JOSHUASON

‘ Pain Management & Rehabilitation

We strongly recommend that you thoroughly read the Pain Management
Agreement and keep a copy for future reference. Starting January 1, 2026,
Joshuason will strictly adhere to this agreement to ensure the best medical
care for everyone. Thank you for your understanding and cooperation.

Joshuason staff understand that not all our patients are using opioid
medications, however, we must have complete agreement to this policy in
case of an emergency requiring opioid medication, post-op treatment of any
kind, or a revised treatment plan that includes opioid medication.

It is crucial to the quality of your care and communication regarding your care
that you update Joshuason of any contact information changes as soon as
possible. (Phone, address, email address.)

Joshuason highly suggests that you sign up for our patient portal where you
can see your upcoming appointments and prescription call ins. This will cut
down on phone calls and allow us to provide better service for those in need.
This also ensures that you are never given the wrong appointment time/date.
Please ensure that you give your e-mail in the appropriate area on this form
and follow the instructions to set up your portal once an email has been sent to
you.

Joshuason highly suggests that you sign up for Klara, a text messaging
communication portal that makes it easier for you to communicate with staff
throughout the day/if you are having a tough time getting through via phone
call. Klara instructions are listed below.

KLARA INSTRUCTIONS:

Download the Klara App for your iPhone/iPad

Log in on your computer at: https://patient.klara.com
TEXT US AT: 724-278-8686




JOSHUASON

Pain Management & Rehabilitation
3212 Wilmington Rd. Suite 20
New Castle, PA 16105

Patient Name: DOB:

PAIN MANAGEMENT AGREEMENT

The purpose of this Agreement is to prevent misunderstandings about certain
medications you will be taking for Pain Management, as well as to educate patients on the
standard to which you will be held to as a patient of Joshuason, LTD. This is to help you and
your physician(s) to comply with the laws surrounding controlled pharmaceuticals and
allow the physician(s) to provide the utmost care without complication.

| understand that this Agreement is essential to the trust and confidence necessary
in a doctor/patient relationship and the oath that my doctor undertakes to treat me based
on this Agreement.

Medications are controlled for medical and legal reasons. If not used properly, they
can cause medical problems. If sold for street use, they contribute to addiction and crime.
Our office MUST manage these medications in ways that are medically appropriate and
that meet all Federal and State Regulations. Please read the following pages. By signing it,
you agree to follow every one of the agreements it contains. Exceptions cannot be made.

| CONSENT FOR CHRONIC OPIOID TREATMENT ]

| understand that Dr. Wrightson and associates are recommending opioid medications,
sometimes called narcotic analgesics, to treat my chronic pain.

| understand that this medication is recommended because my pain complaints are
moderate to severe, and other treatments have not sufficiently helped my pain. |
understand that many medications can have interactions with opioids that can either
increase or decrease their effect. Therefore, | have told my physician if | start to take any
new medications or have new treatments. Likewise, | have told my physician about my
complete personal drug history and that of my family.

| have been informed by my physician that the initiation of a narcotic/opioid
medication is a trial. Continuation of the medication is based on the evidence of benefit to
me from, associated side effects of, and compliance with instructions on, usage of the
medication. | have also been informed by my physician that continuation and any changes
in dosage of the medication will be determined by pain relief, functional improvement, side
effects, and adherence to usage restrictions. Lack of significant improvement, the
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development of adverse side effects, or other considerations may lead my physician to
discontinue this treatment or to change dosage.

It has been explained to me that taking narcotics/opioid medication has certain
risks associated with it. These include, but are not limited to, the following: *Allergic
reactions *Overdose (which could result in harm or even death) *Slowing of breathing rate
*Slowing of reflexes or reaction time *Sleepiness, drowsiness, dizziness, and/or confusion,
*Impaired judgement and inability to operate machines or drive

motor vehicles * Nausea, vomiting, and/or constipation *ltching *Physical dependence or
tolerance to the pain relieving properties of the medication (This means that if my
medication is stopped, reduced in dosage, or rendered less effective by other medication |
may be taking, | may experience runny nose, yawning, large pupils, goose bumps,
abdominal pain, and cramping, diarrhea, irritability, aches throughout the body, and a flu-
like feeling. These can be very painful but are generally not life threatening. *Addiction
*Failure to provide pain relief *Changes in sexual function (This is generally caused by
reduced testosterone levels. Such reduced levels may affect mood, stamina, sexual
desire, and physical and sexual appearance. *Changes in hormonal levels.

