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 PATIENT INFORMATION FORM  

Rehabilitation Associates of Indiana 

 
Today’s Date_________________ RAI Chart No. _____________________ 
 
 
Patient’s Name: ______________________________________________________________Date of Birth: ____________________ 
                                        (Last)                                  (First)                             (M.I) 
Address: ____________________________________________________________________________________________________ 
                                                                                 (City)                                                     (State)                               (Zip) 
 
Home Phone Number: (____) ___________________  Work Number: (____) _________________  Cell: (____) ________________ 
Email Address: _______________________________________________________________________________________________ 
Social Security Number: _________________________________ Male/Female: ____________  Age: _________________ 
Patient’s Employer: _____________________________________  Occupation: ________________________________________ 
Employer Phone Number:  (_____) _________________________ Address: __________________________________________ 
 
 
Name of Spouse: _____________________________________________________________________________________________ 
Spouse’s Employer: __________________________________________ Employer’s Phone Number:  (____)____________________ 
If patient is a minor, Parent/Guardian Name(s): _____________________________________________________________________ 
Home Phone Number: (____) ___________________  Work Number: (____) _________________  Cell: (____) ________________ 
 
Primary Care Physician: ________________________________________Phone Number: (_____) _________________________ 
Address: ___________________________________________________________________________________________________ 
                                                                                 (City)                                                     (State)                               (Zip) 
 
Referring Physician: ___________________________________________ Phone Number:  (_____) _________________________ 
Address: ____________________________________________________________________________________________________ 
                                                                                 (City)                                                     (State)                               (Zip) 
 
Emergency Contact Name (not living with you): __________________________________________________________________ 
 
Phone Number: (_____) _________________________________ Relationship: ______________________________________ 
 
 
Responsible Party (If other than the patient, please complete): 
Name _____________________________________________________ Relationship to Patient ______________________________ 
Address, if other than same _____________________________________________________________________________________ 
Home Phone # (______) _____________________________________ Work Phone # (______) ______________________________ 
 
Power of Attorney or Guardianship Name _______________________________________________________________________ 
Address, if other than same _____________________________________________________________________________________ 
Home Phone # (______) _____________________________________ Work Phone # (______) ______________________________ 
 
 

Were you injured in an auto accident?  □ Yes □ No    Is this accident covered by auto insurance?     □ Yes □ No   
ACCIDENT INFORMATION 

 
If yes, adjuster / contact person: __________________________________________ Phone # (_____) _________________________ 
Name of Insurance Carrier: ______________________________________________ Claim # ________________________________ 
Date & Time of Accident: ______________________________________________________________________________________ 
 
Were you injured at work? □ Yes □ No    Has a first report of injury been file by your employer?   □Yes □No 
If yes, adjuster / contact person: ____________________________________________ Phone # (_____) ______________________ 
Name of Employer of Work Comp Insurance _________________________________ Phone # (_____) ______________________ 
Claim # _________________________________________    Date & Time of Accident _____________________________________ 
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MEDICAL INFORMATION 

 
PATIENT NAME: ____________________________________________ Height _______________ Weight_______________ 
What part of the body is to be treated? ______________________________ □ Right _________________ □ Left ________________ 
Date problem started/Date of Injury _______________________________ Where did this happen?    □ Auto    □ Work    □ Other 
 
Drug Allergies (□ None) ______________________________________________________________________________________ 
 
Medications (Name & Dosage) Prescription & Nonprescription (□ I take no prescription medications) 
 
_________________________________       __________________________________       _________________________________ 
_________________________________       __________________________________       _________________________________ 
_________________________________       __________________________________       _________________________________ 
 
List All Surgeries   (Type of surgery & year)                  □ I have never had a surgery                 
 

□ Complications 

_________________________________      ___________________________________       _________________________________ 
_________________________________      ___________________________________       _________________________________ 
_________________________________      ___________________________________       _________________________________ 
 
Social History 
Do you smoke?   □ Yes □ No Per Day_____________________ 
Do you consume Caffeine?   □ Yes □ No    Soda, Coffee, Tea   (Amt per day__________________ Amt per week______________) 
Do you average 3 or more alcoholic beverages per day?    □ Yes □ No  (Amt per day_____________ Amt per week ______________) 
Do you use recreational drugs?   □ Yes □ No (circle): Cocaine, Marijuana, PCP, Methamphetamine, and/or ___________________  
(Current use _______________________________________________Past Use__________________________________________) 
Highest Level of Education Completed___________________________________________________________________________ 
 
