
CONTRACT FOR LONG-TERM USE OF CONTROLLED MEDICATION

State and Federal Law regulate prescribing this class of medicines. There is rampant misuse of these medications.  In order to document proper use of these medications, it is necessary that you agree to the following guidelines.  All patients receiving monthly refills are asked to sign this document if they wish for Dr. Valdez to prescribe controlled medications which include narcotic pain medicine, benzodiazepam anxiety medicine, stimulants, and muscle relaxants.

I will obtain controlled medication from only one physician/provider:

I agree to use controlled medication for improved daily function and relief from the following condition: 

My prescription will be renewed on the following schedule:

I will fill/refill my controlled medication prescriptions at only one pharmacy:

The controlled medication and dosing schedule is: 

The goals for using this medication are 

(1) to relieve suffering and control your chronic symptoms, 

(2) to improve functioning during the day, and 

(3) work along with other treatments to improve symptoms as much as possible. 

I understand this class of medicines can produce the following adverse effects: 

Drowsiness, Dizziness, Lightheadedness, Nausea, Confusion and Constipation, vomiting, itching.  If I am experiencing these effects, I understand I should not drive a vehicle, operate machinery, or be primary caretaker for another individual.  I may also experience:

Physical Tolerance- You may require more of the medicine to provide the same relief. 

Physical Dependence-

A withdrawal syndrome might occur when you stop using it.

Withdrawal from controlled meds can cause syndrome similar to, and possible worse than, what they were treating.

Withdrawal from controlled meds can be uncomfortable, painful, and distressing, but not fatal.

Withdrawal from alcohol or anxiety meds can be fatal, and should be done with medical supervision.

Addiction- 

Loss of control over the amount of medicines used, 

Constantly seeking more medicine, requesting early refills, and 

Adverse effects on important portions of your life, frequent concern by those around you.

If I need refills or am having difficulty or side effects or adverse reactions to my medications and my regular physician/provider is not available, I will contact the clinic office and explain the circumstances. I might be asked to come in for evaluation.  

It is my responsibility to give AT LEAST 2 business days’ notice when I need refills.

I may visit emergency department for evaluation of illness or injury, but I will notify the emergency department that I am under a controlled contract.  I will ask if any medications which are recommended contain controlled substances.  I understand that if I am offered and choose to receive controlled controlled medication in the emergency department, I am in violation of this contract.  

I give consent for a copy of this contract or the fact that I have signed this contract to be shared, in confidential manner, with any area hospital Emergency Department, pharmacy, or other physician.  I give consent for them to contact the clinic office if they wish, in order to verify medication or other treatment received at that facility.  I may revoke this consent at any time, but doing so will render the clinic unable to appropriately assess my medication use, and they will be unable to prescribe further controlled  medication.

If I receive controlled  medication from any other physician, provider, or pharmacy, and do not notify this clinic of the date, time, amount prescribed, and pharmacy filled at in timely fashion, I am in violation of this contract.

I agree not to change the frequency or dose of my medication unless I check with my provider.  If I choose to take more medication for any reason, I must take less medication or use other control methods the rest of the time, unless directed by physician or provider who has documented the reasons and recommended doses in writing in my chart.  Only enough medication to last until my next scheduled refill or next appointment with my regular provider will be prescribed in this circumstance.

We do not call in medications of these types after regular hours, at all.  If there is an acute pain or anxiety issue, you should seek treatment at a local urgent or emergency care facility, then notify us the following day during office hours.  It is your responsibility to make sure your medications do not run out before the weekend or before going out of town.  You are prescribed a 30 day supply unless directed otherwise, and refills are not approved more than 2 days early.  If you need to be reminded of this policy more than a few times, you will be asked to find another practice to prescribe these medications.

If my controlled medicine is stolen or lost for ANY reason, it must be reported to the police. The clinic will require a copy of the police report. This is a serious issue. You should closely guard and keep track of your medication. If this or any other circumstance requiring an early refill happens more than once per year, it will not be refilled for any reason and may result in discontinuation of further prescriptions of controlled medicine at this clinic.

I understand chronic medical issues may cause emotional distress, but I also understand that abusive language or treatment of the clinic staff will not be tolerated, and will be grounds for dismissal from the practice.

I will minimize my use of alcohol and not use illegal drugs while on these medications.

I will intermittently be asked to undergo urine or blood testing to monitor my condition and determine my compliance with the above.  This testing is mandatory and I understand I am financially responsible for this testing.

I agree that the one pharmacy I regularly use will have a copy of this contract so that the pharmacist is clear on what to expect. If I use other providers or pharmacies to obtain controlled medication, it could result in discontinuation of further controlled medication from this clinic. 

I will notify my provider of any over the counter medications or herbal remedies that I am using. I will also notify my provider of any other prescribed medications I am getting from any other source.

I may be asked to undergo further diagnostic testing, x-rays or be referred to specialists or other providers for consultation. I may be asked to try other types of treatment as mutually agreed upon between my physician and I. I may be asked to participate in a consultation with a behavioral health program.

Signature of Patient, Date: 

Signature of Physician/Provider, Date:


