SURGERY OPIOID CONSENT FORM

Patient Name: Date of Birth:
Reason prescribed: To control and manage post-surgical pain
Alternative therapy: Over-the-counter pain medications such as
Tylenol, Advil, Excedrin

Instructions: Please review the information listed below and put your initials next to each item when you
have reviewed it with your provider and feel you understand and accept what each statement says.
Initials

My surgeon will prescribe an opioid medication to help me control and manage post-
surgical pain.

This medicine is used to decrease and manage my pain but will not take away my pain
completely.

| will stop using the opioid medicine as soon as my pain is manageable and will use over
the counter pain relievers if possible to manage the pain.

| will contact my provider if the medicine does not control my pain when | take it as
prescribed or if | have any adverse reactions to it.

I will follow-up with my provider for post-surgical consultations as instructed or
requested by my provider.

If | do not use all of the medicine prescribed, | will ensure that it is disposed of properly
in order to prevent its misuse by someone else.

| will safely store the medicine to minimize the risk that children or other people will take
it.

When | take this medicine it may not be safe for me to drive a car, operate machinery, or
take care of other people. If | feel sedated, confused, or otherwise impaired by these
medications, | should not do things that would put other people at risk for being injured.
When | take this medication, | may experience certain reactions or side effects that could
be dangerous, including sleepiness or sedation, constipation, nausea, itching, allergic
reactions, problems with thinking clearly, slowing of my reactions, or slowing of my
breathing.

I may become physically or psychologically dependent or addicted to this medicine if |
take them continuously so | agree to stop using them at the earliest possible time and to
take no more than is necessary to control my pain.

| have told my provider if | or anyone in my family has had any problems with mental
illness or with controlling drug or alcohol use in the past.

Taking too much of my pain medication, or mixing my pain medications with drugs,
alcohol, psychiatric medicine, or other medications that cause sleepiness, such as
benzodiazepines, barbiturates, and other sleep aids, could cause me to be dangerously
sedated or to overdose and stop breathing.

It is my responsibility to tell any provider that is treating me or prescribing me
medications that | am taking opioid pain medications so that they can treat me safely and
do not give me any medicines that may interact dangerously with my pain medicines.

| will not use any illegal substance, such as cocaine, etc., while taking this medicine.

If | travel out of the country while taking this medicine, | will notify the appropriate travel
authority (usually the consulate website of the country) and obtain a note from my
provider before travel, as traveling out of country with opioids may pose problems.

For females: | understand it is my responsibility to inform my provider if | am pregnant.

Signature of patient or guardian Date
Printed name of patient or guardian:




