
New Patient Information

Name:     ________________________       ______________________        __________________________
First Middle Last

       DOB:   SSN: _______-_______-_______     Gender:       Female       Male   

Address:  Apt: 

City:  State:  Zip: 

Cell Phone #:  Home Phone #: _

Work Phone #: ___________________ Occupation: ____________________  E-Mail: __________________

Emergency Contact:  Relation:  Phone: _

Ethnicity: ____African American _____Caucasian   _____Hispanic   _____Asian  Other: 
       Primary Language:  

  Phone: 

  Phone: 

Primary Care Provider (PCP): 

Referring Provider:  

Referral Source:  

      AUTHORIZATION TO RELEASE INFORMATION

      Name______________________________________               Relationship to Patient _________________________________
      Name______________________________________              Relationship to Patient _________________________________

PRIMARY INSURANCE INFORMATION

Policy Holder’s Name: 

Policy Holder’s Date of Birth: _ 

Relationship to Patient:  

SSN:  

Insurance Name: ________________________ 

Subscriber ID: ___________________________ 

Group #  _______________________________ 

SECONDARY INSURANCE INFORMATION

Policy Holder’s Name: 

Policy Holder’s Date of Birth: _ 

Relationship to Patient:  

SSN:  

Insurance Name: 

Subscriber ID:  

Group#:___________________________________

Andrew H. Messiha, MD
23521 Paseo de Valencia, Suite 204
Laguna Hills, CA 92653

Patient Initials:______________________ Date of Birth:____________________



New Patient Intake Form

New Patient Intake Form

Full Name:     Age:        Occupation:  

1. Chief complaint (pain):

2. Onset of symptoms (date/description):_________________________________________________

3. Are you experiencing radiating pain? (description):

Shade areas of pain or discomfort on the images below:

Front Right Side Back Left Side

1. Please rate your pain on a scale of 0-10, with 0 being no pain and 10 being the worst pain imaginable:
A            At its best: ______________                           At its worst:                                         At this moment:   :

2. Select the frequency at which your pain occurs (check): 
Continuously       Several times a day       Intermittently         Occasionally  Less than daily

3. When is your pain worse?    Morning      Afternoon    Evening   All the Time No Usual Pattern

4. Describe any changes in pain intensity since its onset:      Better           Worse      No Change

Andrew H. Messiha, MD
23521 Paseo de Valencia, Suite 204
Laguna Hills, CA 92653

Today's Date:______________

Patient Initials:______________________ Date of Birth:____________________



New Patient Intake Form

5. Select one or more items below to describe your pain (check all that apply):
Aching         Burning  Cramping       Dull       Electric Shock Sharp Shooting          
Stabbing      Throbbing Deep       Numb       Tingling Other: __________

6. Please check the ones your pain interferes with (check all that apply):
General Activity Mood            Walking Ability
Sleep Enjoyment of Life

 Normal Work 
   Intimacy

7. What makes the pain worse? (check all that apply):
Standing         Sitting  Walking        Movement          Lying down                     Bending forward
Arching backward  Coughing     Sneezing  Using the restroom         Other: ______________

8. What makes the pain better? (check all that apply):
Standing        Sitting       Walking       Movement       Lying down     Coughing    Sneezing 
Bending forward            Arching backward               Using the restroom        Other: ___________

9. What tests have been done and when? (check all that apply & give dates and location of imaging):
X-ray: ________ MRI: ________ CT: ________   EMG: ________ Bone Scan: ___________
Other: ______________________

10. Do you have any of the following symptoms associated with your pain?
Numbness/Tingling   If yes, where? _____________________________________________________
Weakness    If yes, where? _____________________________________________________________
 Bowel/Bladder Incontinence  If yes, when did it start? _______________________________________

11. List the names of other doctors or specialists you have seen for your pain or who have treated your pain:
____________________________________________________________________________________
____________________________________________________________________________________

12. Please check all procedures or modalities you have tried to manage or treat your pain: Did it help?
Acupuncture Massage 
Biofeedback Meditation
Chiropractor Nerve Blocks  
Epidural Physical Therapy 
Facet Block Psychotherapy
Ice/Heat Surgery
Medications TENS
Other

