Southern Colorado Family Medicine

Agreement for Long-term Controlled Substance Therapy

The purpose of this agreement is to protect your access to controlled substances and to protect our ability to prescribe for you.  As a consideration for, and a condition of, the willingness of your doctor to consider the initial and/or continued prescription of controlled substances, you agree to the following:

1.  I will obtain all controlled substances from the provider whose signature appears below or, during his or her absence, by the covering physician, unless I obtain specific authorization for an exception.  

2.  I will obtain all controlled substances from the same pharmacy.

The pharmacy I have selected is: ____________________________________________

Phone:  __________________________

3.  I will inform my doctor of any new medications, conditions, and adverse effects I experience.

4.  I will not change how much or how often I take my medicine without discussing it with my doctor.

5.  I give permission to my doctor to discuss my medical information with my pharmacist and care providers.

6.  I understand these medicines should not be stopped abruptly since I may experience a withdrawal syndrome.

7.  I will not drink alcohol or use any illegal or recreational drugs or prescription drugs bought on the street.  

8.  I will submit to unannounced drug screens as requested.  I understand that the presence of unauthorized drugs may result in discontinuation of controlled medication prescription and/or referral to an addiction specialist.

10.  I will not share or sell my medications or leave them where others might see or access them.

11.  I will bring my medications in the original container to each visit.

12.  I understand that medications will not be replaced if they are lost, stolen or destroyed.  

13.  I will keep my scheduled appointments.  I will not request early refills or walk-in without an appointment or phone for prescriptions after hours or on weekends.

15.  I acknowledge that my doctor has explained and I understand the risks of these medications.

It is my doctor’s responsibility to determine how and if these medications will be prescribed.  These decisions will be based on ongoing evaluation of my medical condition and my participation in my doctor’s recommendations for my treatment.  These guidelines are designed to protect me from the dangers associated with controlled medications.  If I violate this policy, my doctor may decide to discontinue or reduce the dose of my medication.  I affirm that I have the full right and power to sign and be bound by this agreement, and that I have read, understand, and accept all of its terms.

_________________________________


_____________________________________

Patient Name (print)





Prescribing Provider Signature

_________________________________


_____________________________________

Patient Signature





Attending Physician Signature (if applicable)

_________________________




________________________

Date







Date