In addition, use of these medications poses special risks to women who are
pregnant or may become pregnant. If | plan to become pregnant or believe that | have
become pregnant while taking this pain medication, | willimmediately call my obstetrician
and this office to inform them. | have been advised that, should | carry a baby to delivery
while taking this medication, the baby will be physically dependent upon opioids. | also
understand that birth defects can occur whether the mother is on medicines and there is
always the possibility that my child will have birth defect while | am taking an opioid.

Furthermore, | recognize that the long-term consequences on a child's
development who was exposed to opioids are not understood.

It has been explained to me that there are other treatments that do not involve the
use of narcotics/opioid medication.

Having been informed of these risks and potential benefits both of such
medications and possible alternatives treatments, | have freely consented to taking the
narcotic/opioid medication.
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. Controlled substances are habit forming and can cause physical dependence.

Suddenly stopping the medication may cause physical withdrawal symptoms.
These symptoms may include flu-like symptoms, crawling skin, sleeplessness,
irritability, anxiety, and even seizures. | understand that | may develop physical
dependence on medications. (initial here)

| understand that patients with a history of substance abuse, including alcohol
abuse, are at substantial risk of relapse from certain medications. Patients with a
strong family history of substance abuse are also at substantial risk for potential
addiction. | have notified Joshuason, LTD. of any personal or family history of
substance abuse, including alcohol abuse. (initial here)

l understand that my medication may not be taken more often than prescribed.
lunderstand that if my medication is not working, | must contact Joshuason,
LTD. | agree that | cannot change my dose, and controlled medications will never be
refilled more than 2 days early. If you run out of medication early, you may suffer
from withdrawal symptoms. (initial here)

I will notify Joshuason, LTD. Within 24 hours if | receive pain medication,
sleeping pills, tranquilizers, or other controlled medications from any other
physicians (including emergency room physicians.) | understand that | may be
dismissed from the practice if | do not notify Joshuason, LTD. of all medications that
| am taking from any source outside of Joshuason, LTD. | agree that under no
circumstance may | take medication that Joshuason, LTD providers are not aware
of. | also agree that obtaining controlled medications from more than one doctor
without notifying all physicians who prescribe me is a felony. The ONLY exceptionis
medication taken during an impatient hospitalization (initial here)

l understand that the mixture of opioid medication and benzodiazepines is not
recommended due to the adverse health effects, and | must get an approval by
Joshuason, LTD. providers and the provider prescribing benzodiazepines,
before mixing the two prescriptions. (initial here)

| understand that to receive medication refills, | must be seen in the office per
my doctor's recommendation. | understand that it is my responsibility to
schedule and keep all appointments. | agree that Joshuason, LTD. providers will
not change my current medication script or prescribe a new medication without
being seen in the office. (initial here)

l understand that it is the policy of Joshuason, LTD (and most pain management
centers) to occasionally perform random urine screens, combined with routine
urine screens on patients taking opioid medications. | agree that once | am
contacted for arandom urine screening, | have 2 hours to appear in Joshuason, LTD
office with all medication bottle(s) prescribed by Joshuason, LTD provider(s) and
failure to appear could result in my being

discharged from Joshuason, LTD. If this happens, | may suffer from withdrawal
symptoms. (initial here)
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8.

10.

11.

12.

13.

l understand that medication refill requests can be made by telephone Monday
through Friday 9:00am until 3:00pm. | understand that Joshuason, LTD.
providers have until 4:00pm on the day of my prescription refill to send my
prescription to the pharmacy. | agree that | will not call the office until the
following business day of my missed prescription refill. | understand that
Joshuason, LTD. Providers will send in a prescription refill of all medications in a 28-
day time frame to ensure that patients will have medication in the event that a
prescription is not received at the pharmacy. (initial here)

lunderstand that | am receiving medications that are at high risk of being
stolen. | am responsible for protecting these medications. | understand that it
is Joshuason, LTD.'s recommendation to store all medication in a locked safe.
Joshuason, LTD. cannot replace medications for prescriptions lost, stolen or
damaged. | agree that if my medications are stolen, | must file a report with the
local law enforcement agencies. (initial here)

| understand that selling, trading, or giving medication to another person, including
family members or a spouse, is illegal. (initial here)

