STRATEGY DOCUMENT - CONTENT ARCHITECTURE

Patient Education
Guide Architecture

A YMYL-grade content architecture for a medical cannabis patient education
guide. Fourteen sections ordered around the post-certification patient journey,
with scientific citations anchoring every clinical claim.
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Overview

Medical cannabis sits squarely in the Your-Money-Y our-Life category that Google evaluates most
strictly. Newly certified patients research obsessively before their first purchase and face a content
landscape split between two poles: clinical literature that is technically correct but unreadable by
non-clinicians, and forum anecdotes that are readable but unverified. Neither serves the patient well, and
neither supports LeafyRX’s position as the trusted clinical touchpoint in the patient’s journey.

This document is the content architecture built to close that gap. Every section below is designed around a
single principle: the patient should leave each page having learned something clinically correct, in language
they can use, with a named scientific source they can verify. Fourteen major sections were mapped,
sequenced against the post-certification patient journey, and anchored against more than twenty
peer-reviewed citations.

Patient Journey Framing

Section ordering was not alphabetical or categorical. It followed the real sequence of questions a patient asks
between the moment their certification is issued and the moment they begin ongoing treatment. Four journey
phases shape the architecture.

Phase 1: Immediate post-certification (Sections 1to 3)

The patient has just been certified but is not yet registered with their state's medical cannabis program.
Sections 1 to 3 answer the most urgent questions of that moment: who do | talk to next, what do | actually
have to do to complete registration, and how do | get help if something goes wrong. The content is warm,
directive, and light on clinical complexity because the decisions at this stage are administrative rather than
therapeutic.

Phase 2: Scientific foundation (Sections 4 to 5)

Once the administrative path is clear, the patient wants to understand how cannabis actually works in their
body. Sections 4 and 5 answer the mechanism-of-action questions: the endocannabinoid system, the
cannabinoid classes and what each does, the entourage effect. This phase earns the patient’s trust by
demonstrating clinical depth before any product or dosing recommendations land.

Phase 3: Product and dosing (Sections 6 to 9)

The patient now has enough foundation to make product decisions. Sections 6 to 9 cover product types,
methods of consumption, dosing framework, and label and COA interpretation. This is the decision-making
layer of the guide. Dosing sits in the middle rather than the end because “ start low, go slow” is the core
clinical principle the entire guide is organised around; every downstream section assumes the patient has
internalised it.

Phase 4: Safety, risk, and ongoing care (Sections 10 to 14)

Safety lives at the end, not the beginning. Leading with risk warnings produces two failure modes: it
frightens patients who would genuinely benefit from cannabis out of the treatment, and it creates the
impression of medical-legal hedging that undercuts the guide's clinical credibility. Positioning safety after
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the foundational clinical content lets the patient absorb risk information in the context of already
understanding how cannabis works, what products exist, and how dosing is handled.

Section Architecture

Each of the fourteen sections is specified below with its internal sub-structure and the peer-reviewed or
institutional citations anchoring the clinical content. The sub-structures were designed to be skimmable on
mobile and to support internal linking across sections so patients can navigate non-linearly without losing
context.

Section 1: Welcome from Your Care Team

The opening section. Voice calibration is the primary editorial concern: warmth without false cheer, clinical
grounding without sterility. The patient should finish this section trusting that the information downstream
was written with their interests in mind, not for medical-legal hedging.

SUB-STRUCTURE
A personal message from the clinical team. Framed as a direct |etter from the Care Team to the
patient, acknowledging that starting medical cannabis can feel overwhelming and positioning the guide as
the resource built to navigate that.

» What thisguideisfor. An explicit scope statement. The guide is an educational reference for newly
certified patients, not a prescription, not a replacement for clinical consultation, and not a product
recommendation tool.

e How to usethisresource. The guide is designed for non-linear reference, not cover-to-cover reading.
Common navigation paths are flagged: a first-time patient following the journey in order, a returning
patient jumping to dosing or label interpretation, a patient looking up state-specific rules.

» Standing reminder: we are hereto help. A short closing note that the Care Team is reachable at any
point during the patient’ s treatment, not only during certification. Sets up Section 3 and reinforces the
relationship the guide is designed to carry.

