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Murphy Pain Center Registration Form 
 

Name: __________________________________________________________________________  
              Last name                                First name                       Middle name 
 
Date: ______________________________ 
  
 
Home Phone: _______________________________   Cell Phone: __________________________  

SSN: _____________________________________     Email: ______________________________ 

Address: __________________________________     City: ________________________________  

State: ____________________________________      Zip code: ____________________________       

 

Sex (circle one):       M   F   Date of Birth: _________________            Age: _________  

Marital Status: (circle one):    Single     Married    Widowed    Divorced    Partnered 

Ethnicity: (circle one):   Non-Hispanic/Non-Latino           Hispanic/Latino 
 
Race: (circle one):  African American    Asian    White    Indigenous American   Pacific Islander    Decline 
 
Primary Language: (circle one):       English      Spanish         Other _______________________  
 
 
Employer: ___________________________________________________________________________  

Or (circle one):      Retired         Unemployed         Student         Disabled    

Employer Address: ____________________________________________________________________  

City, State, Zip: _______________________________________________________________________  

Occupation: __________________________________________________________________________  

Business Phone: (____)________________________________________________________________ 
 

IN CASE OF EMERGENCY NOTIFY ______________________________________________________ 

Phone: ____________________________________ Relationship to patient: ______________________ 
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INSURANCE INFORMATION 
 

 
A. Primary Insurance Company: ________________________________________________________  

ID #: _________________________________________      Group #:__________________________ 

Name of Policy holder:___________________________ Birthdate of Policy holder:__________________  

Their relationship to you (circle one):    Self      Spouse    Parent      Other_______________________  

Does your PRIMARY Insurance Co require a REFERRAL # from your Primary Physician?     YES      NO  

B. Secondary Insurance Company:  _____________________________________________________  

Name of Policy holder:___________________________ Birthdate of Policy holder:__________________  

Their relationship to you (circle one):    Self      Spouse    Parent       Other_________________________  

Does your Secondary Insurance Co require a REFERRAL # from your Primary Physician?     YES      NO 

C. Do you have Medicaid or Medicaid managed care? (circle one)     YES     NO 

D. MEDICARE Questionnaire: (If you do not have Medicare, please skip to Section F)  
 

Do you have any group health plan coverage through your current employer? (circle one):     YES     NO 
   

If YES to above, how many employees, including yourself, work for your employer? (All locations) 
 

(circle one):       1-19          20-99          100 or more 
 
Are you retired? (circle one):   YES     NO.    Are you covered through COBRA? (circle one):   YES      NO  
 
Do you have group health plan coverage through your spouse’s employer? (circle one):        YES      NO 
 

If YES to above, how many employees, including your spouse, work for their employer? (All locations) 
 

(circle one):       1-19          20-99          100 or more 
 
Is your spouse retired?      YES    NO                  Is your spouse covered through COBRA?      YES      NO  
 
E. Are you receiving Black Lung Benefits? (circle one):       YES     NO 
 
F. Are you seeking care related to an injury or illness which another party could be held 
responsible or could be covered under no-fault, automobile, worker’s compensation, or liability 
insurance?  (circle one):     YES       NO      (If NO, then skip this section.) 
 
Type of accident (circle one):    Motor Vehicle     Work Related (W/C)         Other: __________________ 
 

If Motor Vehicle (MVA), is your PIP exhausted? (circle one):      YES      NO  
 

Date of accident or injury: ________________  Part(s) of body injured: __________________________ 
 
Employer (if W/C):____________________________________________________________________  

Name of Insurance Company:__________________________________  Claim #:__________________  

Case Worker or Adjuster’s Name:________________________________ Phone #: _________________  
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Release of Records, Request for Treatment and Release of Information & Assignment of Benefits:  

I authorize Murphy Pain Center to release the necessary information regarding services as rendered to 
me and allow a photocopy of my signature to be used in submitting and processing of health insurance 
claim forms.  

I hereby request treatment from Murphy Pain Center, and I authorize Murphy Pain Center to obtain any 
and all medical records necessary for my care. I specifically release Murphy Pain Center from all liability 
in obtaining these records as outlined in the Privacy Act or other such legislation.  

I authorize my health insurance carrier to issue payment of benefits directly to James Patrick Murphy, 
MD, PSC dba Murphy Pain Center for payment of services rendered.  