Family History 
If any immediate family has had the following, please circle to Indicate Mother, Father OR Sibling (not yourself) 
Epilepsy:   M F S  Bleeding Disorder: M F S  Drug Addiction:  MF S            Fibromyalgia: M F S  
Migraine:  M F S  Heart Disease:        M F S        Cancer: M F S            Mental Illness: M F S 
Glaucoma: M F S  Stroke:     M F S  Osteoarthritis: M F S            
Diabetes:   M F S  Hypertension:    M F S  Psoriasis/Psoriatic Arthritis: M F S   

None of These in My Family 

Thyroid Disease: M F S     High Cholesterol:   M F S   Rheumatoid Arthritis: M F S 
Anemia:     M F S     Alcoholism:           M F S  Systemic Lupus Erythematosus: M F S 
Asthma      M F S 
 
Opioid Risk Tool 
 Mark Each Box That Applies 
1.  (Family – Mother, Father, Sibling)  

History of Substance Abuse 
Alcohol  
Illegal Drugs  
Prescription Drugs  

 

2. (Personal) History of Substance Abuse Alcohol  
Illegal Drugs  
Prescription Drugs  

 

3. (Personal) History of Preadolescent Sexual Abuse    
 

4. (Personal) Psychological Disease Attention Deficit Disorder  
Obsessive Compulsive Disorder  
Bipolar  
Schizophrenia  
Depression  

 

5. None of these apply to me    
 
 
Reference:  Webster LR. Predicting aberrant behaviors in opioid-treated patients: Preliminary validation of the opioid risk tool.  Pain 
Medicine. 2005;6(6):432-442. Used with permission. 
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PAST MEDICAL HISTORY 
 No Significant Past Medical History 
Cardiovascular Neurologic Cancer 
 Angina  Alzheimer’s Disease Specify  ____________________________ 
Aneurysm  ____________________________  Bell’s Palsy Rheumatology 
 Atrial Fibrillation  Cervical & Lumbar stenosis  Ankylosing Spondylitis 
 Carotid Artery Disease Headaches _____________________________  Chronic Fatigue Syndrome 
 Blood Clot   Carpal Tunnel Syndrome Lupus  _____________________________ 
 DVT   Cerebral Palsy   Fibromyalgia 
 Congestive Heart Failure  Cervical radiculopathy  Rheumatoid Arthritis 
 Coronary Artery Disease  Convulsions/Fainting Spells  CREST 
 Edema CVA/Stroke ___________________________  Sarcoidosis 
 Heart attack  Neuropathy without Numbness/Tingling  Polymyalgia Rheumatica 
 Heart murmur  Neuropathy with Numbness  Psoriatic Arthritis 
 Hyperlipidemia  Neuropathy with Tingling  Raynaud’s syndrome 
 Hypertension Epilepsy/Seizure ________________________  Scleroderma 
 Pacemaker  Dementia  Polymyositis 
 Palpitation  Gait disturbance  Vasculitis 
 Peripheral Vascular Disease  Lumbar radiculopathy  Dermatomyositis 
 Phlebitis  Lewy body dementia  Crohn’s Disease/Ulcerative Colitis 
 Rheumatic Fever  Multiple Sclerosis  Temporal Arteritis 
Pulmonary  Myasthenia gravis Musculoskeletal 
 Allergic Rhinitis  Parkinson’s Disease DDD  _____________________________ 
 Asbestosis  Pituitary Adenoma Neck/back pain  _____________________ 
 Asthma  RLS Fracture  ___________________________ 
 COPD Spinal Stenosis_________________________  Osteoarthritis 
 Pneumonia  Syncope  Sciatica 
 Sinusitis, chronic  Dystonia  Scoliosis 
 Shortness of Breath  Torticollis  Vertebral Compression Fracture 
Sleep Apnea  ___________________________  Trigeminal neuralgia Amputations _______________________ 
Gastrointestinal  TIA Skin 
 Cirrhosis  Tremors  Eczema 
 Diverticulitis  Vertigo  Psoriasis 
 Gastritis HEENT  Rash without Lesion 
 GERD  Glaucoma  Rash with Lesion 
 Hemorrhoids  Hearing Loss Open Wounds _______________________ 
 Irritable Bowel Syndrome  Macular Degeneration Psychiatry 
 Peptic Ulcer Disease Vision Loss ___________________________  Alcoholism 
 Rectal Bleeding Hematology  Anxiety/Panic Disorder 
 Anorexia  Anemia  Bipolar Disorder 
 Nausea  Bruising tendency  Depression 
 Vomiting  Hemophilia Drug Abuse________________________ 
 Constipation Endocrine & Metabolic  Insomnia  
 Abdominal hernia  DM Type I  Schizophrenia 
Genitourinary/Renal  DM Type II  Personality disorder 
 BPH/Prostatitis  Gout, Arthropathy  Hallucinations 
 Incontinence  Hypoglycemia      Suicidal ideation 
 Pyelonephritis  Hyperthyroidism   
 Dysuria  Hypothyroidism  
 Hematuria  Obesity, Morbid  
 Kidney failure/dialysis  Vitamin B12 Deficiency  
 Kidney Stones  Vitamin D Deficiency  
Kidney disease _________________________   
Infectious Disease  Other Medical Problems: 
 AIDS/HIV STDs _____________________  
 Shingles Tuberculosis/+PPD __________ 1. _______________________________________________________ 
 Hepatitis A   
 Hepatitis B  2. _______________________________________________________ 
 Hepatitis C   
 Histoplasmosis  3. _______________________________________________________ 
 Mononucleosis    
 Lyme Disease  4. _______________________________________________________ 
 Meningococcus   
 Mumps  5. _______________________________________________________ 
 Polio   
 Post Herpetic Neuropathy   
 Rubella   
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THE ABOVE INFORMATION IS COMPLETE AND ACCURATE ______________________________DATE_____________ 
         Patient’s Signature 
 
