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ANALGESIC MEDICATION REQUEST

Kern Health Systems has received a treatment,authorization request for additional pain medications
for the following patient.

Patient Name:

Patient I.D. Number:
Medication Requested:

Submitted Diagnosis:

Please submit the following information to help us decide on the request for the above medication.

il Kern Health Systems wi limit the prescribing of this medication to one physician to avoid abuse
by drug seeking patients.

il Please accurately describe the maximum number of doses per day the patient is allowed.

Maximum number of doses per day

V Is the need for the analgesic medication chronic or for a limited duration?

lJ Cbnle(eso) How ibnq w;/f pi bt Oh ./is wi::
Q Limited? (Yes/No) 4 Duration

iJ Has this patient seen a pain specialist or are you going to refer the patient to a pain specialst?

Patient is seeing! was seeing Pain Specialist (Dates)

Patient wil be referred to PaÌn Specialist (Yes/No)

~ Describe other treatments you have prescribed to reduce the patient's analgesic medication

require~~ts. ,_ .1_ I (\. i.- _ . · ,J ~JL nl 1_ ~ J 7?-4 ~(fY\L ~ p:'l) ftdS. ~ ., ii ..

:¡ Physician 1)ate
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