 

Signature: _____________________________________________         Date: ___________________ 

 

Non-Covered Services, Referrals, and Copayments:  

I accept responsibility for any charges not covered by my insurance. I will be responsible for verifying the 
practitioners at Murphy Pain Center are participating providers with my insurance carrier(s). If a referral is 
needed, it is my responsibility to obtain this before my appointment. I understand co-payments and 
balances due are expected at the time of service.  

I attest the information provided in this registration is accurate and complete. I agree to report any 
changes in my address, phone number or insurance status. I understand dishonest or misleading 
information may be cause for termination. 

As a service to our patients, we may provide a courtesy appointment reminder call and possibly other 
important calls that may be placed using a prerecorded message. By providing your home/cell phone 
number, you consent to receiving such calls. 

 

Signature: ________________________________________________    Date:___________________ 

 
 
 
 
 
Office Use Only: 
 
 
Review by:_________________________________________________  Date:_____________________  
 

               JPM 2/26/2021 



 
 
 

MURPHY PAIN CENTER 
PRIVATE CONTRACT 

 
1. This agreement is between Murphy Pain Center healthcare providers, Dr. James Patrick 

Murphy and Karen Doggett, APRN (“MPC Providers”) and me (“Patient”). 
2. I acknowledge that Dr. James Patrick Murphy and Karen Doggett, APRN (“MPC Providers”) 

have voluntarily opted out of the Medicare program, and that they have no plans to opt 
back into Medicare (although they are not excluded from participating in Medicare or any 
other section of the Social Security Act). 

3. I acknowledge and agree that I will pay MPC Providers directly in exchange for healthcare 
services (“Services”). 

4. I acknowledge that neither Medicare’s fee limitations nor any other Medicare payment or 
reimbursement regulations apply to charges for the Services. 

5. I acknowledge that MPC Providers will not submit a Medicare claim for the Services and 
that no Medicare reimbursement will be provided. 

6. I agree not to submit a claim (or to request that MPC Providers submit a claim) to the 
Medicare program with respect to the Services, even if covered by Medicare. 

7. I acknowledge that Medi-Gap plans will not provide payment or reimbursement for the 
Services because payment is not made under the Medicare program, and other 
supplemental insurance plans may likewise deny reimbursement. 

8. I understand that Medicare payment will not be made for any items or services furnished by 
MPC Providers that would have otherwise been covered by Medicare if there were no 
private contract and a proper Medicare claim were submitted. 

9. I acknowledge that, as a Medicare beneficiary, although I have agreed to this Medicare 
Private Contract with MPC Providers, I still have the right to obtain Medicare-covered items 
and services from other physicians and practitioners who have not opted out of Medicare. 

 

Name [please print]: ____________________________  Date: _____________ 

     

          Patient signature: ___________________________________________        

 
       
 
                 
 
 
 
 

      JPM 3/1/2021 
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Treatment Agreement & Informed Consent for Treatment with Controlled Substances 
 

Note: this is a 4-page document. Initial the bottom of each page and sign the last page. 
 

 
 

Patient name (print) _____________________________________________________ 
 

 
INTRODUCTION: I understand that therapy with controlled substances may be offered because my medical 
condition is serious and other treatments have not helped my condition in a manner acceptable to me; that my 
treatment with these medications is subject to review and revision; that I have been provided a simple and clear 
explanation of the key elements of my treatment plan; and that I am aware of and have been offered therapies for 
managing pain that do not involve controlled substances. I have been encouraged to ask questions and all of my 
questions have been answered to my satisfaction, understanding, and educational level. I understand controlled 
substances medications (i.e., opioid pain medications, tranquilizers, etc.) have a potential for harm and are therefore 
closely controlled by the local, state and federal governments. I understand that any medical treatment is initially a 
trial, with the goal of treatment being to improve my quality of life and my ability to function and/or work. My progress 
will be assessed periodically to determine the benefits of continued treatment. Continued use is dependent on 
whether my prescribing provider and I believe that the medication usage benefits me. I have the right to refuse 
treatment with these medications and ask for alternatives.  
 