Reviewed by (for office use only) _____________________________________________________________ Date ______________ 
 

REHABILITATION ASSOCIATES OF INDIANA 

Please read carefully 
Consent for Treatment 

 
The undersigned authorizes examination and treatment upon (print patient name) __________________________________________ 
 
By Rehabilitation Associates of Indiana, a medical corporation and its physician associates, Dr. Eric Aitken, Dr. Tammy 
Christenberry, Dr. Earl Craig, Dr. Steven Neucks, Shiva P. Gangadhar, M.D.,Tara Riley, PA-C and/or employees, assistants, and 
designees.  
 
I understand that such service is largely limited to Physical Medicine and Rehabilitation and Electrodiagnostic Studies, a medical 
specialty, I understand that my care by physicians of Rehabilitation Associates of Indiana is limited to Physical Medicine and 
Rehabilitation and that general medical care should be obtained by a physician practicing family practice medicine or pediatrics. 
 
I understand that Physical Medicine and Rehabilitation Medicine, like other branches of medicine, is often an inexact science, and that 
no guarantees have been made to me concerning the results of any treatments rendered by Rehabilitation Associates of Indiana. I 
additionally understand that risks exist, and complications may occur with treatment, and these will be discussed with me in relation to 
my specific condition. 
 
Signed _________________________________________________________________________Date ________________________ 
 
Witness ____________________________________________________________________________________________________ 
 

 
INSURANCE AND FINANCIAL RESPONSIBILITY 

The undersigned authorizes Rehabilitation Associates of Indiana, its physicians, or employees to release any office or hospital medical 
records to, or prepare reports for, my insurance company of third party payor to pay directly to Rehabilitation Associates of Indiana 
any benefit for services rendered to (print name of patient) ____________________________________________________________ 
 
I understand that the financial burden of payment, however, rests with me, the undersigned (patient or responsible party) regardless of 
the existence of third party reimbursement, insurance, or any lawsuit that may be pending. 
 
I understand that payment for office visits are due at the time of service, and the payment for other associated services are due within 
30 days of billing or insurance filing. I understand that if for any reason the account should become delinquent, I realize it could be 
turned over to a collection agency. I agree to reimburse RAI the fees of any collection agency, which may be based on a percentage at 
a maximum of 30% of the debt, and all costs, and expenses, including reasonable attorneys’ fees, we incur in such collection efforts. 
 
I understand that Rehabilitation Associates of Indiana will provide me with an estimate of its fees for expected services upon request. 
 
Signed _________________________________________________________________________Date ________________________ 
 
Witness _____________________________________________________________________________________________________ 
 

 
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

I have been presented with a copy of the Notice of Privacy Practices, detailing how my health information may be used and disclosed 
as permitted under federal and state law, and outlining my rights regarding my health information. 
 
Signed _________________________________________________________________________ Date ________________________ 
Relationship (if not signed by the patient) __________________________________________________________________________ 
 
Internal Use Only 
If patient/patient’s representative refuses to sign and acknowledge, please document date and time notice was presented to patient and 
sign below. 
 
