									            Reviewed March 2011
Verona Family Medicine
100 N. Nine Mound Road
Verona, WI 53593

Chronic Controlled Substances Review & Advisory Group:  PATIENT REVIEW FORM_

Patient Name: _________________________________________ 	MRN#: _____________________________

PCP: ________________________________________________ 	CCSRAG Review Date:________________


Patient is on chronic controlled substance use protocol due to: 
__ a.	≥ 30 morphine equivalents or other controlled substance use for 90 consecutive days or more
__ b.	Clinician or staff request.  Reason? _______________________________________________________
__ c. 	Patient NOT on protocol due to PCP request.  Reason? _______________________________________

Reason/s for chronic controlled substance use?
__ a.    	Pain:  Source? _______________________________________________________________________
__ b.  	ADD/ADHD __  Anxiety __  Insomnia __ Restless Legs __ Other? _____________________________

Is/are reason/s for chronic controlled substance use listed on the Problem List (ie, 338.29A Chronic Pain)?
__ a. 	Yes
__ b. 	No

Has work-up been adequate?
__ a.	Yes.  Results? ________________________________________________________________________
__ b.	No.  What is missing? _________________________________________________________________

Has maximal non-controlled substance therapy been tried?
__ a.	Yes.  Results adequate? ________________________________________________________________
__ b.	No.  What is missing? _________________________________________________________________

Has patient had sub-specialty consultation (ie, pain clinic, psychiatry, health psychology)?
__ a.	Yes.  Which clinic/s? __________________________________________________________________
Was it a one-time only consultation or is treatment ongoing? ___________________________________
__ b.	No.   Reason: ________________________________________________________________________

Is the patient functional (per shared care plan goals) on current medications?
__ a.	Yes. _______________________________________________________________________________
__ b.     No.  Dysfunction / limitations: __________________________________________________________

Is a chronic controlled substance use agreement signed and up-to-date in EPIC?
__ a.    Yes, and reviewed within past year.  Date: _________________________________________________
__ b.    Yes, but needs review since last review was on (date): ________________________________________
__ c.     No




Is a chronic controlled substance use “FYI” documented in Epic? (documentation is currently under the “Narcotics Agreement” FYI option)
__ a. 	Yes
__ b.	No

Have chronic controlled substance use-focused visits occurred every 3-6 months?
__ a.	Yes, and documented using “.dvnnarc” or equivalent
__ c.	No.  Why? __________________________________________________________________________
	
Has a urine drug screen been obtained within the last 12 months?
__ a.	Yes, with appropriately positive & negative results based on current treatment plan  	
Date: ___________
__ b.	Yes, with INappropriately positive or negative results based on current treatment plan  	
Date: ___________  Findings: ___________________________________________________________
__ c. 	No, beyond 12 months ago							
Date: ___________
__ d.	Not previously obtained

Is the patient at risk for misuse of chronic controlled substance/s?
__ a. 	No.  Why? __________________________________________________________________________
__ b.	Yes.  Why?__________________________________________________________________________

Are there clearly identifiable problems with this patient’s chronic controlled substance use? 
__ a. 	Drug screen inappropriately positive / negative:  What? _______________________________________
__ b. 	Contract violations (ie, frequently lost or stolen refills, multiple pharmacies used, staff abuse):  
What? ______________________________________________________________________________
__ c.  	Other:______________________________________________________________________________

CCSRAG conclusions / recommendations:
__ a.	Ok to continue with current chronic controlled substance use & other aspects of treatment plan
__ b.	Consider additional workup (ie, urine drug screen).  What? ____________________________________
__ c. 	Consider referral (ie, pain clinic, psychiatry, drug abuse counseling).  Where? _____________________
__ d.	Suggest discontinuing chronic controlled substance use.  Reason: _______________________________
____________________________________________________________________________________
Taper recommendations (if applicable): ___________________________________________________
____________________________________________________________________________________

Other comments:___________________________________________________________________________
__________________________________________________________________________________________
Reviewed by:  
__ Brian Arndt, MD 
__ John Beasley, MD
__ Allison Hotujec, MD
__ Mark Shapleigh
__ Jerri Ustby-Cruz Bye, RN
__ Julia Yates, MSSW
__ Other: _______________________________

2 | Page

image1.png
realth