NOTE: I agree to not request or accept a controlled substance medication from any other prescriber or 
individual while I am a patient at Murphy Pain Center. However, if another licensed provider, after being 
made aware of my Murphy Pain Center Agreement, determines that it is in my best interest to administer or 
prescribe a controlled substance for me (such as after an acute injury, psychiatric illness, or surgery) I will 
notify Murphy Pain Center by phone by the next business day. This will not necessarily be viewed as a 
violation of the treatment agreement with Murphy Pain Center. 
 
SIDE EFFECTS (INCLUDING OVERDOSE): I am aware that the use of these medicines has certain risks, including, 
but not limited to: sleepiness or drowsiness, severe constipation, sexual dysfunction, hormonal abnormalities, 
nausea, sweating, itching, rashes, vomiting, dizziness, allergic reactions, dangerous slowing of breathing rate, 
worsening of sleep apnea, blood pressure problems, irregular heart rate, slowing of reflexes or reaction time, 
impaired immunity, seizures, physical dependence, addiction, tolerance to pain medications, inadequate pain relief, 
worsening of pain, accidental overdose, and cardiac arrest. I understand that dangerous reactions can occur when 
my medications are used as prescribed and when used along with other prescribed drugs (even over-the-counter 
drugs), illicit drugs, or alcohol. I understand that use of opioids and other controlled substances can cause death by a 
number of means. An opioid overdose occurs when more opioids are consumed than the body can handle, slowing 
and then stopping breathing. Depending on which opioid and how much has been used, an opioid overdose can 
happen suddenly or slowly over a few hours. Without oxygen, a person loses consciousness, can get brain damage, 
and can die. If you identify an opioid overdose, call 911, give naloxone (if available), provide CPR and/or rescue-
breathing.  
 
RESPONSIBILITY TO AVOID CERTAIN ACTIVITIES: I understand that my reflexes and reaction time might be 
slowed by these medications. I pledge to not be involved in any activity that may be dangerous to me or someone 
else if I feel drowsy or may not be thinking clearly. Such activities include, but are not limited to: using heavy 
equipment or a motor vehicle, working in unprotected heights, or being responsible for another individual who is 
unable to care for himself or herself.  
 
ADDED RISK OF HIGHER DOSES: I understand that the use of high-dose or chronic opioid therapy is controversial 
and is not recommended without a demonstrated need and a plan for appropriate monitoring. Warning: Risks 
associated with extended-release opioid medications (for example, hydrocodone-only extended release medications) 
can be more dangerous than immediate-release opioids. This is also true for medications that are manufactured in 
an “abuse-deterrent” form. No drug at any dose or in any form is entirely safe. I understand that a “morphine 
equivalent dose” is the dose of morphine that I would need to take in order to equal the potency of the non-morphine 
opioid that I am prescribed, and I acknowledge that if my prescribing clinician elects to provide or continue providing 
opioid therapy at a morphine equivalent dose of more than sixty (60) milligrams per day, my risks associated with 
opioid therapy (including my risk of dying) are substantially higher. 
 

 
Patient initials __________________ 
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ALCOHOL: I am aware that I must not consume alcoholic beverages while taking these medications. Additionally, I 
understand that I must not use prescription or non-prescription medications containing alcohol while taking these 
pain medications. This is especially true if I am taking extended-release opioid (morphine-like) drugs. Consumption 
of alcohol while taking these medications may result in the rapid release and absorption of a potentially fatal dose of 
medication. I will notify my prescriber the true nature and extent of any alcohol that I consume. 
 
ADDICTION: I am aware that addiction can be defined as the use of a medicine even if it causes harm, having 
cravings for a drug, feeling the need to use a drug for non-medical purposes, and preoccupation with obtaining the 
drug. I understand that addiction is a life-threatening condition that may have no cure. I agree to tell my doctor my 
complete and honest personal drug history and that of my family to the best of my knowledge.  
 
PHYSICIAL DEPENDENCE: I understand that physical dependence is a common and expected result of using 
these medicines. I understand that physical dependence is not the same as addiction. I am aware physical 
dependence means that if my medicine dose is markedly decreased, stopped or reversed by some other drug (such 
as naloxone’s effect on reversing opioids), I will likely experience a withdrawal syndrome. In the case of opioid 
withdrawal my symptoms could include any or all of the following: runny nose, yawning, large pupils, goose bumps, 
abdominal pain and cramping, diarrhea, irritability, aches throughout my body and a flu-like feeling, and worsening of 
my usual pain. I am aware that opioid withdrawal is uncomfortable and possibly life threatening, especially with 
benzodiazepines. I also understand that the withdrawal from other drugs such as sedatives and anticonvulsants can 
be life threatening.  
 