Presented on (date and time) ___________________________By (name and title) _________________________________________ 



 

             EHABILITATION 
               SSOCIATES OF INDIANA                                             

                       SPECIALIZING IN ADULT PHYSICAL MEDICINE AND                                                                    
                      REHABILITATION, INTERNAL MEDICINE, RHEUMATOLOGY AND 

                                  ELECTRODIAGNOSTIC MEDICINE  
 

 

A 
R 

 

 
Adult PM&R 
Earl J. Craig, M.D. 
Eric D. Aitken, M.D. 
Shiva P. Gangadhar, M.D. 
Grenville R-J. Fernandes, M.D. 
 
Internal Medicine 
Tammy L. Christenberry, M.D. 
 
Rheumatology 
Steven H. Neucks, M.D. 
 
Tara Riley, PA-C 
Physician Assistant 
 
 
Practice Manager 
Denise Fischer 
 

Indianapolis Office 
6330 E. 75th ST. 

       Suite 110 
Indianapolis, IN 46250 
(317) 588-7130 
(317) 588-7133 - Fax 

 
Bloomington Office 
717 S. Rogers 
Bloomington, IN 47403 
(812) 337-0700 
(812) 337-0714 – Fax 
 
 
 
 
 
 
 
 

Office Policies 
 
 
Patient Name: ___________________________________Date of Birth: _________________________ 
 
Thank you for choosing us to provide health care for your conditions.  We appreciate your confidence and 
trust.  Payment for your care is considered a part of your treatment program.  If you have any questions 
regarding our financial policy, please call our billing department during regular office hours.  The following 
is a statement of our policies that we require you to read, initial and sign prior to any treatment

 

.  
Your comfort and satisfaction is important to us.  Please feel free to call to let us know your concerns so we 
may address them. 

_____Initial office forms.  All persons must complete the patient and insurance information sheets prior 
to being seen by the physician.  If these forms are not completed, you may be asked to reschedule your  
appointment. 
 
_____ Insurance.    Our insurance claims are computerized to insure proper filing.  We will automatically 
prepare and file insurance claims for the service you receive.  However, please keep in mind that it is still 
the patient’s responsibility to make sure the insurance company provides payment.  It is not the 
responsibility of this office or the insurance company to finalize payment; it is the patient’s responsibility.  
If you have chosen to see our Physicians as an “Out of Network” provider and you do NOT have a written 
referral, payment in full is expected at the time of service.  We require all insurance deductibles/copays to 
be made at the time of service without exception.  You are obligated and responsible to pay your portion. 
 We accept payment by cash, check or credit card (Master Card and Visa).  
 
_____Co-payments for insurance are due at the time of service.  If you are not able to pay your co-pay on 
the day of service, we will assist you in rescheduling your appointment.  If you do not have insurance, we 
expect payment in full at the time of service. 
 
_____Statement of Managed Care Responsibilities:  In order to accommodate the need and requests of  
patients, we have enrolled in a number of managed care programs.  It is difficult to keep track of all the 
 particular nuances of these plans and changes in these plans.  Even within the same insurance company, 
 the plans can be different.  Therefore it is your responsibility to inform us of any preauthorization 
requirements in your contract.  If we subsequently treat you without the necessary authorization,  
we will bill you directly and you hereby accept full responsibility for these charges. 
 
_____Lost Prescriptions and Prescription Refills:  Prescriptions refill requests are handled during office 
 hours by phone from 9am to 3pm.  Refill requests may take 72 hours to process.  No opioid (pain pills) 
medications will be prescribed after the office closes for the day.  You will be responsible to request refills  
within 3-4 days before the medication is due.  No opioid (pain pills) medications will be prescribed before  
the normal due date.  This includes lost or stolen medications, lost or stolen written prescriptions, or  
taking more medication than prescribed

 

.   If you fail to keep a scheduled appointment, the medications may 
not be refilled until you are seen again in the office.   Please note that prescription refill requests as well as 
any other issues you call the office for will be handled in the order received. If you call the office more than 
once per day or sequential days to request similar medications or services it may delay the response time. 
You must telephone the office nursing staff prior to visiting the office for a medication refill.  Opioid (pain 
pills) refills will be by written prescription only.  Opioid (pain pills) refills will not be called into a 
pharmacy.  If you receive a prescription for opioid (pain pills) medication from a physician at Rehabilitation 
Associates, you commit to only receiving opiod medications from this physician and no other physician.  
You will commit to obtaining your opioid (pain pills) prescriptions from one pharmacy.  You must come to 
the office personally to pick up an opioid (pain pills) prescription refill unless previous arrangements have 
been made. Please note: we no longer write prescriptions for benzodiazepine medications. 