Section 2: What Happens After You Get Certified

The operational gateway. A certified patient is not yet a registered patient, and that distinction is where most
patient confusion lives. The section walks the patient through the administrative path between certification
and legal purchase.

SUB-STRUCTURE
e What certified means, and what still needsto happen. An explicit definition resolving the
certification-vs-registration confusion that drives most post-certification support tickets.

» How toregister with your state. A five-step pathway: submit certification details, upload
identification and proof of residency, submit required health and caregiver forms, await state approval,
receive card.

» State system links. Deep-linked registration portals for each state, sequenced al phabetically for
scannability.

» Typical timelines and processing ranges. Hours in some states, several business days or weeksin
others. Where available, the flag for whether atemporary digital card isissued while the physical card
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processes.

» Required documents checklist. Driver’slicence or state ID, proof of residency, certification form, any
required caregiver forms.

* Statefees. Ranges from $0 to $150 depending on jurisdiction, with low-income, veteran, and disability
discounts flagged where states offer them.

» Whereyou can purchase once your card isapproved. Licensed dispensary scope, reciprocity notes
deferred to Section 13.

» Flagged reminder. Certification does not automatically transmit to dispensaries. The patient must
complete state registration to activate their card. One sentence that resolves the single most common
post-certification support query in the category.

Section 3: How to Get Support

The escape hatch. The section also carries an explicit scope boundary: the Care Team can guide process and
answer general questions but cannot offer product-specific medical advice once the card is issued. That
boundary protects both the patient and the clinical operation, and it is set in this section so the downstream
product and dosing content lands without creating fal se expectations.

SUB-STRUCTURE
» How toreach usfor assistance. Direct list of contact channels: phone, email, live chat if available,
text. Each with itsintended use case (phone for urgent issues, email for documentation-heavy questions,
chat for quick clarifications).

« Office hours. Monday through Friday coverage window, with explicit framing that after-hours
messages will be returned on the next business day.

» FAQsabout when to contact support. A short list orienting the patient toward the right resource. Care
Team for process, dispensary pharmacist for product, heathcare provider for medical questions.

e Common troubleshooting issues we can help with. Trouble completing state registration, document
uploads, questions about payment or state fees, understanding approval timelines, clarifying what
happens next in the post-certification sequence.

» Scope boundary (explicit). The Care Team can guide process and answer general questions but cannot
offer medical advice or product recommendations once the card isissued. For product-specific questions,
the dispensary pharmacist is the correct resource. For medical questions, the patient’ s healthcare provider
remains primary.

Section 4: How Medical Cannabis Works

The first properly clinical section. Cannabis interacts with the human body through the Endocannabinoid
System (ECS), a biological network of receptors, enzymes, and endogenous cannabinoids that regulates
homeostasis across multiple physiological systems. The section explains this in plain language while
preserving the clinical specificity that the downstream content builds on.

SUB-STRUCTURE
» Why cannabis affects the body. Framing the ECS as the biological reason cannabis produces
therapeutic effects at all.
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» What the ECSregulates. Pain regulation, mood and emotional balance, sleep, appetite and
metabolism, inflammation and immune function, memory and learning, stress response.

» Thethree ECS components. Endocannabinoids (anandamide and 2-AG, the body’s own
cannabinoids), cannabinoid receptors (CB1 predominantly in brain and nervous system, CB2
predominantly in immune system and peripheral tissues), and enzymes (FAAH and MAGL, which break
down endocannabinoids after they have completed signalling).

* TheCB1 and CB2 receptor split. What each receptor class governs and why this matters for
predicting which cannabinoids produce which effects.

* Clinical endocannabinoid deficiency. Flagged explicitly as under active research rather than settled
science. Conditions under investigation include migraine, fibromyalgia, irritable bowel, and other
treatment-resistant syndromes.

» How phytocannabinoidsinteract with the native system. THC and CBD from the plant interact
directly with ECS receptors, which is the mechanistic basis for cannabis' s therapeutic range.

CITATIONS
Zou, S, & Kumar, U. (2018). Cannabinoid Receptors and the Endocannabinoid System: Sgnaling and Functionin
the Central Nervous System. International Journal of Molecular Sciences, 19(3), 833.

