
Medical Marijuana Patient Agreement 

_________ I am over 18 years of age and understand the requirements of the New York 
State Medical Marijuana program. 

_________ I have been advised of the current state of knowledge in the medical 
community of the effectiveness of Medical Marijuana for the treatment of my condition 

_________ I have read and understand the foregoing disclosures and have initialed each 
to acknowledge this understanding 

_________ I have been advised of the potential risks and understand the side effects 
that may occur while I am taking Medical Marijuana. 

_________ I agreed to give a blood or urine sample, if asked, to test for drug use. 

_________ I agree to take my Medical Marijuana as I have been instructed. Changes 
may be made frequently in order to obtain adequate pain control. 

_________ I am not pregnant, intending to become pregnant, nor breast-feeding. 

_________ I agree, to tell my medical professional if I have a history of a psychiatric 
diagnosis or attempted suicide. I also agree to tell my medical professional if I have ever 
been prescribed or taken medication for any psychiatric problems. 

_________ When under the influence and/or in possession of medical marijuana in 
public your New York State Medical Marijuana ID card must be on your person at all 
time 

_________ I understand I must give 48 hours notice for cancellation or rescheduling of 
appointments. I understand that if I miss a scheduled appointment the provider may 
either refuse to refill my prescription or discontinue my Medical Marijuana certificate. 

_________ I understand that I must maintain a primary care provider while being cared 
for at the Medical Marijuana clinic. He/she will be used to care for my other medical 
needs. Your current pain management provider will continue to write prescriptions for 
narcotics with recommendations of gradual dose reduction by the Medical Marijuana 
prescribing provider. 

_________ I understand that my medical marijuana will not be replaced if lost, stolen, 
or used up sooner than prescribed. 

_________If I start taking Medical Marijuana, I agree to tell my medical professional if I 
experience (any one or more of the following) : start to feel sad or have crying spells, 



have, changes in my normal sleeping pattern, loss of appetite, become more irritable 
than usual, become unusually tired, withdraw from friends and family or experience 
lose interest in my usual activities. 

_________ I understand that if I do not follow this agreement the medical provider will 
discontinue my Medical Marijuana certificate. 

Patient’s Signature: 
_____________________________________Date:________________ 

Print Name:______________________________________________ 

Only patients with one of the following severe, debilitating or life-threatening 
conditions may qualify for the Medical Marijuana Program: cancer, positive status 
for HIV or AIDS, amyotrophic lateral sclerosis (ALS), Parkinson's disease, multiple 
sclerosis, damage to the nervous tissue of the spinal cord with objective neurological 
indication of intractable spasticity, epilepsy, inflammatory bowel disease, 
neuropathy, chronic pain as defined by 10 NYCRR §1004.2(a)(8)(xi), post-traumatic 
stress disorder or Huntington's disease. Patients must also have one of the following 
associated or complicating conditions: cachexia or wasting syndrome, severe or 
chronic pain, severe nausea, seizures, or severe or persistent muscle spasms. 



Medical Marijuana Acknowledgement of disclosure and Informed Consent 

Please read each item below and initial in the space provided to indicate that you 
understand and agree with information regarding the risks and side effects of using 
medical marijuana. Do not sign this agreement and do not use Medical Marijuana if you 
have questions about or do not understand any of the information provided.  

Patient’s Name ______________________________DOB_______________ 

Address_______________________________________________________ 

City_____________________, New York Zip code_____________________ 

Provider Obtaining Consent: Sherry Ann Slazak, ANP-BC 

Signature__________________________________ Date________________ 

I am being evaluated for the New York State Medical Marijuana program. The provider 
will determine if I will be granted a prescription/certificate based on the information 
provided. I hereby acknowledge that I have not misrepresented my medical condition to 
obtain this recommendation and it is my intent to use Medical Marijuana only as 
needed for the treatment of my medical condition, not for recreational or nonmedical 
purposes. I understand it is my responsibility to be informed of state and federal laws 
regarding the possession, use, sale/purchase and/or distribution of Medical Marijuana.  

