Medication Agreement
If you receive any medications from another physician or a pain management doctor, please list them below. By signing this form you agree to the following rules and conditions of this office regarding refills of prescribed medications.

MEDICATION

 DOSE

 QUANTITY

 PER MONTH

PRESCRIBER
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________

1. I will limit my dose of medications to the dose prescribed. I will discuss any future changes

    in my dose with my provider. I will not seek pain medicine from another doctor.
2. I am responsible for my medications. I will keep my pain medicine safe at all times. 

    Lost, misplaced or stolen prescriptions will not be replaced.

3. Refills will be made only at the prescribed level. No early refills will be authorized.

4. No refills will be authorized after-hours, on holidays or on weekends.

5. What Pharmacy do use?  ______________________________________________________

    I will obtain all refills for these medications only at this pharmacy.
6. I will be honest with my doctor and any other health care professional involved in my pain 
    management, such as pharmacists, other doctors, emergency departments, ect.
7. I understand that my provider may stop prescribing opioids or change the treatment plan

    if I do not show any improvement in pain from opioids or my level of activity has not

    improved.

8. I will see an addiction expert if my doctor wants me to.
9. I will not take pain medicine from anyone else nor will I give or sell pain medicine to my 

    family or anyone else. 

10. I understand that failure to comply with any of these conditions will result
      in termination of prescriptions prescribed by Dr. Gallagher and will also result 
      in termination from care at Gallagher Orthopedics & Sports Medicine.
Patient Signature _______________________________________ Date ___________________
Provider Signature ______________________________________ Date ___________________

