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HIPAA Policy/Consent 


The i)epartmem ofHea.ltb and Hwnan Servic(!s has tstabHshcd a ".Privacy Rule" ie} help insure 
that health care informati(Hl is protected privacy. The Privacy Rule in nrdet to 
provide a for healtll cafe to obtain patient's consent tbr uses ofhe.altb 
information about the patrem tt) carry om 'treatment payments or health care (.}per4tiotls, 

As our patient 'we want you to KnO\V that we fhe privacy ofyrmr persona! fec(jtds and 
wiH do aU we ·can to Si:~ure , We strive to ~ke to 
your Wboo it is appropriate and nocessmy, wc provide the necessary information to 

only those we afe in need hea!th information and informlldon <lOOlittre.ailnentt payment or 
heiilth care operatiotls, in tt) provide health care that is in your best ;fit,,,_,,. 

We ~f£O want you to !mow tha! we support your access to your persona! recoros, We 
may have indirect treatment relationships with you (such as laboratories that only interact with physicians 
and not patients). <rnd have to di.sclose health for purposes oftl'eatment. 
payment, or heafth care operations. These entities are most often not re£jui~ to sign patIent consent 

Y00 may refuse to consent to the use or health ihformatiotl, but thiS 
must be in ""ritlllg. Under we have the right to refl.lSl! to treat you you to refuse to 
""""".v:'" your Personal Health IIl!brmation (PHI). to consent In document. at sOIue 

ttltu~ time you to 

You may !lot revi;~ke actions thl'lt have a!~ady tak!jJl which ~lied on or a rln:'!t"'HHiS;[V 

signed consent have any objecticl!1S to form, please aSK to speak with our HI PitA Compliance 
Officer. You have the to our privacy t<> ret!ucst resuictors and revoke consent in 
writing l'liter you reviewed our privacy notice. 

We to achieve the very Mghest stIDtdards (}fethics nnd 
our patic'iitS. Our policy is to listen to OHr patients ill1d oU!' 

any service pmv!em so that \','{t may the situation promptly. 

in 
We welcome yo

sel'vic.'{ts fbI' 
ur input regarding 

Thank 
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I am "'",,,,,, .. ,,, the foUowing persons to receive 

PH (5(2)Suite 
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Pain Treatment with Opioid Medications: Patient Agr..menf' 

(initial each statement after reviewing): 

___ Iwill keep {and be on time lor) 811 my scheduledappmmmenuwith the dottor and other 
members ohlle trl!atment team. 

___. wiil keep the secure~ and out of the Children. If the medkine Is lost 
orstolenJ ( understand itwill not be replaced ~ntil my next appointment and may not be replaced at 
al•• 

___ , Will take my medh:atioft as instructed and not change the way f take it without first talking 
to the doctor or other member atthe treatment team. 

~__ Iwiflnot call betw:een~ppointrnents, at night or the weeke,nds for refills. f understand that 
preSCriptions will be filled only dudn« scheduled Qffic::e visits with the trdtment team. 

-,-,_~' will make sure I have an appoln!ment for refi11s~ rnam having trouble making an 
appointment, I win teU a treatment team immediately. 

,.--.__ • will always treat the staff at the office respectfully. I understand. that If I am disrespectful to 
staffor disNpt the care of other my treatment will be stoJppeCl. 

___I will siJna rt:~Me form to let the doctor speak to aflother or providersthat I see. 

___ Iwin use on.V one pharmacyto.get a'i my medicine: _____---­

pharmaql' name/Phone $# 

___, will not get any opioid medic:ine or ether medidru!!i:hat can be addictive such as 
'henzDdiazepines Idonopkt~ Xanax~ vanum) or stimulants (Ritalin,. amphetamine, without temng a 
mernberofthe treatment team before J fill prescription. {understand that the only exception to this is 

·need pain ~c:inefor an emergency of the evening during the weeICi~ndi5. 

1 



-.".a....... NLD_~.JitM. 


~-..-..",,-~ 
~<--..,-~~~.~~ 

___, will not use mepl drugs such as heroin. cocaine. THe marijuana, or amphetamines. I 
understand that if I do, my treatment wifJ be stopped. 


___I will come in for drug testing and tounting of my pills within 24 hours of being called. I 

understand that f must make sure the offrce has my current contact information in order to reacl1 me. 

Any missed test wiU be ~cmsidered positive for my illegal drugs. 

___" Will keep up to date with any bills from the offke and teJl the doctor or member of the 
treatment team immediately if t lose my insurance or can't pay for treatment. 