I have been informed of and understand the following: 

_____________I understand that possession or use of medical marijuana is unlawful 
under the Federal law and outside of the state of New York. I understand the possession 
or use of Medical Marijuana is unlawful within the state of New York if it is not 
recommended for medical purposes by a licensed medical provider with the legal ability 
to do so.  

_____________ I understand the side effects of medical marijuana can include but are 
not limited to:  slow reaction/inability to concentrate, poor physical condition, 
cough/bronchitis/shortness of breath/laryngitis, dizziness, impaired vision 
,drowsiness/fatigue/abnormal sleep, depression, low blood pressure, impairment of 
motor skills, anxiety/nervousness, dry mouth, suppression of the immune system, 
hunger/loss of appetite, dependency, confusion, feelings of euphoria, 
headache/nausea/vomiting, numbness, agitation, paranoia/psychotic symptoms, 
sedation. 

_____________ Women should not consume medical marijuana while planning to 
become pregnant, during pregnancy, and breast-feeding except on the advice of their 
women’s health provider or on the advice of the infant’s pediatrician. 



____________ Using medical marijuana under the influence of alcohol is not 
recommended. 

____________ Use of medical marijuana may affect coordination, cognition, and 
judgment. While under the influence of Medical Marijuana, do not drive, operate 
machinery, or engaged in potential hazardous activities. 

____________ I will keep medical marijuana out of reach of children and pets. 

Patient’s 
Signature:_________________________________Date:___________________ 

Print Name:______________________________________________________________ 



Cancellation/No Show Payment Policy 

We understand that there are times when you must miss an appointment due to 
emergencies or obligations for work or family. However, when you do not call to cancel 
an appointment, you may prevent another patient from getting much needed 
treatment. Conversely, the situation may arise when another patient fails to cancel and 
we were unable to schedule you for a visit, due to a full schedule. 

Cancellations 

It is our policy that all appointments must be canceled at least 48 hours in advance of 
the appointment. If an appointment is note cancelled 48 hours in advance, you will be 
charged the full appointment cost. Your credit card or debit card on file will 
automatically be charged on the day of the cancellation if you are cancelling less than 48 
business hours prior to your appointment. All patients will have the opportunity to show 
proof of an “urgent” reason as to why they were unable to make their scheduled 
appointment. Upon doing so, the patient will be reimbursed the charges incurred for 
late cancellations. 

No Show 

Patients who “No Show” their visit will be charged for that visit, AND you will need to 
prepay future appointments. Your credit or debit card on file will automatically be 
charged on that day you “No Show” your appointment. All patients will have the 
opportunity to show proof of an “urgent” reason as to why they were unable to make a 
scheduled appointment. Upon doing so, the patient will be reimbursed the charges 
incurred for not showing for their scheduled appointment. 

Follow Up Visits 

Follow up visits our crucial to maintaining the state mandate of creating and maintaining 
a bona fide relationship with your provider. Patients who miss the scheduled follow up 
visits will be charged the $100 for missed appointments. 

Scheduled Appointments 

We understand that delays can happen, however, we must try to keep the other 
patients and providers on time. We request that you come 30 minutes early for your 
appointment to account for traffic and to complete required paperwork. If you are 15 
minutes past your scheduled time, your provider may not be able to complete a full visit 
or we will do our best to accommodate you and fit you into the schedule later in the 
day. If you can not complete your visit you will be charged the full visit and you will 
require to book a new visit.  



Account Balances 

We will require that patients pay their account balance to zero (0) prior to receiving 
further services by our practice. We also require payment be rendered prior to services. 

Acknowledgement and Receipt of Cancellation/No Show Policy 

I, __________________________________ Do hereby acknowledge receipt of a copy of 
the Cancellation and No Show Payment Policy of the Medical Marijuana Clinic of Buffalo. 

Signature:______________________________________ 
Date:______________________ 



Name: __________________________________________________________________ 

Describe your pain in terms of: 

Where does it hurt? 

______________________________________________________________________________ 

______________________________________________________________________________ 

When/How did it start? 

______________________________________________________________________________ 

______________________________________________________________________________ 

When does it hurt? 