TOLERANCE: I am aware that tolerance to pain care means that I may require more medicine to get the same 
amount of pain relief. If this occurs, increasing doses may not always help and may cause unacceptable side effects. 
Tolerance or failure to respond well to opioids may cause my doctor to choose another form of treatment.  
 
SECURITY OF MEDICATIONS: I am responsible for keeping my pain medications in a safe and secure place, 
such as a locked cabinet or safe.  I will keep my medications locked, secure, and under my control at all times. I will 
never allow children (or pets or other animals) access to my medications, as this could result in tragic deadly 
outcomes. I understand that there are people willing to risk their own lives or harm me in order to take these 
medications from me. I am expected to protect my medications. If my medication is stolen. I may be required to 
report this to my local police department and obtain a stolen item report. I will report the stolen or lost medication to 
my physician and, if asked, will complete a Lost/Stolen report. I agree that if my medications are lost, misplaced, 
stolen, or if I use them up sooner than prescribed, my prescriber may choose not to replace my medications. I 
understand that this can lead to a medication withdrawal syndrome that could be life threatening, and therefore I will 
seek medical attention in the event that I have any withdrawal symptoms.  
 
FOLLOWING DIRECTIONS: Unless directed to by my prescriber, I will not alter my medication in any way, and I will 
take my medication as instructed and as prescribed by my licensed prescriber. My medication will not be broken, 
chewed, crushed, injected, snorted, or taken in any way other than how it is prescribed. I am responsible for my 
opioid medications. I will not allow my medications to be damaged. I am responsible for keeping track of the amount 
remaining from each prescription. In the case that a licensed provider other than my prescriber advises a change in 
how I take my medications, I will notify my prescriber (i.e., at Murphy Pain Center) immediately. I understand that a 
controlled substance used to treat an acute medical complaint is for time-limited use. I will discontinue the use of the 
controlled substance when the condition requiring the controlled substance use has resolved. I will not use any illicit 
substances such as cocaine, marijuana, etc. I understand that the use of alcohol together with opioid medications is 
dangerous and can lead to death.  
 
PREGNANCY: I acknowledge that there are risks to a fetus when the mother has been taking opioids while pregnant 
- including the risk of fetal opioid dependency and neonatal abstinence syndrome. If I plan to become pregnant, 
become pregnant, or am suspicious that I am pregnant, I will notify my prescriber immediately, notify my obstetric 
doctor immediately and contact Murphy Pain Center to inform them. I am aware that, should I carry a baby to 
delivery while taking these medicines, the baby will likely be physically dependent on the medicine. I understand that 
birth defects can occur whether or not a mother is on medicines, and there is the possibility that my baby will have a 
birth defect while I am taking a medication such as an opioid. I understand that I may be on other medications, such 
as sedatives that may carry a higher risk of birth defects than opioids. I understand that any medication may cause 
harm to my embryo/fetus/baby and hold Murphy Pain Center prescribers and staff harmless for injuries to the 
embryo/fetus/baby.  
 
 

Patient initials __________________ 
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KEEPING APPOINTMENTS: It is my responsibility to schedule appointments for the next refill of medications. I will 
communicate fully and honestly with my prescriber about my pain level and my activities. If I must reschedule, I will 
notify Murphy Pain Center prior to my scheduled time, and I understand that I may responsible for reschedule, 
cancellation or no-show fees. I know that immediate or emergency appointments to address medication issues may 
not be available. However, I understand that I am allowed to seek the services of another healthcare provider in the 
event of an emergency or acute situation. Refills are expected to be authorized at planned in-person clinic visits or at 
telecommunication visits in accordance with government regulations. I will not expect any medications will be 
prescribed during the evening or on weekends. I do not expect prescriptions to be authorized in advance due to 
vacations, meetings or other commitments. I understand that the policy is for all controlled substance prescriptions to 
be electronically prescribed directly to the pharmacy. I give Murphy Pain Center full permission to communicate with 
any pharmacy about my medical care and medications.  
 