13. Are you involved in any litigation or lawsuit regarding your pain? Yes   No

14. Are you seeking Workers’ Compensation as a result of your pain? Yes   No

15. Medical Illnesses (please check all that apply):

Arthritis    Cancer: ____________    Diabetes Headaches     Hepatitis     Asthma     COPD       Stroke

Hypertension   Kidney Disease     Thyroid Disease     Seizure Disorder     GERD      Other: __________

16. Prior Surgeries (please list type & date):
____________________________________________________________________________________
____________________________________________________________________________________

Patient Initials:______________________ Date of Birth:____________________



New Patient Intake Form

17. Allergies:

18. Current Non-Pain Medications (name and current dose):

       Do you take any of the following blood thinners? (check all that apply):

Aspirin Coumadin Plavix Heparin Brilinta          Eliquis        Xarelto       Lovenox

19. Current Pain Medications:

20. Previous Pain Medications:

21. Social History check:   Single Married

Use tobacco? Amount_____________ 

Use illegal drugs?     YES  or          NO    
Type_________________________

Divorced           Widowed            Legally Separated 

Use alcohol? Amount___________________________   

Been treated for alcohol or drug addiction?    YES  or       NO

Rev. 02/03/2022
Patient Initials:______________________ Date of Birth:____________________



22. Family History (check all that apply):

 Cancer Who:________________________________________________________________________
 Diabetes Who?_______________________________________________________________________                       
Heart Disease Who?___________________________________________________________________    
Stroke Who?_________________________________________________________________________   
Depression/Suicide Alcohol/Drug Abuse WKo?___________________BBBBBBBBBBBBBBBBBBBBBBBBBB

I, the undersigned, have completed this form. The information that I have provided is true and accurate to the best of my 
knowledge.

X________________________________________
DatePatient/Legal Guardian Signature

X________________________________________ _______________________________________
Person signing on patient’s Behalf/Relationship Reason patient is unable to sign

Patient Initials:______________________ Date of Birth:____________________



©2009 Inflexxion, Inc.  Permission granted solely for use in published format by individual 
practitioners in clinical practice. No other uses or alterations are authorized or permitted by 
copyright holder.  Permissions questions: PainEDU@inflexxion.com. The SOAPP®-R was 
developed with a grant from the National Institutes of Health and an educational grant from Endo 
Pharmaceuticals. 

SOAPP®-R 

The following are some questions given to patients who are on or being considered for 
medication for their pain. Please answer each question as honestly as possible. There 
are no right or wrong answers. 
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1. How often do you have mood swings?

2. How often have you felt a need for higher doses
of medication to treat your pain?

3. How often have you felt impatient with your
doctors?

4. How often have you felt that things are just too
overwhelming that you can't handle them?

5. How often is there tension in the home?

6. How often have you counted pain pills to see
how many are remaining?

7. How often have you been concerned that people
will judge you for taking pain medication?

8. How often do you feel bored?

9. How often have you taken more pain medication
than you were supposed to?

10. How often have you worried about being left
alone?

11. How often have you felt a craving for
medication?

12. How often have others expressed concern over
your use of medication?

Patient Name: __________________ Date of Birth: ________________



©2009 Inflexxion, Inc.  Permission granted solely for use in published format by individual 
practitioners in clinical practice. No other uses or alterations are authorized or permitted by 
copyright holder.  Permissions questions: PainEDU@inflexxion.com. The SOAPP®-R was 
developed with a grant from the National Institutes of Health and an educational grant from Endo 
Pharmaceuticals. 
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13. How often have any of your close friends had a

problem with alcohol or drugs?

14. How often have others told you that you had a
bad temper?

15. How often have you felt consumed by the need
to get pain medication?

16. How often have you run out of pain medication
early?

17. How often have others kept you from getting
what you deserve?

18. How often, in your lifetime, have you had legal
problems or been arrested?

19. How often have you attended an AA or NA
meeting?

20. How often have you been in an argument that
was so out of control that someone got hurt?

21. How often have you been sexually abused?

22. How often have others suggested that you have
a drug or alcohol problem?

23. How often have you had to borrow pain
medications from your family or friends?

24. How often have you been treated for an alcohol
or drug problem?

Please include any additional information you wish about the above answers. 
Thank you. 

