Spine&Nerve
DIAGNOSTIC CENTER

TREATMENT AGREEMENT

We are pleased that you have chosen Spine & Nerve Diagnostic Center ("Spine & Nerve") for your care. Our goal is to help
improve your function, quality of life, and ability to remain active and independent. This Treatment Agreement explains important
expectations regarding your care. Your treatment may include medications, physical or rehabilitative treatment, diagnostic testing,
injections or other procedures, behavioral health treatment, referrals, or other appropriate therapies. Prescription pain medication,
including opioids or other controlled substances, may or may not be part of your treatment.

Patient Name:

1. MY TREATMENT

¢ My evaluation may include review of my medical history, current medications, prior treatments, diagnostic studies, and
available treatment options.

¢ | understand that referral to Spine & Nerve does not guarantee that | will receive any particular medication, diagnostic study,
injection, procedure, or other treatment.

e Treatment recommendations will be based on my individual condition, expected benefits and risks, medical necessity, and the
clinical judgment of my provider.

¢ When medications are used to treat pain, the goal is not necessarily to eliminate all pain. Treatment is intended to improve my
ability to function and my quality of life while reducing pain when reasonably achievable.

e Continued treatment with a particular medication depends upon whether my provider believes that its benefits continue to
outweigh its risks.

¢ | agree to participate in reasonable components of my treatment plan, which may include physical therapy, exercise,
behavioral or psychological treatment, diagnostic testing, specialist evaluation, procedures, or other therapies when clinically
appropriate.

2. APPOINTMENTS AND CONDUCT

¢ | will attend scheduled appointments and make reasonable efforts to arrive on time.

¢ [f | cannot attend an appointment, | will follow Spine & Nerve's current Cancellation and No-Show Policy.

¢ | understand that repeated missed appointments or failure to participate in necessary follow-up may interfere with safe
treatment and may result in modification of my treatment plan.

¢ | will treat Spine & Nerve providers, staff, and other patients respectfully. Threatening, abusive, harassing, discriminatory, or
violent behavior will not be tolerated and may result in termination of the physician-patient relationship when appropriate and
permitted by law.

¢ | will not use audio, video, photographic, or other recording devices in the clinic without prior authorization.

3. MEDICATION INFORMATION

¢ | will provide Spine & Nerve with complete and accurate information regarding all medications and substances | use, including
prescription medications, over-the-counter medications, supplements, alcohol, and other substances when relevant to my
care.

e | will promptly inform my provider of significant medication changes made by another treating clinician.

¢ | understand that medication interactions can cause serious adverse effects and that accurate medication information is
important for my safety.

4. IF SPINE & NERVE PRESCRIBES CONTROLLED PAIN MEDICATIONS
If Spine & Nerve prescribes opioids or other controlled pain medications for me, | agree to the following:

Taking Medication Safely

¢ | will take my medication only as prescribed and will not change the dose, frequency, or manner in which | take it without
approval from my Spine & Nerve provider.

| will not take medication prescribed to another person.

I will not share, sell, trade, or otherwise provide my medication to anyone else.

I will not intentionally obtain controlled pain medications from multiple prescribers without appropriate coordination of care.
| understand that early refills are not guaranteed.

I understand that lost, stolen, damaged, or misplaced controlled medications generally will not be replaced.

Prescribers and Pharmacy

¢ Unless otherwise agreed upon with my Spine & Nerve provider, Spine & Nerve will serve as the primary prescriber of
controlled medications used for my chronic pain.
¢ | agree to use one pharmacy for controlled pain medications whenever reasonably possible.

Preferred Pharmacy:

¢ If my pharmacy changes, | will notify Spine & Nerve.
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¢ | understand that my providers may review California's prescription drug monitoring program, including CURES, and other
available prescription records as part of safe medication management.

Treatment by Other Clinicians

¢ [f another clinician believes | need controlled pain medication because of surgery, dental treatment, hospitalization, emergency
care, or another acute medical condition, | will inform that clinician that | am receiving pain treatment from Spine & Nerve.

¢ | will notify Spine & Nerve as soon as reasonably possible regarding controlled pain medication prescribed by another clinician.

¢ | understand that legitimate emergency or acute-care treatment will be evaluated in the context of my overall treatment plan
and is not automatically considered a violation of this Agreement.

5. DRUG AND MEDICATION MONITORING

e |f | am prescribed controlled pain medication, | may be asked to participate in urine, blood, oral-fluid, or other clinically
appropriate toxicology testing.

e Testing may be used to identify prescribed medications, medications or substances not reported to my provider, or the
absence of an expected medication.