 _____On-Call:  Rehabilitation Associates has a physician on-call 24 hours a day to address emergencies.   
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These physicians are available for phone consultations for emergencies only. 
  An after- hours phone call to the on call physician for a non emergent problem may incur a fee.  
 This fee is typically not reimbursed by insurance.  You will be directly responsible for this fee. 
 
_____Medicare:  Our office has enrolled in the Medicare program, which means we have a contract with 
 CMS to accept Medicare assignment:  We will complete and submit your Medicare insurance form for you. 
 Medicare will pay its share of the bill directly to our office.  You will be responsible for annual deductibles  
and co-payments.  This office will request an Advance Beneficiary Notice for all procedures that Medicare 
may consider to be not medically necessary. 
 
_____Late arrival, late cancellation or “No Show”:  We require 24 hours notice if you need to cancel an 
appointment.  We often have a waiting list for patients to be seen.  In order for our physicians to deliver 
quality care, you will need to arrive prior to your scheduled time to fill out paperwork.  The physicians 
attempt to see patients on time.  If the waiting time for the physician is too long, you may ask our staff to 
reschedule your appointment.  Failure to keep an appointment, late arrival, or failure to provide 24 hour 
advance notice of cancelling the appointment, may result in a fee charged.  Furthermore, if there are 2 or 
more missed appointments without advance notice, our professional relationship with you may be 
terminated and you will be asked to seek treatment from another health care provider.  In the event of severe 
weather, please call the office to determine if the office is open or there is a delay in the scheduling. 
 
_____Medical Records Copying and Form Completion:  Requests for copies of medical records will be  
subject to a fee of $20 for chart retrieval and the first 10 pages, then $0.50 for pages 11 thru 50, and $.25  
for pages 51 on.  If the records are to be mailed, there will be an additional charge for postage.  If the copies  
are needed within 2 business days and the records are provided within 2 business days, there is an additional 
 $10 charge (I.C. 16-39-9).  There will be a charge to complete forms.  This is an added service and requires  
an extensive amount of time for the office staff and physicians.  There will be a charge to complete forms 
for school, insurance forms, FMLA forms, credit forms, disability forms, and Return to Work/Restrictions 
forms.   
 
_____Treatment of Minors:  The parent or legal guardian who brings a minor to the office for medical 
care will be responsible for all medical bills incurred at the time of service. 
 
_____Workers Compensation:  We require 24 hours notice to cancel or reschedule an appointment.  You  
may not cancel or reschedule an appointment without your workers compensation case manager or adjuster  
calling our office to authorize a change of appointment.  Failure to obtain this notice and/or failure to keep  
your appointment will result in the possible determination of “noncompliance”.  This could result in your  
release from medical care and place you at Maximal Medical Improvement (MMI). 
 
_____Agreement to Financial and Office Policies:  I have read and completely understand the financial  
policies stated above and I agree to accept full responsibility as described above.  I hereby agree to pay 
Rehabilitation Associates of Indiana, PC for the charges of all medical services provided.  In case of default  
of payment of fees or being classified as a delinquent account, I understand RAI may send the debt to a 
collection agency, and all costs, and expenses, including reasonable attorneys’ fees incurred in such 
collection efforts are the responsibility of the losing party.   If I am agreeing and signing on behalf of a 
minor, I affirm that I have the legal right to consent and agree on behalf of that minor. 
 
 
Signature: _____________________________________________________Date___________________ 
 



 

             EHABILITATION 
               SSOCIATES OF INDIANA                                             

                       SPECIALIZING IN ADULT PHYSICAL MEDICINE AND                                                                         
                 REHABILITATION, INTERNAL MEDICINE, RHEUMATOLOGY AND 

                                  ELECTRODIAGNOSTIC MEDICINE  
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Adult PM&R 
Earl J. Craig, M.D. 
Eric D. Aitken, M.D. 
Shiva P. Gangadhar, M.D. 
Grenville R-J. Fernandes, M.D. 
 
Internal Medicine 
Tammy L. Christenberry, M.D. 
 
Rheumatology 
Steven H. Neucks, M.D. 
 
Physician Assistant 
Tara Riley, PA-C 
 
 
Practice Manager 
Denise Fischer 
 

Indianapolis Office 
6330 E 75TH St. 