l understand that all medication changes are discussed during scheduled
office visits, not between office visits. (initial here)

lunderstand that Joshuason does not participate with Walmart and Giant Eagle
pharmacies, and it is my responsibility to find a pharmacy that is accepting
patients and has the ability to fill the type of medication that | am prescribed. It
is also my responsibility to transfer ALL medication prescribed to my name from ALL
providers | see, to the pharmacy | chose, and | cannot get my opioid medication
filled at a different pharmacy than my non-opioid medication (initial
here)

l understand that Joshuason allows for a ONCE-A-YEAR change in pharmacies
when completing the Pain Management Agreement, and Joshuason will not
accommodate a change in pharmacy if you are dismissed from a pharmacy.
There are very few circumstances in which a pharmacy change would be approved
during the year. (initial here)



14.1understand that if | am going on vacation or out of the state, it is my
responsibility to schedule this around my prescription refill date. Joshuason
providers do not send medications to pharmacies out of state and will not make
exceptions for this policy. Joshuason recommends that in emergency situations,
you find a trusted individual to pick your medication up from the pharmacy and
next-day air it to you. (initial here)

15.lunderstand that Joshuason, LTD. fully cooperates with all law enforcement
agencies. If | violate this contract, Joshuason, LTD. MUST consider that | may be
abusing or selling medications. They will report such activities to the
appropriate law enforcement entities. In such instances, doctor-patient
confidentiality does not prevent physicians from providing information to law
enforcement agencies. (initial here)

16. 1 understand that Joshuason, LTD prohibits the use of alcohol while taking any
medication prescribed by Joshuason, LTD providers. | understand that driving
or operating any type of machinery or vehicle while taking opioid medication is
considered “driving under the influence” by law and may resultin a DUI. | agree
that I will not use any illegal substances, including medication not prescribed to
me. (initial here)

17.lunderstand that sudden stopping of pain medication can lead to rebound pain,
withdrawal symptoms, seizures, and other symptoms. | agree that | have been
informed not to stop any pain medication suddenly unless decided jointly by myself
and my provider. | understand that | must request withdrawal medication if | choose
to stop taking my pain medication. (initial here)

| HAVE READ THIS FORM OR HAVE HAD IT READ TO ME. | UNDERSTAND ALL OF IT. | HAVE
HAD A CHANCE TO HAVE ALL OF MY QUESTIONS REGARDING THIS TREATMENT
ANSWERED TO MY SATISFACTION. BY SIGNING THIS FORM VOLUNTARILY, | GIVE MY
CONSENT FOR THE TREATMENT OF MY PAIN WITH OPIOID MEDICATIONS.

| UNDERSTAND AND AGREE THAT FAILURE TO ADHERE TO THESE POLICIES WILL BE
CONSIDERED NONCOMPLIANCE AND MAY RESULT IN CESSATION OF OPIOID
PRESCRIBING BY MY PHYSICIAN AND POSSIBLE DISMISSAL FROM THIS OFFICE.

PATIENT NAME DOB:

PATIENT SIGNATURE: DATE:
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PATIENT PHARMACY CONSENT

| hereby authorize my physician to discuss all diagnostic and treatment details of
my condition with the pharmacists at the dispensing pharmacy.

I will submit to random pill counts and urine tests as requested by my physician to
monitor my treatment. | understand that the presence of any unauthorized substances in
my urine will result in Joshuason LTD discontinuation of opioid treatment. | also
understand that failure to follow these rules may lead to my no longer being treated by
Joshuason LTD physicians after a 30-day, emergency period only.

| authorize the doctor and my pharmacy to co-operate fully with any city, state, or
federal law enforcement agency, including this State’s Board of Pharmacy, in the
investigation of any misuse, sale, or other diversion of my pain medication. | authorize my
doctor to provide a copy of this Agreement to my pharmacy. | agree to waive any applicable
privilege or right of privacy or confidentiality with respect to these authorizations.

| agree to follow the guidelines as they have been fully explained to me. All my
guestions and concerns about treatment have been adequately answered. A copy of this
document has been given to me.

| will not share, sell, or otherwise permit others to have access to these
medications.

| will obtain ALL PRESCRIBED MEDICATION, including those prescribed by physicians
outside of Joshuason LTD, from one pharmacy only. The pharmacy | have selected is:

Name of Pharmacy:

Phone Number:

City:

Patient signature: Date:
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