DRUG TESTING AND PILL COUNTS: My prescriber may perform drug testing and random (unannounced) pill 
counts. I agree that I may be called at any time to come in to the clinic for a count of all my remaining medications 
and/or a drug screen and I agree to comply with the request. I agree to be responsible for any costs this may incur. If 
I do not submit to the requested drug test or pill count, I understand that my prescriber may change my treatment 
plan, and this might include tapering, changing, or discontinuing my medications and/or termination of our patient-
prescriber relationship. I will inform Murphy Pain Center (and all of my other healthcare providers) of all medications I 
am taking, including herbal remedies. I further understand that medications, including over-the-counter non-
prescription medications can interact with opioid medications and can be dangerous. The presence of a non-
prescribed drug or illicit drug in my drug screen may be cause for termination of our relationship. 
 
SHARING INFORMATION: I agree to allow my healthcare provider to contact any healthcare professional, family 
member, pharmacy, legal authority, or regulatory agency to obtain or provide information about my care or actions if 
the he or she feels it is necessary. I consent to and authorized Murphy Pain Center to obtain and receive information 
from any health care provider or pharmacist about use or possible misuse of any medications, alcohol, or other 
drugs. Furthermore, I consent to and authorized Murphy Pain Center to contact my family and/or friends to monitor 
my conditions. And I consent to a criminal background check.  
 
PRIMARY CARE PROVIDER RELATIONSHIP: I will maintain a relationship with a primary care provider and keep 
this provider informed of all medications I am taking and of all treatments provided by Murphy Pain Center. I agree 
have an annual preventive health screening and physical exam by my primary care provider. If recommended, I will 
see a specialist and/or complete a screening exam to help determine whether I am developing an addiction or 
psychological illness. I agree to be responsible for any costs this may incur.  
 
FUNCTIONAL GOALS: I understand that the main treatment goals are to improve my quality of life and ability to 
function. I understand that it may be unrealistic for me to expect complete resolution of my pain with any specific 
treatment or combination of therapies. I understand that it is important to have a conversation with my provider about 
my treatment plan and set realistic goals for improvement. I pledge to work with my provider towards improving my 
pain control and achieving specific functional goals. I understand that functional goals might include increasing 
physical activity level, resuming a job/hobby, daily household chores, or improving the quality of sleep.  
 
AN “EXIT STRATEGY”: I agree that if any of the following goals are not attained this may be evidence of a failure of 
opioid therapy and discontinuation of some or all of my medications could be the most appropriate plan: (1) 
meaningful pain control; or (2) acceptable level of function; or (3) tolerable side- effects; or (4) stable and acceptable 
mental health and behavior; (5) compliance the plan of care, laws, and regulations, (6) or failure to cooperate with 
Murphy Pain Center in any treatment, payment and other health care operation performed in conjunction with my 
care.  
 
OFF-LABEL USE of MEDICATION: All prescription drugs in the US have a label approved by the FDA. This label 
provides an indication and dosage for the drug, but neither physician nor patient is legally bound to follow them. 
Studies cannot reliably evaluate all the combination treatments in complicated, difficult-to-treat conditions. I 
understand that my treatment may include “off label” use of medications. 
  
 
 
 

Patient initials __________________ 
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BUPRENORPHINE: In the event that I am prescribed buprenorphine (or buprenorphine/naloxone) as a medication 
for a diagnosis of opioid use disorder, I understand that mixing buprenorphine/naloxone with other medications, 
especially benzodiazepines (sedatives or tranquilizers) and/or other drugs of abuse including alcohol, can be 
dangerous. Also, use of buprenorphine/naloxone by a person who is physically dependent on (or currently using) 
opiates will produce severe opiate withdrawal.  I have been informed that buprenorphine is an opioid, and thus it can 
produce a "high." I know that taking buprenorphine/naloxone regularly can lead to physical dependence and 
addiction, and that if I were to abruptly stop taking buprenorphine/naloxone after a period of regular use, I could 
experience symptoms of opiate withdrawal. I have been informed that buprenorphine/naloxone is a powerful drug 
and that supplies of it must be protected from theft or unauthorized use, since persons who want to get high by using 
it or who want to sell it for profit, may be motivated to steal it from me. I understand that medication management of 
addiction with buprenorphine is only one potential component of the treatment of addiction and is best utilized in 
conjunction with other non-pharmaceutical treatments, such as behavioral counseling, 12-step programs, other 
meetings and groups, and social services. 

