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Treatment Plan for Prescription Opioids 

 
Patient name:                 Date   
 
Prescriber name:     
 
The purpose of this agreement is to structure our plan to work together to treat your 
chronic pain. This will protect your access to controlled substances and our ability to 
prescribe them to you.  
 
I (patient) understand the following (initial each): 
_ Opioids have been prescribed to me on a trial basis. One of the goals of this 

treatment is to improve my ability to perform various functions, including return to 
work. If significant demonstrable improvement in my functional capabilities does not 
result from this trial of treatment, my prescriber may determine to end the trial. 
 
Goal for improved function: 
____________________________________________________________ 

 
_ Opioids are being prescribed to make my pain tolerable but may not cause it to 

disappear entirely. If that goal is not reached, my physician may end the trial. 
 
Goal for reduction of pain: 
____________________________________________________________ 

 
_ Drowsiness and slowed reflexes can be a temporary side effect of opioids, especially 

during dosage adjustments. If I am experiencing drowsiness while taking opioids, I 
agree not to drive a vehicle nor perform other tasks that could involve danger to myself 
or others.  

 
_ Using opioids to treat chronic pain will result in the development of a physical 

dependence on this medication, and sudden decreases or discontinuation of the 
medication will lead to symptoms of opioid withdrawal. These symptoms can include: 
runny nose, yawning, large pupils, goose bumps, abdominal pain and cramping, 
diarrhea, vomiting, irritability, aches and flu-like symptoms. I understand that opioid 
withdrawal is uncomfortable but not physically life threatening. 

 
_ There is a small risk that opioid addiction can occur. Almost always, this occurs in 

patients with a personal or family history of other drug or alcohol abuse. If it appears 
that I may be developing addiction, my physician may determine to end the trial.  
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I agree to the following (initial each): 
_ I agree not to take more medication than prescribed and not to take doses more 

frequently than prescribed.  
_ I agree to keep the prescribed medication in a safe and secure place, and that lost, 

damaged, or stolen medication will not be replaced.  
_ I agree not to share, sell, or in any way provide my medication to any other person. 
_ I agree to obtain prescription medication from one designated licensed pharmacist. I 

understand that my doctor may check the Utah Controlled Substance Database at 
any time to check my compliance.  

_ I agree not to seek or obtain ANY mood-modifying medication, including pain 
relievers or tranquilizers from ANY other prescriber without first discussing this with 
my prescriber. If a situation arises in which I have no alternative but to obtain my 
necessary prescription except from another prescriber, I will advise that prescriber of 
this agreement, and immediately advise my prescriber that I obtained a prescription 
from another prescriber. 

_ I agree to refrain from the use of ALL other mood-modifying drugs, including alcohol, 
unless agree to by my prescriber. The moderate use of nicotine and caffeine are an 
exception to this restriction.  

_ I agree to submit to random urine, blood or saliva testing, at my prescriber’s request, 
to verify compliance with this, and to be seen by an addiction specialist if requested.  

_ I agree to attend and participate fully in any other assessments of pain treatment 
programs which may be recommended by the prescriber at any time.  

 
 
I understand that ANY deviation from the above agreement may be grounds for the 
prescriber to stop prescribing opioid therapy at any time.  
 
 
_______________________________   ____________ 
Patient Signature    Date 
 
 
_______________________________   ____________ 
Prescriber Signature   Date 
 
 
 
 
 
 
 
 
 
          