Patient Name: __________________ Date of Birth: ________________



We will make every effort to verify your eligiblity and benefits prior to your visit.  It is your 
responsibility to ensure that your insurance and coverage is reported to us accurately, and that 
any updates to your insurance and/or coverage is reported to us immediately in order to ensure 
accurate and timely billing.    

The undersigned patient and/or responsible party, in addition to continuing personal responsibility, and in 
consideration of treatment rendered or to be rendered assigns to the physician or facility named above the 
following rights, power and authority. During the course of treatment by AHM, charges will be accumulated 
and routinely filed with your insurance company. Charges not covered by your insurance company, patient 
co-pays, deductibles and co-insurance will be your responsibility and are due at the time of service.

Please select what option best applies below:

_______   Private-pay Election:  I certify that I have no insurance or have insurance that is not accepted 
by this medical provider, or that I do not wish my insurance to be billed, and I am solely responsible for all 
fees assocaited with my care.  I acknowledge that I have been told my estimated fees with AHM will be, 
and that AHM may change the private pay fee schedule as needed at any time at which time I will be 
notified of that fee in advance.  All fees are due at time of service.

_______   Insured Election:  I certify that the insurance reported to  is a complete listing. I understand that 
the office will not extend credit on, or submit a claim for any insurance not reported at the time of service. 
I also understand that any claim not paid for by my insurance within 60 days from the date filed, will 
become my responsibility and payable upon billing.

_______   Work Comp/Personal Injury Election:  I certify that I have an active workers’ 
comp or personal injury arrangement in which they have taken full financial responsibility for 
my treatment process at AHM/SPSC, and that proper authroization has been recieved.

Signature of Patient: Date: 

Print Name: 

(For Office Staff ONLY)

Witness Signature: Date:

Patient Initials:______________________ Date of Birth:____________________
Page 2 of 2

Insurance Election Form 



Andrew H. Messiha, MD 
23521 Paseo de Valencia, Suite 

204 Laguna Hills, CA 92653 
P) 949-458-2026   F) 949-273-8053

Financial Policy 

We would like to share our financial policies and billing procedures with you. We hope you find this information helpful. If you have 
any questions or concerns, please contact our billing manager. 

1. As a courtesy, we are happy to file insurance claims for your primary insurance. If you have Medicare and a secondary
insurance, please confirm with Medicare that you are set up for a crossover which will allow Medicare to send their
Explanation of Benefit (EOB) directly to your secondary insurance for payment. 

*You as a Medicare beneficiary are the only person who can contact Medicare and give Medicare permission to 
send the EOB (Explanation of Benefit) directly to your secondary insurance. 
*If Medicare does not crossover, you will be responsible for billing your secondary insurance and paying for the
balance as well. 

2. As a patient, you are responsible for co-payment/co-insurance amount, plus any deductible at the time of service.

3. If our office cannot verify your insurance benefits or if you have no insurance, payment in full is expected at the time of the
service. We accept most forms of payment.

4. If your insurance carrier sends payment directly to you, then payment is due in full at your visit. In the event that your
insurance does not cover all services, you will be billed for services that are not covered.

5. Our statements are sent out on a monthly basis. All charges are due and payable within 30 days of receipt. We will make
every effort to work with you, so please contact our billing manager if there is a need for a payment plan.

6. If your insurance has not paid your account in full within a reasonable amount of time and after reasonable effort has
been made, you will be billed the entire balance.  If you are unable to keep your account current, we will not be able to
provide additional medical services to you unless you have set up a payment plan for your balance. We may require that
you pre-pay for all future services.

7. In the event that payment is not made on your account, and it is placed in collection, you are required to pay the balance so
that medical service can be continued.

8. There will be a $30.00 service fee on all returned checks in addition to the amount of the original check and the bank
penalty.  Please understand that we can only accept a cash payment to settle this issue.
If there is a repeat incident, we will no longer be able to accept your check.

9. Please notify us with at least 24 hours’ notice if you must cancel your appointment so that we may let another patient have
your appointment time.  If you do not provide at least 24 hours’ notice or do not show up for your appointment, there will
be a “no-show” fee of $50.00 for office visits and $100.00 to $150.00 for missed procedures, depending on the length of the
procedure, to be paid at your next office visit.