Lu, H. C.,, & Mackig, K. (2016). An introduction to the endogenous cannabinoid system. Biological Psychiatry,
79(7), 516-525.

Pertwee, R. G. (2008). The diverse CB1 and CB2 receptor pharmacology of three plant cannabinoids. British
Journal of Pharmacology, 153(2), 199-215.

Russo, E. B. (2016). Clinical endocannabinoid deficiency reconsidered. Cannabis and Cannabinoid Research, 1(1),
154-165.

Section 5: Understanding Cannabinoids

The second foundational clinical section. Once the patient understands the ECS, the next question is which
cannabinoids do what. The section covers the two major cannabinoids, the emerging minor cannabinoids,
and the entourage-effect concept that explains why full-spectrum formulations often outperform isol ates.

SUB-STRUCTURE
» THC (tetrahydrocannabinol). What it does, therapeutic indications (pain management, nausea control
especially chematherapy support, muscle spasms, sleep disturbances, some anxiety applications with the
caveat that high doses may worsen anxiety), and side-effect profile (anxiety or paranoia at high doses,
impaired memory or coordination, dry mouth, dizziness, temporary heart rate increase).

» CBD (cannabidiol). Non-psychoactive mechanism, indirect multi-receptor interaction, therapeutic
range (anxiety, seizure control with FDA approval for certain seizure conditions, inflammation, pain
relief, sleep support, neuroprotection), generally well-tolerated safety profile with mild side effects
possible (fatigue, appetite changes, digestive upset), and the flagged drug-interaction note.

e Minor cannabinoids. CBG (anti-inflammatory, neuroprotective, potential glaucomaand IBS
applications), CBN (sedating effects, potential sleep aid), CBC (pain and inflammation), THCV (appetite
suppression, blood sugar regulation, potential metabolic benefits), Delta-8-THC (milder psychoactivity
than Delta-9, anti-nausea, appetite stimulation). Each flagged as early research rather than clinical
consensus.
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» Theentourage effect. The hypothesis that cannabinoids and terpenes produce broader therapeutic
effects when present together than in isolation. Full-spectrum product rational e versus targeted-isolate
rationale for THC-sensitive patients.

» Choosing a cannabinoid profile. How to match profile to symptom, with the standing reminder that
cannabinoid scienceis rapidly evolving, patient response varies individually, and individualised guidance
from the provider or dispensary pharmacist is required.

CITATIONS
Devinsky, O., et al. (2017). Trial of Cannabidiol for Drug-Resistant Seizuresin the Dravet Syndrome. New England
Journal of Medicine, 376(21), 2011-2020.

Nahler, G., & Grotenhermen, F. (2017). A Comprehensive Bibliography of the Minor Cannabinoids CBG, CBC,
THCV, and Others. Cannabis and Cannabinoid Research, 2(1), 93-107.

Russo, E. B. (2011). Taming THC: potential cannabis synergy and phytocannabinoid-ter penoid entourage effects.
British Journal of Pharmacology, 163(7), 1344-1364.

Section 6: Cannabis Product Types

The product literacy section. Each product format gets pros-and-cons treatment, and the section closes with a
decision matrix mapping patient goals to product recommendations.

SUB-STRUCTURE
* Flower (dried cannabis buds). Traditional form, typically smoked or vaporised. Fast onset, easy to
titrate with practice, wide strain variety. Trade-offs: lung irritation, harder to precisely dose, strong
lingering odour.
» Vape products. Cartridges, pens, dry-herb vaporisers. Heats oil or flower without combustion.
Discreset, less lung irritation versus smoking, fast onset. Caveats. possible additivesin some cartridges,
shorter duration than oral products, vaping long-term safety still under study.

» Tinctures. Liquid extracts taken sublingually or mixed into food. Common format for balanced
THC-CBD formulas. Rapid sublingual absorption (15 to 45 minutes), long duration (4 to 8 hours), low
lung risk. Trade-offs: taste, absorption variability.

» Edibles. Gummies, chocolates, beverages, capsules. Long duration (6 to 12 hours), consistent
per-serving dosing, easy for non-smokers. Trade-offs: 30 to 120 minute delayed onset makes accidenta
over-consumption common. The guide flags start low, go slow emphatically for this format.

