on phone calls and consent to leave messages:

Yes

No

Notice of Privacy for Physician Practices given.

______________________________
Patient’s Signature

______________________________
Date

______________________________
Witness (that signature is genuine)

______________________________
Signature of other responsible person
_____________________________
Relationship to Patient

If signed by other responsible person, reason patient did not sign__________________________________________________

Copy Given to Patient

Date: ______________________

Physician Certification

I hereby certify that I have discussed the procedures described in the Consent Form with my patient, and in my opinion, he/she
fully understands what I told him/her and the matters set forth in the Consent Form.

_________________________________
Physician’s Signature

___________________________
Date