I have read and understood the foregoing Financial Policy and agree to abide by the terms of the policy.  

By signing below, I have read and understand the Financial Policy and agree to abide by the terms of the policy. 

_______________________________ _______________________________ _____________________ 
Print Name Signature  Date 

Patient Initials:______________________ Date of Birth:____________________



ANDREW H. MESSIHA, M.D., INC. 

SADDLEBACK PAIN AND SURGICAL CENTER 

Pharmacy Authorization Form 

Name of Patient:  _________________________________  Date: _______________ 

I, ______________________________________, give permission to the office of Dr. Andrew 
Messiha to assess my current medication lists through my pharmacy.   

My Current pharmacy is _____________________________________. 

The Pharmacy address is: 

_________________________________________________ 
Street Name 

_________________________________________________ 
City, State, Zip Code 

__________________________________________________ __________________ 
Patient Signature  Date 

Patient Name: __________________ Date of Birth: ________________



Andrew H. Messiha, M.D., Inc. 
Notice of Privacy Practices 

Page 1 of 3 

ANDREW H. MESSIHA, M.D., INC. 
SADDLEBACK PAIN AND SURGICAL CENTER 

23521 Paseo de Valencia, Suite 204 
Laguna Hills, CA, 92653 

Phone:  949-458-2026   Fax:  949-273-8053 

NOTICE OF PRIVACY PRACTICES (HIPPA) 

Effective Date:  January 1, 2020 

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET 

ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 

This Notice of Privacy Practices describes how we may use and disclose your protected health 
information (PHI) to carry out treatment, payment or health care operations (TPO) and for other 
purposes that are permitted or required by law. It also describes your rights to access and control your 
protected health information.   is information about you, including 
demographic information, that may identify you and that relates to your past, present or future physical 
or mental health or condition and related health care services. 

Uses and Disclosures of Protected Health Information: Your protected health information may be used 
and disclosed by our organization, our office staff and others outside of our office that are involved in 
your care and treatment for the purpose of providing health care services to you, to pay your health 
care bills, to support the operation of the organization, and any other use required by law. 

Treatment: We will use and disclose your protected health information to provide, coordinate, or 
manage your health care and any related services. This includes the coordination or management of 
your health care with a third party. For example, we would disclose your protected health information, 
as necessary, to a home health agency that provides care to you. For example, your protected health 
information may be provided to a physician to whom you have been referred to ensure that the 
physician has the necessary information to diagnose or treat you. 

Payment: Your protected health information will be used, as needed, to obtain payment for your health 
care services. For example, obtaining approval for equipment or supplies coverage may require that 
your relevant protected health information be disclosed to the health plan to obtain approval for 
coverage. 

Healthcare Operations: We may use or disclose, as needed, your protected health information in order to 
support the business activities of our organization. These activities include, but are not limited to, 
quality assessment activities, employee review activities, accreditation activities, and conducting or 
arranging for other business activities. For example, we may disclose your protected health information 
to accrediting agencies as part of an accreditation survey. We may also call you by name while you are 
at our facility. We may use or disclose your protected health information, as necessary, to contact you 
to check the status of your equipment. 

Patient Initials:______________________ Date of Birth:____________________



Andrew H. Messiha, M.D., Inc. 
Notice of Privacy Practices 

Page 2 of 3 

We may use or disclose your protected health information in the following situations without your 
authorization: as Required By Law, Public Health issues as required by law, Communicable Diseases, 
Health Oversight, Abuse or Neglect, Food and Drug Administration requirements, Legal Proceedings, 

Compensation. Required Uses and Disclosures: Under the law, we must make disclosures to you and 
when required by the Secretary of the Department of Health and Human Services to investigate or 
determine our compliance with the requirements of Section 164.500. 

Other Permitted and Required Uses and Disclosures Will Be Made Only with Your Consent, 
Authorization or Opportunity to Object, unless required by law. 

You may revoke this authorization, at any time, in writing, except to the extent that your physician or 
this organization has taken an action in reliance on the use or disclosure indicated in the authorization. 

Your Rights: Following is a statement of your rights with respect to your protected health information. 

You have the right to inspect and copy your protected health information. Under federal law, however, 
you may not inspect or copy the following records; psychotherapy notes; information compiled in 
reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and 
protected health information that is subject to law that prohibits access to protected health 
information. 