 Topicals. Lations, balms, transdermal patches. Non-psychoactive, targeted relief for localised
conditions. Trade-off: limited systemic effect, may not help deeper internal symptoms.

 Specialty forms. Fast-acting sublingual strips and tablets for breakthrough symptoms, capsules for
simple dosing with slower onset, suppositories for specific medical indications where oral and inhaled
routes are inappropriate.

» Goal-to-product matrix. Immediate pain or anxiety relief points to vapes, flower, or fast-acting strips.
Long-lasting pain, sleep, or inflammation points to edibles, tinctures, or capsules. Localised pain or
inflammation points to topicals or transdermal patches. Discreet daytime use points to tinctures or
low-dose edibles.

CITATIONS

Abrams, D. |, et al. (2007). Vaporization as a Smokel ess Cannabis Delivery System: A Pilot Study. Clinical
Pharmacology & Therapeutics, 82(5), 572-578.
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Muthumalage, T., et al. (2019). Inflammatory and Oxidative Responses Induced by Exposure to Commonly Used
E-Cigarette Flavoring Chemicals. Frontiersin Physiology, 8, 1130.

Sott, C., et al. (2013). Pharmacokinetics of cannabinoids. British Journal of Clinical Pharmacology, 75(3),
472-481.

Section 7: Methods of Consumption

The delivery-route section. Each route is specified with onset, duration, common forms, pros, and cons so the
patient can match route to symptom. Time-to-onset and duration are the two variables that matter most for
patient self-management.

SUB-STRUCTURE
* Inhalation (smoking or vaping). Onset 1 to 5 minutes, duration 1 to 4 hours. Use case: immediate
relief for breakthrough symptoms. Drawback: lung irritation with smoking.

» Oral ingestion (edibles, capsules, drinks). Onset 30 to 120 minutes via digestive system and liver
processing. Duration 6 to 12 hours. Use case: long-lasting symptom control. Drawback: delayed onset
enables accidental over-consumption.

 Sublingual (under-tongue dropsor strips). Onset 15 to 45 minutes through oral mucosa absorption.
Duration 4 to 8 hours. Use case: balanced onset and duration, easier dose titration. Drawback: taste and
absorption variability.

» Topical application. Onset varies by formulation (patches may take hours to reach steady state).

Duration 4 to 6 hours, longer with patches. Use case: localised pain and inflammation. Drawback: surface
or localised effect only.

» Rectal or vaginal suppositories. Onset 15 to 60 minutes. Duration 4 to 8 hours. Use case: specific
pelvic or Gl conditions, or when other routes are inappropriate. Drawback: limited commercial
availability, requires specific clinical guidance.

» Summary table. Side-by-side onset, duration, and primary use case for all five routes so the patient can
reference the data without re-reading the section.

CITATIONS
Huestis, M. A. (2007). Human Cannabinoid Pharmacokinetics. Chemical Biodiversity, 4(8), 1770-1804.

Hammell, D. C., et al. (2016). Transdermal cannabidiol reduces inflammation and pain-related behavioursin arat
model of arthritis. European Journal of Pain, 20(6), 936-948.

McGilveray, |. J. (2005). Pharmacokinetics of cannabinoids. Pain Research & Management, 10(Suppl A), 15A-22A.

Section 8: Dosing Framework

The clinical anchor of the entire guide. Dosing is where most newly certified patients get into trouble,
because medical cannabis dosing follows different rules than pharmaceutical dosing: no universal dose,
significant interpatient variability, and an inverse intuition (lower doses often produce better outcomes than
higher ones). The section is organised around the start low, go slow framework as the central clinical
principle the rest of the guide assumes.

SUB-STRUCTURE
» Why medical cannabisdosing isunique. No universal dose. Effects vary by condition, metabolism,
prior cannabis experience, product type, and individual genetics. More is not always better: many patients
achieve better symptom control with fewer side effects at lower doses.
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e Thefour principles of safe dosing. Start low, go slow, stay consistent, track your experience. Each
principle is operationalised into a concrete patient action.