       Suite 110 
Indianapolis, IN 46250 
(317) 588-7130 
(317) 588-7133 - Fax 

 
Bloomington Office 
717 S. Rogers 
Bloomington, IN 47403 
(812) 337-0700 
(812) 337-0714 – Fax 
 
 
 
 
 
 
 
 

 

 
MEDICATION MANAGEMENT/ TREATMENT AGREEMENT 

      
 This Agreement between______________________, (“Patient”) and Rehabilitation 
Associates of Indiana (“Doctor”) is for the purpose of establishing agreement between 
Doctor and Patient on clear conditions for the prescription and use of pain controlling 
medications prescribed by the Doctor for the Patient.  Doctor and Patient agree that this 
Agreement is an essential factor in maintaining the trust and confidence necessary in a 
doctor/patient relationship. 
 The Patient agrees to and accepts the following conditions for the management of pain 
medications prescribed by the Doctor for the Patient: 

_____I realize that all of the medications have potential side effects, and I will have the 
recommended laboratory studies required to keep the regimen as safe as possible. 

Please initial in each blank 
to acknowledge having read the agreement. 

_____I realize that it is my responsibility to keep others and myself from harm, including the 
safety of my driving.  If there is any question of impairment of my ability to safely 
perform any activity, I agree that I will not attempt to perform the activity until my 
ability to perform the activity has been evaluated or I have not used my medication 
for at least four days. 

_____I will not use any illegal controlled substances, including marijuana, cocaine, etc. 
_____I will not share, sell or trade my medication for money, goods or services. 
_____I will not attempt to get pain medication from any other health care provider. I 

understand that doing so will result in termination from the practice. 
_____I understand it is against RAI’s policies to consume alcohol while taking prescription    

pain medication. Doing so will result in termination from the practice. 
_____I will notify RAI/my doctor immediately should I become pregnant while receiving       

         pain medications. (**If applicable**) 
_____I will notify RAI/my doctor immediately if my contact information changes.   (Address 

and phone numbers)* 
_____ I am aware that I may be randomly selected for a pill count and/or a Urine Drug Screen 

and must comply within the allotted time or be released from the practice. 
 
If my primary care physician is willing to prescribe my medications, the Doctor will have to 
approve the arrangements to make sure there is no duplication. 

_____ I will discontinue all previously used pain medications, unless told to continue 
them

_____ I will safeguard my medication from loss or theft and agree that the consequence of my 
failure to do so is that I will be without my prescribed medication for a period of 
time. 

. 
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_____ My Pharmacy is____________________ located at ____________________ 
Telephone number:_______________________________  

(We understand it may be necessary to change pharmacies due to availability of your 
prescribed medications.) 

_____I agree to waive any applicable privilege or right of privacy or confidentiality with 
respect to the prescribing of my pain medication and I authorize the Doctor and my 
pharmacy to cooperate fully with any city, state, or federal law enforcement agency, 
including the Indiana Board of Pharmacy, in the investigation of any possible misuse, 
sale, or other diversion of my pain medication. 

_____ I authorize the Doctor to provide a copy of the Agreement to my pharmacy. 
_____ I agree that I will submit to a blood or urine test if requested by my doctor to determine 

my compliance with this agreement and my regimen of pain control medication. 
_____ I agree that I will use my medication at the prescribed rate and that use of my 

medication at a greater rate will result in my being without medication for a period of 
time, may be cause to be discharged from the practice 

_____ I understand that this medication regimen will be reviewed periodically and the 
Physicians at Rehabilitation Associates of Indiana reserve the right to withdraw as 
my treating physician at any time. If there is no evidence that I am improving or that 
progress is being made to improve my function or my quality of life, the regimen will 
be tapered to my pre-trial medications and my care will be referred back to my 
primary care physician.  

and could possibly cause my 
death. 

 
Doctor and Patient agree that this Agreement is essential to the Doctor’s ability to treat the Patient’s pain 
effectively and that failure of the Patient to abide by the terms of this Agreement may result in the withdrawal 
of all prescribed medications by the Doctor and the termination of the Doctor/Patient relationship. 
My goal for treatment is to: 
__________________________________________________________________________
__________________________________________________________________________ 
Examples: 
(Be Pain free, Drug free, improve my functional capacity, improve my quality of life etc…) 
      
This agreement is entered into on this ______day of __________, _______. 
________________________________         ________________________________ 
Patient               Doctor 
 
I acknowledge receipt of a copy of this agreement on the date stated above. 
_________________________________ 
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