You have the right to request a restriction of your protected health information. This means you may 
ask us not to use or disclose any part of your protected health information for the purposes of 
treatment, payment, or healthcare operations. You may also request that any part of your protected 
health information not be disclosed to family members or friends who may be involved in your care or 
for notification purposes as described in this Notice of Privacy Practices. Your request must state the 
specific restriction requested and to whom you want the restriction to apply. 

Our organization is not required to agree to a restriction that you may request. If our organization 
believes it is in your best interest to permit use and disclosure of your protected health information, 
your protected health information will not be restricted. You then have the right to use another 
Healthcare Professional. 

You have the right to request to receive confidential communications from us by alternative means or 
at an alternative location. You have the right to obtain a paper copy of this notice from us, upon 
request, even if you have agreed to accept this notice alternatively, e.g., electronically. 

You may have the right to have our organization amend your protected health information. If we deny 
your request for amendment, you have the right to file a statement of disagreement with us and we 
may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal. 

You have the right to receive an accounting of certain disclosures we have made, if any, of your 
protected health information. 

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You 
then have the right to object or withdraw as provided in this notice. 

Patient Initials:______________________ Date of Birth:____________________



Andrew H. Messiha, M.D., Inc. 
Notice of Privacy Practices 
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Complaints: You may complain to us or to the Secretary of Health and Human Services if you believe your 
privacy rights have been violated by us. You may file a complaint with us by notifying our privacy contact 
of your complaint. We will not retaliate against you for filing a complaint. 

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal 
duties and privacy practices with respect to protected health information, if you have any questions 
concerning or objections to this form, please ask to speak with Dr , Compliance Office . 

Associated companies with whom we may do business, such as an answering service, billing company, 
or delivery service, are given only enough information to provide the necessary service to you. No 
medical information is provided. 

We welcome your comments: Please feel free to call us if you have any questions about how we protect 
your privacy. Our goal is always to provide you with the highest quality services. 

Acknowledgement 

I, ______________________________________, acknowledge receipt and understanding of this Notice 
of Privacy Practices. 

_______________________________________ _________________________ 

Patient Signature Date 

Patient Initials:______________________ Date of Birth:____________________



Disclosure of Physician Ownership and Financial Interest

State and Federal guidelines may require that physicians who may have an affiliation or ownership interest 
in or with the in and out of network facilities/services to which the physician prefers we must disclose this 
information. In the interest of providing our patients with complete information, we are providing the names 
of the out of network facilities where Andrew H Messiha MD may have an ownership interest/ affiliation 
with.

Saddleback Pain and Surgical Center   
23521 Paseo de Valencia, Suite 204, Laguna Hills, CA 92653 

Memorial Care Surgical Center at Orange Coast 
18111 Brookhurst Street, Fountain Valley, CA 92708

During your course of treatment at Andrew H Messiha MD, you may be referred to one of these 
facilities for medical services. These in-network or out of network facilities or provider may bill the 
patient for services not covered by your benefit plan. You have the right to choose the facility where you 
receive medical treatment/services, including the right to choose a facility/service other than the ones 
listed above so long as Dr. Messiha has privilleges there.

By signing below, I acknowledge receipt of the above disclosure information and have a right to a copy of 
this form.

Patient Signature Date             Office Staff Signature Date

Patient Initials:______________________ Date of Birth:____________________

Andrew H. Messiha, MD 
23521 Paseo de Valencia, Suite 204 

Laguna Hills, CA 92653



Andrew H. Messiha, M.D. 
Saddleback Pain and Surgical Center 

23521 Paseo de Valencia, Suite 204 Laguna Hills, CA 92653 
Tel: 949-458-2026 Fax: 949-273-8053 

Permission for Verbal Communications 

__________________________________ ___________________ 
Patient’s Name  Date of Birth 

I permit Andrew H Messiha MD and Saddleback Pain and Surgical Center,  their physicians, 
nurses, and other personnel  to contact, in person or by telephone, myself, other healthcare 
providers invoved in my care, and with the following family members or friends involved in my 
medical care regarding my medical care.