______________________________________________________________________________  

What does it feel like? (i.e. burning, sharp, tingling, achy, throbbing, crampy) 

______________________________________________________________________________ 

How severe is the pain on a scale of 0 to 10 (0 = no pain and 10 = worst imaginable) 
Now 0-10____ 

Worst amount of pain in the past week  0-10____ 

Least amount of pain in the past week  0-10 ____ 

Amount of pain you could live with. 0-10 ____ 

What makes the pain better? _____________________________________________________ 

What makes the pain worse? _____________________________________________________ 

Do you have any other symptoms or problems when the pain occurs? Describe: 

______________________________________________________________________________ 

Current pain medications and dosage: (the dosage MUST be listed below) 
______________________________________________________________________________ 

______________________________________________________________________________

Other prescribed medications(with dosage): __________________________________________

______________________________________________________________________________

______________________________________________________________________________

Allergies:______________________________________________________________________ 

Unsuccessful/Failed pain medications and treatments (if any): 

______________________________________________________________________________ 

Have you previously or are you currently participating in any of the following?:
Chiropractic Therapy Physical Therapy Massage Therapy Other, Explain below

Explain: _________________________________________________________________________________________________

Did the therapy(s) provide relief? Explain 
________________________________________________________________________________________________________



Medical Probems Medical Problems 

Cysts GERD 

Lipoma Heartburn 

Cancer, Skin 
(BCC, SCC) 

Ascites 

Eczema Hemorrhoids 

Psoriasis Gallstones 

Glaucoma UTI 

Cataracts Kidney Stones 

Asthma Chronic Kidney Disease 

Pneumonia Iron Deficiency/Anemia 

COPD B-12 Deficiency/Anemia

Emphysema Sickle Cell Anemia 

Cancer, Lung Bleeding Disorder 

Hypertension History of Blood 
Transfusion 

CHF Osteoarthritis 

A-Fib Rheumatoid Arthritis 

Mitral Valve Prolapse Herniated Disc 

Pacemaker Degenerative Disc 
Disease 

MI Gout 

Varicose Veins Lupus 

Phlebitis MS 

DVT ALS 

Aneurysm Seizure Disorder 

OCD Headaches 

PTSD WOMEN ONLY 

Anxiety Cancer, Breast 

Depression Cancer, Ovarian 

MEN ONLY Date of Last Menstrual 
Cycle 

Cancer, Prostate 

Prostatitis 

BPH 



Review of Systems:  

[Please check any current symptoms]. 
Constitutional Gastrointestinal Psychiatric 

Recent fevers or sweats Heartburn or reflux Eating disorder 

Fatigue and weakness Abdominal pain Anxiety and stress 

Unexplained recent weight loss Blood in stool Psychiatric diagnosis 

Unexplained recent weight gain Constipation Difficulty sleeping 

Loss of appetite Diarrhea Feeling suicidal 

Nausea 

Cardiovascular Vomiting 

Chest pain or discomfort 

Dizziness Endocrinology 

Irregular heartbeat or palpitations Increase thirst/appetite 

Leg swelling (edema) Hypersensitivity to heat 

Shortness of breath with exertion Hypersensitivity to cold 

Excessive sweating 

Respiratory 

Wheeze Genitourinary 

Cough Leaking or difficulty urinating 

Excessive sputum Difficulty with erection or impotence 

Concern with sexual function 

Eyes 

Change in vision Musculoskeletal 

Double vision Recent back pain 

Recent neck pain 

Ears/Nose/Throat/Mouth Muscle or joint pain 

Change in voice Stiffness 

Ear pain Swelling 

Hearing loss 

Nose Bleeds Neurological 

Ringing in ears Fainting 

Headaches 

Blood/Lymphatic Memory loss 

Easy Bruising Seizures 

Abnormal bleeding Numbness or tingling 

Surgical History: ___________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________

Social History: 

No 

No 

Yes, How many per day? ______Yes, How often? __________

Yes, Specify: _______________  

No 

Do you smoke?  

Do you drink alcohol?  

Do you use recreational drugs?  

Education: _______________________________________ 

Occupation: _____________________________________ 

Marital Status: ____________________________________ 
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