PATIENT EDUCATION: I acknowledge that I have been educated on the following matters through verbal or written 
counseling: (1) proper use; (2) impact on driving and work safety; (3) effect of use during pregnancy; (4) potential for 
overdose and appropriate response to overdose; (5) safe storage of controlled substances; and (6) proper disposal. 
 
DISCONTINUATION OF TREATMENT: I understand that my violation of any of the above conditions may result 
in re-evaluation of my treatment plan and discontinuation of my medication. I could be gradually taken off these 
medications or even discharged from the clinic. If my violation involves obtaining controlled substances from another 
individual, as described above, I may also be reported to my physician, medical facilities and other authorities, 
including the police.  
 
UNDERSTANDING: I have read this entire form or it has been read to me. I know I may have a copy of this form. I 
understand all of it. I have had a chance to have all of my questions regarding this treatment answered to my 
satisfaction. I fully understand the consequences of violating this agreement. I have been explained the risks and 
potential benefits of these therapies, including, but not limited to, psychological addiction, physical dependence, 
withdrawal and over dosage. All of my questions regarding the treatment of pain with opioids and other controlled 
substances have been answered to my satisfaction. I understand that the success of my treatment depends on trust, 
honesty and understanding of how opioids and other controlled substances are utilized. I understand that violation of 
any part of this agreement may result in this medication being discontinued, as well as termination of my relationship 
with my provider. I know I may have a copy of this form. I voluntarily give my consent for treatment of my medical 
condition with opioids and other controlled substances. 
 
 
 
 
 
Patient signature:     ________________________________________ Date: ___________________ 
 
 
 
 
Patient name (print): ________________________________________  

 
 
 

 
 
 

 
 
JPM 2/25/2021 

 



 
Murphy Pain Center Patient Education Points 

  
Proper Use of Controlled Substances  
• Read the prescription container label each time to confirm the dosage.  
• Never use the medication after the expiration date.  
• Never share the medication with others. It is dangerous and illegal to share, sell, or give away controlled substances. 
• Do not take the medication with alcohol or other sedatives.  
• Do not take medications to promote sleep that are not medically prescribed for that purpose.  
• Never break, crush, or chew medications unless directed by your prescriber to do so.  
• Immediately contact the physician's office (or call 911 if necessary) to report any adverse reaction.  
• Patients with low or impaired vision should wear glasses when taking medications and not take medications in the dark. 
• External heat, fever and exertion can increase the absorption of transdermal products leading to potentially fatal overdose.  
• Carefully follow instructions for use, including timing of doses; whether to take the medication with or without food; and any 
foods or other medications to avoid while taking the medication.  
 

Driving and Work Safety • Controlled substances may cause sleepiness, clouded thinking, decreased 
concentration, slower reflexes, or incoordination, all of which may endanger the patient and others when driving or operating 
certain type of machinery. Avoid driving or engaging in other potentially dangerous work or other activities, for a specific period 
of time until the initial effects of the controlled substances no longer create such dangers. Ingesting other substances, such as 
alcohol, benzodiazepines, or some cold remedies, at the same time you are taking the controlled substances prescribed or 
dispensed may increase cognitive and motor impairment.  
 

Pregnancy • Especially important for any female patient between the ages of 14 to 55 years of age with child bearing 
potential, there are potential risks and benefits of controlled substance use during pregnancy. Do not use controlled 
substances unless the benefits of such use outweigh the risk. If pregnant, planning to become pregnant, or in the likelihood 
that you may become pregnant, you and your obstetrician must make an individualized and deliberate determination that the 
benefits of prescribing or dispensing controlled substances sufficiently outweigh the risks for you and your baby. If there are 
any signs of adverse reaction or side effects, or conditions creating risk of danger to the patient or fetus, contact your 
physician immediately, go to the emergency room or call 911. 
 