Name Relationship 

1.__________________________________________ _____________________________ 

2.__________________________________________  ____________________________ 

3.__________________________________________  ____________________________ 

I do not authorize anyone, outside of my healthcare providers, to have access to my 
health information. 

This authorization is limited to discussions regarding the following medical condition(s): 

____________________________________________________________________________ 

(If no limitations are listed, discussions will be permitted regarding any medical condition for which the 
patient has received care.) 

Release of information under this document is limited to verbal discussions with my Health Care 
Providers. This document does not permit release of any written health information to the 
individuals named above. 

This authorization is limited to the following time frame from _____________ to _____________ 
If no dates are indicated, this form will remain in effect for an unlimited amount of time. 

If, at any time, I do not want verbal discussions to be permitted between my Health Care Providers 
and any of the individuals named above, I must notify my Health Care Provider by contacting the 
office. 

__________________________________ ___________________ 
Patient’s Signature  Date 

If this Release is signed by a representative on behalf of the patient, complete the following: 

________________________________ ________________________________ 
Representative’s Name Representative’s Signature 

________________________________ 
Relationship to Patient

Patient Initials:______________________ Date of Birth:____________________
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Patient Agreement for Long-term Opioid Therapy 
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1. I, _______________________________ agree that Dr. Andrew Messiha will be the only
physician prescribing OPIOID (also known as NARCOTIC) pain medication for me and that I
will obtain all of my prescriptions for opioids at one pharmacy. The exception would be an
emergency situation or in the unlikely event that I run out of medication. Should such
occasions occur, I will inform my physician as soon as possible. ______ (Initial)

2. I will take the medication at the dose and frequency prescribed by my physician. I agree not
to increase the dose of opioid without first discussing it with my physician, and that an
appointment would be required. I will not request earlier prescription refills. No other pain
medications are to be taken unless first discussed with my doctor. ______ (Initial)

3. I will attend all reasonable appointments, treatments and consultations as requested by my
physician. I agree to other pain consultations/management strategies, as necessary. ______
(Initial)

4. I understand that the common side effects of opioid therapy include nausea, constipation
sweating and itchiness of the skin. Drowsiness may occur when starting opioid therapy or
when increasing the dosage. I agree to refrain from driving a motor vehicle or operating
dangerous machinery until such drowsiness disappears. ______ (Initial)

5. I understand that using long-term opioids to treat chronic pain may result in the
development of a physical dependence on this medication, and that sudden decreases or
discontinuation of the medication will lead to the symptoms of opioid withdrawal. I
understand that opioid withdrawal is uncomfortable but not life threatening. ______
(Initial)

6. I understand that there is a small risk that I may become addicted to the opioids I am being
prescribed. As such, my physician will require that I have randomized blood, urine, or hair
testing, and that I see a specialist in addiction medicine should a concern about addiction
arise. ______ (Initial)

7. I understand that the use of a mood-modifying substance, such as tranquilizers, sleeping
pills, anxiety medication, alcohol, or illicit drugs (such as cannabis, cocaine, heroin, or
hallucinogens), can cause adverse effects or interfere with opioid therapy. Therefore, I
agree to refrain from the use of all of these substances without prior agreement from my
physician. ______ (Initial)

8. I understand that I should check with my physician or pharmacist before taking other
medications including over the counter and herbal products. ______ (Initial)

9. I agree to be responsible for the secure storage of my medication at all times. I agree not
to give or sell my prescribed medication to any other person. Depending on the
circumstances, lost medication may not be replaced until the next regular renewal date.
______ (Initial)

Date:____________

Note:  To be completed in the event that opiods are to be prescribed or continue to be prescribed.

Date of Birth:________________Patient Name:________________



Andrew H. Messiha, M.D., Inc. 
Patient Agreement for Long-term Opioid Therapy 
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10. I consent to open communication between my doctor and any other health care
professionals involved in my pain management, such as pharmacists, other doctors,
emergency departments, etc. ______ (Initial)

11. I agree to waive any applicable privilege or right of privacy of confidentiality with respect
to the prescribing of my pain medication. I authorize the Doctor and my pharmacy to
cooperate fully with any city, state, or federal law enforcement agency, including the
California Board of Pharmacy, in the investigation of any possible misuse, sale, or other
diversion of my pain medication, I authorize the Doctor to provide a copy of this agreement
to the pharmacy.  ______ (Initial)