¢ | understand that testing is intended to improve the safety of my treatment and help my provider make appropriate clinical
decisions.

e An unexpected test result may require discussion, repeat or confirmatory testing, closer monitoring, modification of medication

treatment, referral for additional evaluation or treatment, or discontinuation of controlled-substance prescribing when clinically

appropriate.

| understand that my provider may also request a medication count or other reasonable monitoring when needed for safe

prescribing.

6. SAFE STORAGE AND DISPOSAL

¢ | will keep controlled medications secure and out of the reach of children, visitors, and other persons.

¢ | understand that secure or locked storage is recommended when appropriate.

¢ | will properly dispose of unused or expired controlled medications using an appropriate medication take-back or other
recommended disposal method.

¢ | understand that sharing controlled medication can cause serious injury or death to another person.

7. RISKS OF OPIOID MEDICATIONS
If opioids are prescribed, | understand that they can cause side effects and serious complications, including:

Physical dependence and withdrawal symptoms

Opioid use disorder or addiction

Respiratory depression, overdose, and death

I understand that opioids may impair my ability to drive, operate machinery, work at heights, or perform other potentially hazardous
activities, particularly when starting treatment or changing doses.

8. ALCOHOL, SEDATING MEDICATIONS, AND OTHER SUBSTANCES

I understand that combining opioids with alcohol, benzodiazepines, sleep medications, muscle relaxants, other opioids, or other
medications or substances that cause sedation can increase the risk of excessive sleepiness, impaired coordination, respiratory
depression, overdose, and death.

I will inform my Spine & Nerve provider if | am prescribed or begin taking any medication or substance that may interact with my
pain medications.
9. NALOXONE AND OVERDOSE PREVENTION

| understand that naloxone is a medication used to reverse an opioid overdose. My provider may recommend or prescribe
naloxone based on my treatment and individual risk factors.

If naloxone is recommended, | am encouraged to make sure that people close to me know where it is stored and how it is used.

10. PREGNANCY

If  am pregnant, planning pregnancy, or believe | may be pregnant, | will notify my Spine & Nerve provider promptly so that the
risks and benefits of my medications and treatment can be reviewed and coordinated with my obstetric provider when appropriate.

e Sleepiness, sedation, or impaired alertness
¢ Dizziness, impaired balance, or falls
e Confusion or impaired judgment

¢ Nausea or vomiting

e Constipation

e Dry mouth

e Hormonal or other long-term effects
e Tolerance

L]

e

L]
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11. CHANGES TO CONTROLLED-MEDICATION TREATMENT

| understand that Spine & Nerve may reconsider, modify, taper, or discontinue controlled-medication treatment when clinically
appropriate, including when:

e The medication is not providing sufficient improvement in function, pain, or quality of life;
e The risks of continued treatment outweigh the expected benefits;

¢ | experience serious medication-related adverse effects;

e There is evidence of unsafe medication use, misuse, or diversion;

¢ Monitoring information raises significant safety concerns;

¢ | repeatedly do not follow medication-safety requirements or necessary monitoring; or

e A different treatment approach is clinically indicated.

Whenever clinically appropriate, changes in long-term opioid treatment will be individualized and managed with consideration of
medication safety and the risk of withdrawal.

Discontinuation of controlled-medication prescribing does not necessarily mean that all medical care at Spine & Nerve will be
terminated.
12. COMMUNICATION AND COORDINATION OF CARE

| authorize Spine & Nerve, as permitted by applicable law, to communicate with my pharmacy and with other clinicians involved in
my care when reasonably necessary for treatment, medication safety, and coordination of care.

I understand that information may also be disclosed when required or permitted by law.

13. TERMINATION OF THE TREATMENT RELATIONSHIP
Failure to follow this Agreement may result in changes to my treatment plan or discontinuation of controlled-substance prescribing.

In some circumstances, Spine & Nerve may determine that the physician-patient relationship should be terminated. When
termination of the relationship is appropriate, it will be handled consistent with applicable professional and legal requirements
regarding continuity of care and notice, except when immediate action is reasonably necessary for safety.

I may also choose to discontinue treatment with Spine & Nerve at any time.

ACKNOWLEDGEMENT

I have read this Treatment Agreement. | understand its contents and have had an opportunity to ask questions. | understand that
this Agreement is intended to promote safe, effective, and coordinated treatment and does not guarantee that any particular
medication, procedure, test, or other treatment will be prescribed or performed.

Patient Name:
Patient Signature: Date:

Provider Name:

Provider Signature: Date:
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