» Beginner starting doses by product type. Tinctures: 1to 2.5 mg THC/5to 10 mg CBD. Edibles: 1 to
2.5mg THC/5to 10 mg CBD. Vape or inhalation: approximately 1 to 2 mg THC per small puff.
Topicals: small amount applied to affected area. Stated explicitly as general guidance, not medical
prescription.

» Dose escalation protocol. Hold a stable dose for 3 to 7 days before increasing. Increasein 1 mg THC
increments. Watch for both symptom improvement and unwanted side effects. If side effects appear,
reduce dose and maintain before trying again.

 Condition-specific target ranges. Anxiety: 1to 5 mg THC daily / 10 to 50 mg CBD daily. Chronic
pain: 2.5to 20 mg THC/ 10 to 100 mg CBD. Sleep issues: 2.5to 10 mg THC / 10 to 50 mg CBD. Severe
nausea: 5to 30 mg THC/ 10 to 50 mg CBD. Seizure disorders: minimal THC / 100 to 300+ mg CBD. Al
ranges presented as published-research reference, not individualised prescriptions.

» Common dosing mistakes. Stacking doses too quickly (especially with edibles). Assuming higher
doses work better. Mixing with alcohol or sedatives without medical advice. Impatience with edibles,
which take 30 to 120 minutes to activate and can feel significantly stronger once they do.

* |f you take too much. Stay calm: cannabis overdoses are rarely dangerous but can be very
uncomfortable. Common symptoms: anxiety, dizziness, rapid heartbeat, nausea, confusion. Most resolve
within severa hours. Rest, hydrate, avoid further dosing. Seek medical attention if symptoms persist or
worsen.

» Dosing log template. The Section 14 patient journal provides the structured log format: dose taken,
product and strain, method of consumption, symptom relief, and side effects. The log is what makes the
3-to-7-day escalation protocol operationally real rather than theoretical.

CITATIONS
MacCallum, C. A., & Russo, E. B. (2018). Practical considerationsin medical cannabis administration and dosing.
European Journal of Internal Medicine, 49, 12-19.

National Academies of Sciences, Engineering, and Medicine (2017). The health effects of cannabis and
cannabinoids: The current state of evidence and recommendations for research.

Grotenhermen, F. (2003). Pharmacokinetics and pharmacodynamics of cannabinoids. Clinical Pharmacokinetics,
42(4), 327-360.

Section 9: Reading Labels and Certificates of Analysis

The product-safety literacy section. Every legal cannabis product carries alabel and a Certificate of Anaysis
(COA). Knowing how to read both is what separates an informed patient from a vulnerable one.

SUB-STRUCTURE
* What every dispensary label must contain. Potency, batch and lot numbers for traceability,
manufacture and expiration dates, ingredients (especially critical for edibles and tinctures), testing lab
information, and state-mandated cautionary language.

» Understanding THC and CBD potency numbers. Total THC (maximum THC activatable after
heating or digestion) is the primary number for dosing. Total CBD parallels that for CBD.
THCA-versus-THC distinction: THCA is non-psychoactive until decarboxylated by heat. Labels often
include both THC and activated THCA content in the Total THC figure.
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» What a Certificate of Analysisis. A third-party laboratory report verifying the product is accurately
labelled for potency and free from harmful contaminants. Many dispensaries provide COA access via QR
code on packaging.

e What to check on a COA. Cannabinoid profile (actual levels of THC, CBD, and minor cannabinoids).
Terpenes (aroma compounds that may influence effects). Pesticide testing (should show pass or no
detectable residues). Heavy metals (lead, mercury, arsenic, cadmium). Residual solvents (particularly
important for vape oils and concentrates). Microbial testing (mould, bacteria, yeast). Mycotoxins (fungal
toxins harmful if present).

» Red flags. Missing COA. Refusal to provide a COA on request. Potency wildly inconsistent with label.
Failed lab results or contaminants above acceptable limits. Products sold from unlicensed vendors or
websites.

 Escalation point. Dispensary pharmacists are trained to explain labels and test results. The Care Team
is the secondary resource for general questions.

CITATIONS
U.S Pharmacopeia (USP), Cannabis Expert Panel Guidance (2022). Cannabis Quality Standards and Testing
Recommendations.