12. I understand that the reduction in the intensity of my pain and improvement in my quality
of life are the goals of this program, and that pain medication may not be the only solution
to achieve this goal. _______ (Initial)

13. If we choose to discontinue your opioids, we will generally lower the dose slowly over

several days.  _______ (Initial)

14. I agree to use _______________________________Pharmacy, located at

______________________________________________________________________,

telephone number             _________     , for all my pain medication. If I change pharmacies

for any reason, I agree to notify the Doctor at the time I receive a prescription and advise my

new pharmacy of any prior pharmacy’s address and telephone number. _______ (Initial)

15. I understand that my pain treatment may be stopped if any of the following occur:
___ (Initial)

a. My physician does not think or no longer things that opioids are not effective for my
pain or my functional activity is not improved.

b. I obtain opioids from sources other than Dr. Andrew Messiha
c. I give, sell, or misuse the drug.
d. I develop rapid tolerance or loss of effect from this treatment.
e. I observe significant side effects from my prescribed medication.
f. I do not abide by the requirements of this agreement.

The treating physician and the patient agree that we have discussed this contract, and the patient 
agrees to abide by the terms of this Agreement.  The breaking any portion of this agreement may 
result in the withdrawal of all prescribed medication by the Physician and the termination of the 
Physician/Patient relationship. 

Patients Signature: _________________________ Date: ________________ 

Physicians Signature: _______________________ Date: ________________ 

Date:____________

Date of Birth:________________Patient Name:________________



LEARN MORE  |  www.cdc.gov/drugoverdose/prescribing/guideline.html
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PRESCRIPTION OPIOIDS: 
WHAT YOU NEED TO KNOW 

WHAT ARE THE RISKS AND SIDE EFFECTS OF OPIOID USE?

• Nausea, vomiting, and dry mouth

• Sleepiness and dizziness

• Confusion

• Depression

• Low levels of testosterone that can
result in lower sex drive, energy, and strength

• Itching and sweating

• History of drug misuse, substance use
disorder, or overdose

• Mental health conditions (such as depression
or anxiety)

• Sleep apnea

• Older age (65 years or older)

• Pregnancy

• Tolerance—meaning you might need
to take more of a medication for the
same pain relief

• Physical dependence—meaning you
have symptoms of withdrawal when
a medication is stopped

• Increased sensitivity to pain

• Constipation

As many as

1 in 4
PEOPLE*

receiving prescription 
opioids long term 
in a primary care 
setting struggles with 
addiction.

Prescription opioids can be used to help relieve moderate-to-severe pain and are often 
prescribed following a surgery or injury, or for certain health conditions. These medications can 
be an important part of treatment but also come with serious risks. It is important to work with 
your health care provider to make sure you are getting the safest, most effective care.

Prescription opioids carry serious risks of addiction and 
overdose, especially with prolonged use. An opioid overdose, 
often marked by slowed breathing, can cause sudden death. The 
use of prescription opioids can have a number of side effects as 
well, even when taken as directed:

Avoid alcohol while taking prescription opioids. 
Also, unless specifically advised by your health care 
provider, medications to avoid include: 

• Benzodiazepines (such as Xanax or Valium)

• Muscle relaxants (such as Soma or Flexeril)

• Hypnotics (such as Ambien or Lunesta)

• Other prescription opioids

RISKS ARE GREATER WITH:

* Findings from one study 



LEARN MORE  |  www.cdc.gov/drugoverdose/prescribing/guideline.html

IF YOU ARE PRESCRIBED OPIOIDS FOR PAIN:    

�� Never take opioids in greater amounts or more often than prescribed.

�� Follow up with your primary health care provider within ___ days. 

–– Work together to create a plan on how to manage your pain. 

–– Talk about ways to help manage your pain that don’t involve 
prescription opioids.

–– Talk about any and all concerns and side effects. 

�� Help prevent misuse and abuse. 

–– Never sell or share prescription opioids.

–– Never use another person’s prescription opioids.

�� Store prescription opioids in a secure place and out of reach of others 
(this may include visitors, children, friends, and family).

