Siouxland Community Health Center


CHRONIC PAIN: NARCOTIC \ BENZODIAZEPINE PROTOCOL







           Date Initated
       Date Completed

1.  CURRENT H&P     



______________        

2.  REASON FOR CHRONIC PAIN

______________

3.  PAIN MANAGEMENT AGREEMENT      _______________

4.  PSYCHIATRIC CONSULTATION

_______________     ____________

5.  SOC SERVICES REFERRAL

_______________     ____________

6.  PHYSICAL THERAPY REFERRAL 

_______________     ____________

7.  ALTERNATIVE THERAPY REF.    

_______________     ____________

8.  SWITCHED TO METHADONE THERAPY 
________________

9.  PAIN CLINIC REFERRAL**        

________________     ___________

10. URINE DRUG SCREEN (date/results)

________________


____________________________________________________


____________________________________________________

11. Evaluation: Xray
___________________________________________________



 Lab     ___________________________________________________

**  recommend referral for patients on high doses of chronic narcotics or failure to methadone therapy.

UNDERLINED/BOLD are requirements to receive controlled substances at SCHC. Failure to follow through with referral will lead to cessation of prescriptions for medication.

Patient  Signature ___________________Date____________

Provider Signature___________________Date____________

                           
 03 – MED - 1361