~~_ i understand that I may lose my right to treatment. If I break any part of this agreement. 

PAIN TREATMENT PROGRAM STATEMENT 

We here at Padflc Comprehensive Pain Management 3851 Katena Ave #301 Los Alamitosl CA 90120 

We win he'p you schedule regular appointments for medicine refills. If We must cancel or charge your 
appointment for any reaSOn, you have enough medfcationto 'ast until your nextappointment. 

We will make sure that this treatment is as safe as pOssible. We will check regulanyto make sure you 

are not having side effects. 


We will keep track of your prescriptions: and test for appropriate drug usage. 


We will help connect you with other forms of treatment to help you with your condition. We wm bell' 

set treatment goals and monitor your progress in achieving those goals:. 


We will work with any other doctors or providers so that they can treat you safely and effectively. 


Jf you become addicted to these medications, we wUl help you get treatment to safelywean from the 


medication. 

PATIENT SIGNATURE PATIENT NAME PRINT DATE 

PROVIDER NAME PRINT DAT£PROVIDER SIGNATURE 
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PATIENT AGR!MENT fORM 

PatiemName! 

MedicaJReeords Number. 

AGREEMENT fOR l.QNG TERM CONTftOum SUBSTANCEPRESCR1PTIQNS 

The use ml~ofm~dJcationfsn may 
causeaddktion and one part of the (print 
nemeof rondition..e.g"f pain. Anxiety etc.) as much as pQlisib,lew~hout causi .... , dangerous side effects. 

The goals of thiJmedldnes are; 

*' 	 To li'ttf.'lrove my abUity to work and mndion at home. 
• 	 To help nameofconditkm-e.g'$ pain. Anxiety 

etc.} much possible withoutawslng dangerous side effects. 

i ha~e beefl told that: 

injured. 

2. I may get addicted to thfsmedidne. 
3. If t or anyone in my family has a history ofdrug of aJe;ohol probltrnsfthe~fll higher 

chance bf ~dittion. 
4. If I need to _op thi$ me4iclnel I mUst do itsiowtV 'Or • may get very sfdt. 

• 	 I am responslbfefot my medicine,. I. win not share, ortrade my medicine. I wnl not take 
anyone medicine, 

• 	 f will not my medicine until I speak with my dodor or nurse.. 
• 	 My medicine not be replaced if it is lost, stofen, or used up sooner thIn prescribed. 
• 	 Iwill keep all aj:lpo'ntments set: up bV mydoctore.I., primat'ycare, physical therapy, mental 

health" substance abuse treatment, pain management) 
• 	 I win bri,. pin bO~$ with any remainkti. pills of my medicine to my climc 
• 	 j _tee to a blood or urine sample, if ~otest fur proper drug utilization. 



.~~M.D.. 1tA..el1!:M.. 

~th:r::t:# ~=r4~~~I::-]}n~~~ 
~-.~

liFIIIS 

Refills will be made only during regular office hours... Monday· Friday, 8:00 Am--4:30 PM. 

No refills on nights, haUdays. or weekends. I must call at least three (3) working days ahead (M~FJ to 

ask for a teliU of my medicine. No exceptions will be made. 

I must keep track of my medications. No early or emergency refills may be made. 

PHARMACY 

I win only one pharmacy to get my !'nedldne. My dQd:Of may talk to the pharmacist about my 
medicines. 

The name of my pharmacy 

PRESCRIPTIONS FROM OTHER DOCTORS 

If I see another dottor who gives me a controlled substanee medicine (for example a dentist, a doctor 
from the emergency room or another hospital, etc.) I must bring this medicine to primary care In the 
original bottfet even if there are no pills jeft~ 

PRIVACY 

While I am taking this medicine, my dottor may need to contact other doctors or family members to 
get information about my (afe and/or use of this medicine. r will be asked to sign a release form .n 
this time. 

TERMtNAT10N OF AGREEMEln I ' 
If f break any of the rules, or ifmy doctor decides that thl~ medicine is hurting me more than helping 
me, this medidne may be stopped by my doctOr in a safe rav. 

I 

I have spoken about this agreement with my doctor and i/undemand the above rules. 
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PROVIDERS RESPONSI8Ufll::S 


dl'H':tnr, 1~ to perform fAimillar Cbertks to sa hoW well the meditb1E~ Is working. 


DATE 


It 	 This document bas been di~ussed with. and signed bV the physfeiani and patient. (A signed 
(OPV stamped with patient tard should he sent to the medical record$ department and a to,v 
givet't to the patient. ) 
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