
 

 
 

CONTROLLED PHARMACEUTICALS AGREEMENT  revised 1/19/2018 

THE PURPOSE OF THIS AGREEMENT IS TO PREVENT MISUNDERSTANDINGS ABOUT CERTAIN MEDICINES YOU WILL BE TAKING 

AND TO HELP YOU AND YOUR DOCTOR COMPLY WITH ALL LAWS REGARDING CONTROLLED PHARMACEUTICALS. 

I, ____________________________________, agree that I will communicate fully with my Provider about the character and 

intensity of my condition, the effect of my condition on my daily life, and how well the medicine is helping me. I understand that I 

must have an office visit with my Provider every six (6) months to continue receiving my medications. 

I WILL agree to use my medicine at a rate no greater than the prescribed rate, and if I use my medicine at a greater rate, it will 

result in my being without medication for a period of time. 

I WILL agree to not use illegal controlled substances, for example marijuana, cocaine, amphetamines, etc. 

I will NOT share, sell or trade my medicine with anyone. I will NOT attempt to obtain any controlled medications including opioid 

pain medicines, controlled stimulants or anti-anxiety medications from any other doctor, hospital, urgent care, or health care 

provider. I will not take any medications prescribed by anyone other than my Internal Medicine Physicians (IMP) Provider without 

the knowledge and consent of my IMP Provider. 

I WILL safeguard my medications from loss or theft. I understand and agree that lost or stolen medicine will NOT be replaced. 

I understand that refills for my prescriptions will only be made at the time of my office visit or during regular office hours. 

I AGREE to pick up my written prescription in person at the IMP office before 4:30 p.m., Monday through Friday. I understand that 

I must show a government issued photo ID.  I understand and AGREE that lost or stolen written prescriptions will NOT be 

replaced. 

I do NOT now have a drug dependency or substance abuse condition. I have informed my Provider about any such condition I have 

had in the past and of any drug related arrests. 

I AGREE to submit to urine/saliva testing if requested by my Provider on the same day the request is made, in order to determine 

my compliance with this agreement.  I also AGREE to present my medications to the IMP office for a pill count when requested by 

my provider on the same day the request is made, in order to determine my compliance with this agreement.   

I AGREE to use only_________________________ pharmacy located at ______________________________________ for all my 

controlled pharmaceuticals. 

I authorize IMP and my Provider to release information regarding my treatment and medical records when required to do so by law, 

rule, or regulations (e.g. pursuant to a valid subpoena). I agree to waive any applicable privilege or right of privacy or confidentiality 

with respect to these authorizations. 

These guidelines have been fully explained to me and I willingly agree to follow same. All of my questions and concerns regarding 

treatment have been adequately answered. A copy of this document has been given to me. If I break this agreement or fail to 

participate in any portion of my treatment plan, I understand that my Provider will stop prescribing controlled pharmaceuticals and 

may recommend a drug dependence treatment program. 

Patient signature _______________________________________________Date____________________________________ 

Provider signature_____________________________________________Witness__________________________________ 
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