
 

9800 Broadway Ext. Suite 201  Oklahoma City, Oklahoma 73114  Phone (405) 424-5426  Fax (405) 424-5431
www.OJRI.com  www.drpauljacob.com  www.robotichipandkneereplacement.com  www.jointsensor.com 

1 

New State Law Regarding Narcotic Prescriptions 
House Bill 2931  

Effective January 1, 2020 
Print Name:  __________________________________________________ Date of Birth: _____________________ 

Due to a new State of Oklahoma law, all narcotic medications MUST be sent to pharmacies in electronic form ONLY. 
Handwritten narcotic prescripts are no longer acceptable under this new law.    

Please provide your pharmacy information below. This is the only pharmacy we will use for your medications. 
If you need a refill, you will be required to contact our office 48-72 hours in advance.   

Since our physicians are often in surgery and not in the clinic setting, same-day or next day refills cannot be 
guaranteed.    

Pharmacy Name: _______________________________________________________________________________ 

Pharmacy Address: _____________________________________________________________________________ 

Pharmacy Phone Number: ________________________________________________________________________ 

Confirm the above information is correct. As this is where you will be required to pick up your prescription. 

IF YOU ARE ALREADY UNDER A PAIN CONTRACT: 
If you already have a pain management contract with another physician, please provide us with contact information 
so that we can appropriately inform them of your temporary change in pain control physicians. 

 Physician name and specialty:     Family Physician:_______________________________________________

Pain Management:_____________________________________________

Other:________________________________________________________ 

Physician Address: _____________________________________________________________________________ 

Physician Phone Number: ________________________________________________________________________ 

My pain management physician will be prescribing my post-operative pain control medications.
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