�� Safely dispose of unused prescription opioids: Find your community 
drug take-back program or your pharmacy mail-back program, or 
flush them down the toilet, following guidance from the Food and Drug 
Administration (www.fda.gov/Drugs/ResourcesForYou). 

�� Visit www.cdc.gov/drugoverdose to learn about the risks of opioid abuse 
and overdose. 

�� If you believe you may be struggling with addiction, tell your health care 
provider and ask for guidance or call SAMHSA’s National Helpline at 
1-800-662-HELP. 

Be Informed!

Make sure you know the name of your 
medication, how much and how often to take 
it, and its potential risks & side effects.

Talk to your health care provider about ways to manage 
your pain that don’t involve prescription opioids. Some of 
these options may actually work better and have fewer 
risks and side effects. Options may include:

�� Pain relievers such as acetaminophen, ibuprofen, 
and naproxen

�� Some medications that are also used for depression 
or seizures 

�� Physical therapy and exercise

�� Cognitive behavioral therapy, a psychological, goal-
directed approach, in which patients learn how to 
modify physical, behavioral, and emotional triggers 
of pain and stress.

KNOW YOUR OPTIONS



OPIOIDS AND CHRONIC PAIN

Many Americans suffer from chronic pain, a major public 
health concern in the United States. Patients with chronic 
pain deserve safe and effective pain management. At the 
same time, our country is in the midst of a prescription 
opioid overdose epidemic. 
• The amount of opioids prescribed and sold in the US

quadrupled since 1999, but the overall amount of
pain reported hasn’t changed.

• There is insufficient evidence that prescription
opioids control chronic pain effectively over the long
term, and there is evidence that other treatments can
be effective with less harm.

PROMOTING SAFER AND  
MORE EFFECTIVE PAIN MANAGEMENT

PRESCRIPTION OPIOID OVERDOSE IS 
AN EPIDEMIC IN THE US

Americans engaged 
in non-medical 
use of opioid pain 
medication in the 
last month.

1 in 4

As many as 1 in 4 people 
receiving  prescription 
opioids long term in a 
primary care setting 
struggles with addiction. 

UNDERSTANDING PRESCRIPTION OPIOIDS

Opioids are natural or synthetic chemicals that relieve pain by 
binding to receptors in your brain or body to reduce the intensity 
of pain signals reaching the brain. Opioid pain medications  
are sometimes prescribed by doctors to treat pain. Common  
types include: 
• Hydrocodone (e.g., Vicodin)
• Oxycodone (e.g., OxyContin)
• Oxymorphone (e.g., Opana), and
• Morphine

Opioids can have serious risks including addiction and death 
from overdose.

LEARN MORE  | www.cdc.gov/drugoverdose/prescribing/guideline.html

4.3 
million

1

1 National Survey on Drug Use and Health (NSDUH), 2014



The Centers for Disease Control and Prevention’s (CDC) Guideline for 
Prescribing Opioids for Chronic Pain  provides recommendations to primary care 
doctors about the appropriate prescribing of opioid pain medications to improve 
pain management and patient safety:
• It helps primary care doctors determine when to start or continue opioids

for chronic pain

• It gives guidance about medication dose and duration, and on following up
with patients and discontinuing medication if needed

• It helps doctors assess the risks and benefits of using opioids

Doctors and patients should talk about:

• How opioids can reduce pain during short-term use, yet there is not enough
evidence that opioids control chronic pain effectively long term

• Nonopioid treatments (such as exercise, nonopioid medications, and
cognitive behavioral therapy) that can be effective with less harm

• Importance of regular follow-up

• Precautions that can be taken to decrease risks including checking drug
monitoring databases, conducting urine drug testing, and prescribing
naloxone if needed to prevent fatal overdose

• Protecting your family and friends by storing opioids in a secure, locked
location and safely disposing unused opioids

CDC developed the Guideline for Prescribing Opioids for 
Chronic Pain to: 

• Help reduce misuse, abuse, and overdose from opioids

• Improve communication between primary care doctors
and patients about the risks and benefits of opioid
therapy for chronic pain

GUIDELINE FOR PRESCRIBING OPIOIDS 
FOR CHRONIC PAIN

LEARN MORE  | www.cdc.gov/drugoverdose/prescribing/guideline.html

IMPROVE DOCTOR AND PATIENT COMMUNICATION
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