National Conference of Sate Legislatures (NCSL), Cannabis Product Safety Standards (2023).

Section 10: Side Effects, Safety, and Risk Management

Theclinical risk section. Cannabisis generally well-tolerated at medical doses, but informed patients manage
their treatment better than uninformed ones. The section teaches the patient to distinguish between common,
expected side effects and the warning signs that warrant medical attention.

SUB-STRUCTURE
e Common THC side effects. Dry mouth (hydrate, chewing gum helps), red eyes (temporary and
harmless, eye drops help), increased heart rate (usually mild and temporary, consult provider for
pre-existing cardiac conditions), dizziness or lightheadedness (start doses low, avoid standing abruptly),
drowsiness (adjust timing toward evening), anxiety or paranoia at high doses (lower doses or higher-CBD
products reduce this), impaired coordination (no driving or operating machinery), short-term memory
impairment (resolves when effects wear off).

e Common CBD side effects. Fatigue (more common at higher doses), digestive upset (diarrhoea or
stomach discomfort in some individuals), appetite changes (may increase or decrease), drug interactions
(CBD may affect how certain medications are metabolised; discuss with provider).

» Rarebut serious side effects. Severe dizziness or fainting. Rapid heartbeat or chest pain. Severe
anxiety or panic attacks. Hallucinations or confusion at very high THC doses. Allergic reactions. Any of
these warrants medical attention.

» Mental health considerations. Cannabis may help with anxiety, PTSD, and mood disorders for some
patients but may worsen symptoms for others. Explicit risk flags for patients with a history of psychosis
or schizophrenia, young adults under 25 with devel oping brains, and individuals with THC sensitivity.
Any psychiatric history warrants provider discussion before starting.

» Tolerance and dependence. Tolerance to THC devel ops with frequent use; tolerance breaks (brief
pauses) help reset sensitivity. Cannabis use disorder israrein medical patients but possible with heavy or
prolonged use.
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 Safe storage. Out of reach of children and pets. Original packaging. Cool, dark, dry conditions for
potency preservation.

CITATIONS

Iffland, K., & Grotenhermen, F. (2017). An Update on Safety and Sde Effects of Cannabidiol. Cannabis and
Cannabinoid Research, 2(1), 139-154.

Wilkinson, S. T, et al. (2016). Marijuana legalization: impact on physicians and public health. Annual Review of
Medicine, 67, 453-466.

Hasin, D. S, et al. (2015). Prevalence of marijuana use disordersin the United States. JAMA Psychiatry, 72(12),
1235-1242.

Section 11: Cannabis and Driving Safety

The public-safety and legal-liability section. The section is deliberately short and unambiguous. Its job is
rule-giving, not nuance.

SUB-STRUCTURE
» Thecorerule. Do not drive or operate heavy machinery while impaired. Even small THC doses can
impair reaction time, judgment, and coordination.

 Minimum safe wait times. Wait at least 4 to 6 hours after inhalation, and 6 to 12 hours after edibles,
before driving. Individual metabolism affects these windows; the numbers are minimums, not guarantees.

 State DUI thresholds. States have varying legal thresholds for THC and DUI enforcement. Specific
thresholds and penalties are covered in the relevant Section 13 state page.

e Impairment is cumulative. Combining cannabis with a cohol or sedatives compounds impairment
beyond the sum of the parts. The rule to wait applies to each, not just one.

CITATIONS
Hartman, R. L., & Huestis, M. A. (2013). Cannabis effects on driving skills. Clinical Chemistry, 59(3), 478-492.

Section 12: Pregnancy and Lactation

The contraindication section. Unlike most of the guide, this section does not hedge toward patient autonomy.
Obstetric medicine requires categorical guidance.

SUB-STRUCTURE
» Theclinical position. Cannabisis not recommended during pregnancy or breastfeeding.

» Thebiological basis. THC crosses the placenta during pregnancy and enters breastmilk during
lactation. Fetal and infant exposure is a direct consequence of maternal use.

e Thereferral rule. Any patient who is pregnant, may become pregnant, or is breastfeeding must discuss
cannabis use with their OB-GY N or paediatrician before continuing, starting, or stopping treatment.

