Southern Colorado Family Medicine

Progress Note

Initiation of Opioid Therapy for Chronic Pain

Patient name:  _______________________________
Date: _________________

Assessment

Pain diagnosis:

Contributory co morbid illness:

(Obesity    ( Depression   ( Other mental illness   ( Respiratory disease    ( Cardiac disease 

( Other:  _________________________________

( Complete history and physical, including pain history, are in the chart.

( Current and past pain treatments reviewed.  Comments:  ___________________________________

( History of substance abuse was asked.  Positive history:  YES ____  NO ____

Comments:  _________________________________________________________________________

Pain related disability:

( Work    ( Activities of daily living    ( Leisure    ( Social    ( Mood    ( Irritability

( Sleep:  Current sleep ____ hours per night  Restless _____  Interrupted _____

Treatment

( Medication trial with ___________________________    ( Rescue narcotic ______________________

( Detoxification from ____________________________    ( Pain rehabilitation

( Other pain control modalities:  _________________________________________________________

Reason for selecting opioid therapy:

( Failure of non-narcotic analgesics    ( Overuse of analgesics    ( Failure of other pain therapy  

( Other  

Comments:  _________________________________________________________________________

Goals of therapy:

( Reduce pain    ( Minimize organ toxicity from analgesics    ( Improve disability 

( Improve ability to participate in rehabilitation    ( Other:  ______________________________

Risks, benefits and appropriate dosing schedule were reviewed with the patient.

( Medication contract completed and signed.

( Side effect sheet was provided.

( Written instructions were provided.

( Comprehensive drug screen was performed.

(continued on reverse)

Follow-up plans

( Office follow-up in ______ weeks  
( Consultation with _______________________________

( Diagnostic tests:  ________________________________________________________________

Signature and stamp of provider:  ____________________________________________________