Potential for Overdose • The use of controlled substances creates a risk of respiratory depression, which may result 
in serious harm or death. Be watchful for the following warning signs of over-medication: intoxicated behavior, such as 
confusion, slurred speech, or stumbling; feeling dizzy or faint; acting very drowsy or groggy; unusual snoring, gasping, or 
snorting during sleep; and/or difficulty waking up from sleep or difficulty in staying awake.  Immediately call 911 or an 
emergency service upon observing or experiencing any of the following conditions: patient cannot be aroused or wakened or is 
unable to talk after being awakened; patient has shortness of breath, slow or light breathing, or stopped breathing; gurgling 
noises coming from the patient's mouth or throat; patient's body is limp, seems lifeless; patient's face is pale or clammy; 
patient's fingernails or lips are turning purple or blue; and/or patient's heartbeat is slow, unusual, or stopped.  

 

Safe Storage • There is always the potential for partners, family members or others to improperly obtain the patient's 
controlled substances. Maintain the controlled substances prescribed or dispensed in the original container. Store controlled 
substances in a locked cabinet or other secure storage unit, that is cool, dry, and out of direct sunlight such as: an existing 
safe, a cut-proof travel bag, a portable lock box designed for travel, or a locking medical box. You are discouraged from storing 
controlled substances in an unlocked medicine cabinet; in your car; or in a refrigerator or freezer unless specifically 
recommended by the prescribe or pharmacist. Immediately notify the physician if any controlled substances prescribed or 
dispensed by the physician are stolen or improperly taken by another individual.  
 

Proper Disposal • Safely and appropriately dispose of unused controlled substances that have been prescribed or 
dispensed. You should promptly dispose of unused controlled substances after the expiration date of the prescription or after 
the patient no longer requires the controlled substances to treat the medical condition. In order to safely dispose of controlled 
substances, the patient should turn in the unused controlled substances as part of an approved governmental drug take-back 
program. There are some controlled substances that may be flushed down the toilet and most may be placed in a sealed 
plastic bag with coffee grounds or kitty litter and thrown in the trash (preferably when no one is there to observe-to minimize 
scavenging and pilfering by those seeking the leftover medications). Remove any identifying information, including the 
prescription number, from an empty controlled substance container and then properly dispose of the empty container.  
 

I have read this document or it has been explained to be me by the Murphy Pain Center practitioners and/or staff. I 
fully understand the information presented. All of my questions have been answered to my satisfaction.  

 
 
 
Patient Signature___________________________ Printed Name_____________________________ Date_______________      
              

 
 
 
 
JPM 2/25/2021                                     





 
 

Consent for Use and Disclosure of Protected Health Information 
 

I hereby give my consent for Murphy Pain Center (MPC) and its representatives to use and disclose 
protected health information (PHI) about me to carry out treatment, payment and health care operations 
(TPO).  I have the right to review the Notice of Privacy Practices prior to signing this consent. Murphy 
Pain Center reserves the right to revise its Notice of Privacy Practices at any time. A revised Notice of 
Privacy Practices may be obtained by forwarding a written request to: Administrator, Murphy Pain 
Center, 720 Rolling Creek Drive, Suite 101, New Albany, IN 47150. 
 

With this consent, MPC may mail me, email me, fax me, telephone me, text message me, FaceTime me, 
or use other electronic media (such as Zoom) and, if necessary, may leave a message on voice mail or 
may leave a message with another person in reference to any items that assist the practice in carrying out 
TPO, such as appointment reminders, insurance items and any calls pertaining to my clinical care, 
including laboratory test results, among others.  
 

I have the right to request that MPC restrict how it uses or discloses my PHI to carry out TPO. The 
practice is not required to agree to my requested restrictions. By signing this form, I am consenting to 
allow MPC to use and disclose my PHI to carry out TPO.  I may revoke my consent in writing except to 
the extent that the practice has already made disclosures in reliance upon my prior consent. If I do not 
sign this consent, or later revoke it, MPC may decline to provide treatment to me. 
 
 
 
_____________________________________________________  _____________________________________________   
Signature of Patient or Legal Guardian         Date 
 
 
_____________________________________________________       ______________________________________________ 
Print Patient’s Name            (Print Name of Legal Guardian, if applicable) 
 
Reference: Copyright © 2002 Gates, Moore & Company. Used with permission. “The HIPAA Privacy Rule: Three Key Forms.” Bush J. Family Practice 
Management. February 2003:29-33, http://www.aafp.org/fpm/20030200/29theh.html.  
        