» Non-substitution. This section does not offer alternative cannabis-based approaches during pregnancy
or lactation. The contraindication stands.

CITATIONS
Metz, T. D., & Sickrath, E. H. (2015). Marijuana use in pregnancy and lactation: a review of the evidence.
American Journal of Obstetrics & Gynecology, 213(6), 761-778.

Section 13: State-by-State Legal Guide (Programmatic)
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The legal reference section. Thisis not a single section but a programmatic structure: fifty state pages built to
the same template so the content scales across jurisdictions without architectural inconsistency. Each state
page closes with authoritative external links so the patient can verify current regulations against primary
sources rather than relying on the guide alone.

STATE-PAGE TEMPLATE SUB-STRUCTURE
e Legal status summary. One-paragraph plain-language statement of whether cannabisislegal for
medical use, recreational use, or both in the state.

» Program status and launch year. When medical cannabis was legalised, current program operational
status, whether recreational is also legal or decriminalised.

 Qualifying conditionslist. Pulled directly from the state health department or statute. No editorial
interpretation: the patient needs the authoritative list.

» Five-step application pathway. Get certified (already completed), register with the state program,
upload required documents, pay application fee, await card issuance. State application portal link
included inline.

» Statefees. Initial application fee, renewal fee, and any discounts for low-income, veteran, or disabled
patients.

 Purchase and possession limits. Monthly purchase limit, possession limit, and home cultivation
allowance if permitted.

 Reciprocity. Whether out-of -state medical card holders can purchase cannabisin this state, with any
conditions attached.

» Cannabis DUI laws. Legal thresholds, penalties by offencetier, and any mandatory sentencing
minimums.

» Employment protections. Whether medical cannabis use is protected from adverse employment
action.

» Caregiver and minor patient rules. How caregivers are designated and what rules apply for minor
patients where the state permits them.

 City and county variations. Jurisdictions within the state that apply additional restrictions or
protections.

» Taxation. Salestax, state excise tax, and any medical-patient exemptions.
* Policy reform timeline. Brief history of cannabis policy changesin the state.
e Current billsin progress. Active legislation that may change the rules above in the near term.

INSTITUTIONAL SOURCES
NORML (National Organization for the Reform of Marijuana Laws) state |aw databases.

Marijuana Policy Project (MPP) state policy trackers.
NCSL State Medical Marijuana Laws tracker.
Sate medical cannabis regulatory agencies (e.g., Alabama Medical Cannabis Commission, Florida Office of

Medical Marijuana Use).

Section 14: FAQ, Patient Journal, and Medical Disclaimer
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The supporting apparatus that turns the guide from a read-once document into an ongoing reference. The
journal section in particular is what converts the guide from a pre-treatment resource into a tool the patient
actively uses throughout treatment.

SUB-STRUCTURE
* Frequently Asked Questions. The most common patient questions across the post-certification
journey: what happensif | travel, can | fly with cannabis, can my employer drug test me, is there
insurance coverage, how do renewals and recertifications work, what are the state-to-state differences|
should know about.

 Daily dosing log template. Date, time, product, strain, dose, method of consumption, symptom relief
observed, side effects observed, notes. Designed to support the 3-to-7-day escalation protocol described
in Section 8.

e Symptom tracker template. Symptom, pre-dose severity (1-10), post-dose severity (1-10), duration of
relief, notes. Makes the guide’ s subjective effect claims measurable against the patient’s own baseline.

e Product and strain tracker. Brand, strain, cannabinoid profile, dispensary, patient rating. Builds a
personal reference library over time.

 Reflection space. Free-form notes for the patient to capture what is working, what is not, and questions
to raise with the Care Team at the next contact.

» Referral and exclusive resour ces. Optional referral code program, links to additional educational
resources, future services and support.

 Full legal disclaimer block. Medical disclaimers, clinical responsibility statement, explicit statement
that the guide provides educational content rather than individualised medical advice, and the complete
citation list for the scientific references used throughout.

E-E-A-T and YMYL Strategic Insight

The architecture above is engineered for more than patient education; it is engineered for search
credibility in the category that Google evaluates most strictly. Three structural choices carry that weight.