•   •   • 
 

Consent to Release of Information Under 42 C.F.R. Part 2 

I authorize Murphy Pain Center (MPC) and its representatives to disclose my drug or alcohol treatment 
information as protected by SAMHSA confidentiality regulation Title 42, Part 2 of the Code of Federal 
Regulations (42 C.F.R. Part 2) to any individual or entity in order to carry out treatment, payment and 
health care operations (TPO) on my behalf. I understand that my substance use disorder records are 
protected under federal law, including the federal regulations governing the confidentiality of substance 
use disorder patient records, 42 C.F.R. Part 2, and the Health Insurance Portability and Accountability 
Act of 1996 (“HIPAA”), 45 C.F.R. Parts 160 and 164, and cannot be disclosed without my written 
consent unless otherwise provided for by the regulations. I understand that I may revoke this 
authorization at any time except to the extent that action has been taken in reliance on it. Unless I revoke 
my consent earlier, this consent will expire automatically upon termination of my treatment by MPC. 

 
 
_____________________________________________________       _____________________________________________   
Signature of Patient or Legal Guardian             Date 
 
 
_____________________________________________________            ______________________________________________ 
Print Patient’s Name                (Print Name of Legal Guardian, if applicable) 
 
 
             JPM 2/24/2021 





 



 



 



 



 



 



Update regarding services provided by Murphy Pain Center (MPC)  
 

From: James Patrick Murphy, MD • March 1, 2021 
 
COVID-19 has brought about many changes in the way MPC provides care and conducts 
business. For example, in our effort to optimize the safety of our patients, staff, and community, 
and in accordance with directives form the state of Indiana, the DEA, the CDC and others, we 
have practically eliminated in-person encounters. Also, MPC has become, primarily, a direct-pay 
medical practice. Generally, with the exception of some Workers Compensation claims, our 
patients pay us directly for our services, and we do not bill their insurance. 
 

As of May 1, 2021, all direct-pay relationships will average $70 per month, will be billed 
periodically, and will remain subject to future changes as necessary. This fee is for your basic 
recurring care within our scope of practice. Additionally, if Dr. Murphy performs a procedure that 
involves another facility, such as a hospital or surgical center, you can expect to be billed directly 
by MPC for the procedure in addition to your regular periodic fee. In addition to MPC billing, you or 
your insurance plan can expect to be billed separately by the other entities (e.g., hospital, lab, 
other doctors, etc.) involved in your care. 
 

This is not an insurance plan, is not a substitute for health insurance or other health plan 
coverage, will not cover hospital services or any services not personally provided by MPC, and is 
not intended to replace any existing or future health insurance or health plan coverage. You are 
still responsible for any charges incurred for health care services not performed by MPC, 
including, but not limited to, emergency room visits, hospital and specialist care, and imaging and 
lab tests. Patients should not expect MPC to file or fight any third party insurance claims or prior 
authorizations on their behalf, although, at our discretion, we may try. 
 

Since the pandemic began, Karen Doggett, our dedicated staff, and I have made many phone 
calls to our patients. We understand these calls to be, for the most part, not reimbursable by third-
party payers. Nevertheless, these clinical encounters are legitimate and very meaningful.  We do 
not charge per phone call or per prescription. While we cannot guarantee our availability or any 
specific mode of treatment (e.g., prescriptions, procedures, labs, etc.), our goal remains to provide 
appropriate continuity of care in the manner that we feel is in your best interest, based your 
individual needs, and we retain the right to make determinations about the scope of services we 
offer. We strive to provide our patients healthcare services in accordance with Indiana standards 
and guidance offered by the CDC.  
 

Ours may not be a perfect plan, but in this pandemic, we feel it is a proper way for us to continue 
to provide our patients quality care. I will continue to assess the wisdom of re-opening our office to 
in-person visits, however I do not expect this to happen soon. I am grateful to all of our patients 
who have worked with us in this new practice model. You have allowed us to keep the practice 
afloat in a fragile time when many small medical practices like ours have been forced to shut 
down. I am humbled by your faith in me. In my professional career, I have experienced no greater 
honor than you trusting me to be your doctor during this very difficult time. 
 

By signing below, you acknowledge and agree to continue with our direct-pay relationship as 
outlined in this notice until such time that you or MPC for any reason decide to end it.  

 

Name [please print]: ____________________________  Date: _____________ 
 
      

          Patient signature: ___________________________________________        
 
 