Citation anchoring as a default

Every clinical claim in the guide is tied to a named peer-reviewed source or an institutional source (U.S.
Pharmacopeia, NCSL, National Academies). This is not decorative. In YMYL categories, the Expertise and
Trustworthiness signals that move rankings are substantialy carried by the visible presence of verifiable
authority sources. Content that asserts clinical facts without citation competes with forum anecdotes; content
that anchors facts to New England Journal of Medicine, American Journal of Obstetrics & Gynecology, and
JAMA Psychiatry competes with clinical guidelines.

Clinical register without clinical inaccessibility

The voice calibration is deliberate: plain-language patient guidance layered over a clinicaly defensible
substrate. This is the register gap most medical-cannabis content fails to close. Over-clinical content drives
patients to forums; over-casual content sacrifices the authority the category needs. The guide holds the
middle position, which is also the position most valuable for Experience signals because the patient leaves
feeling both educated and respected.
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Structured data readiness

The consistent sub-structure of each section (the five-step pathway in Section 2, the product-to-goal matrix in
Section 6, the onset-duration summary table in Section 7, the condition-to-dose range matrix in Section 8, the
state template in Section 13) supports MedicalGuideline, HowTo, FAQPage, and Medical\WebPage schema
implementation downstream. Search visibility for this content depends on structured data signalling as much
as on authority signalling. The architecture makes both available.

The trust-architecture gap, closed

The problem framed in the Overview was a category split between unreadable clinical content and unverified
forum content. The architecture documented here is a single, coherent response to that gap: citations where
forum content lacks them, readability where clinical content lacksit, journey-based sequencing where neither
hasit. For LeafyRX, the guide functions as the content artifact that converts a post-certification patient into a
long-term relationship. For search, it functions as a YMY L-appropriate content asset that earns rankings the
category does not give away cheaply.

External Reference Shelf

The guide draws on four classes of external source, named here as the authoritative references layer of the
architecture.

Peer-reviewed clinical literature

Zou & Kumar (2018), International Journal of Molecular Sciences.

Lu & Mackie (2016), Biological Psychiatry.

Pertwee (2008), British Journal of Pharmacology.

Russo (2011), British Journal of Pharmacology.

Russo (2016), Cannabis and Cannabinoid Research.

Devinsky et al. (2017), New England Journal of Medicine.

Nahler & Grotenhermen (2017), Cannabis and Cannabinoid Research.
Abrams et al. (2007), Clinical Pharmacology & Therapeutics.
Muthumalage et al. (2019), Frontiersin Physiology.

Sott et al. (2013), British Journal of Clinical Pharmacology.

Huestis (2007), Chemical Biodiversity.

Hammell et al. (2016), European Journal of Pain.

McGilveray (2005), Pain Research & Management.

MacCallum & Russo (2018), European Journal of Internal Medicine.
Grotenhermen (2003), Clinical Pharmacokinetics.

Iffland & Grotenhermen (2017), Cannabis and Cannabinoid Research.
Wilkinson et al. (2016), Annual Review of Medicine.

Hasin et al. (2015), JAMA Psychiatry.

Hartman & Huestis (2013), Clinical Chemistry.
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Metz & Stickrath (2015), American Journal of Obstetrics & Gynecology.

Institutional standards and reports

National Academies of Sciences, Engineering, and Medicine (2017). The Health Effects of Cannabis and
Cannabinoids: The Current State of Evidence and Recommendations for Research.

U.S Pharmacopeia (USP) Cannabis Expert Panel Guidance (2022). Cannabis Quality Sandards and Testing
Recommendations.

National Conference of State Legislatures (NCSL) Cannabis Product Safety Standards (2023) and state medical
marijuana laws tracker.

Policy and regulatory sources

NORML (National Organization for the Reform of Marijuana Laws) state law databases.
Marijuana Policy Project (MPP) state policy trackers.

Sate medical cannabis regulatory agencies for jurisdiction-specific programrules.

Clinical and operational references
FDA cannabinoid-related approvals and safety notices.

Sate health department qualifying condition lists and application procedures (sourced per-state for the Section 13
template).
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