Sher Psychiatry Controlled Substance Agreement

Controlled substance medication, i.e. stimulants, anxiolytics, sedatives, etc. can be very helpful as part of
your treatment plan, but they also come with a high potential for misuse, abuse, dependency and/or
addition. Therefore, these medications are closely regulated and controlled by local, state, and federal
government. These medications are intended to help with symptoms that result in distress and/or
impairment of daily functioning and are only meant to be prescribed as part of your overall treatment
plan. Sher Psychiatry providers often prescribe these controlled substances and therefore require patients
agree to the following:

1.

I am responsible for the controlled substance medication prescribed to me. If my prescription(s)
are misplaced, stolen, or taken beyond the amount prescribed causing me to run out early, I
understand that this medication cannot be replaced regardless of the circumstances.

Refills of controlled substance medication(s):
a. will be made only during regular office hours. Refills cannot be made after hours, during
weekends, or holidays.
b. Tunderstand that I must schedule in advance accordingly prior to running out of my
medication.

I agree to be evaluated for potential dependence at the discretion of my provider should they feel
it necessary. I understand that if I do not attend such an appointment, my medication may be
discontinued or may not be refilled beyond tapering dose completion.

I agree to comply with initial and subsequent toxicology testing (optional saliva or urine samples
accepted) at the discretion of my provider. Sher Psychiatry utilizes Infiniti Lab for medication
monitoring (covered by insurance) which allows providers to properly manage my medications
and overall treatment plan effectiveness. Genetic testing is also available at Sher Psychiatry upon
patients request (not typically covered by insurance) and can be discussed with your prescriber.

T'understand that if I do not comply with any of the above conditions, my prescription(s) for
controlled substance medication and/or my treatment with Sher Psychiatry may be terminated
immediately. If the violation involves obtaining undisclosed medication or controlled substances
from another provider / individual or the combination of non-prescription / illicit drugs, I may
also be reported to other providers, pharmacies, medical facilities, and/or the appropriate
authorities.

I understand that the main treatment goal is to improve my ability to function and/or work. In
consideration of this goal and the fact that I am being prescribed medication to reach my goal, 1
agree to help myself by following better health habits, exercise, weight control, and avoid the use
of alcohol and excessive use of tobacco. I must also comply with the treatment plan as outlined
and/or discussed by my provider(s).

I understand that the advantages and disadvantages of long-term medication use may have yet to
be scientifically determined and my treatment may change at any time. I understand, accept, and
agree that there may be unknown risks associated with the long-term use of controlled substances
and that my prescriber will advise me of advances in the field and will make necessary treatment
changes accordingly.
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8. Iunderstand that my failure to keep scheduled appointments with my therapist at Sher Psychiatry
will be a violation of my treatment plan and my co-occurring appointments with my prescriber
will be cancelled accordingly. Sher Psychiatry’s model for treatment often involves counseling
and medication management and therefore communication between those providers will be
regular and ongoing.

9. I will inform Sher Psychiatry / my prescriber if I see another prescriber urgently (urgent care) or
emergently (emergency room) or in any other medical office setting that dispenses controlled
substances or medications in general. I will also notify Sher Psychiatry / my prescriber of the
medication name, dosage, instructions, and quantity. I understand I must leave a message on the
Sher Psychiatry voicemail if calling after office hours.

10. I will keep all appointments with my prescriber and/or therapist as scheduled. I understand if I
continuously miss my appointments, my medication will be refilled for one month then my
treatment at Sher Psychiatry will be discontinued / terminated.

11. I am not involved in the sale, illegal possession, diversion, and/or transport of controlled
substances.

12. I will agree to participate in a program for chemical dependency should a problem be identified.

I am currently working with another specialist that provides me with controlled substances: YES or NO

Provider(s) Name

Facility / Practice Name

Phone number

Medication(s) from Provider

I will sign a HIPPA release, so my specialist provider and Sher Psychiatry provider may exchange health
information related to my treatment. I have been fully informed regarding psychological dependence
(addiction) of controlled substance medication. I know that some individuals may develop a tolerance to
the medication, necessitating a dose increase to achieve desired effect, and doing so increases the risk of
becoming physically dependent on the medication. This may occur if I am on the medication for several
weeks, months and/or years. Therefore, when I need to stop taking a medication, I must do so slowly
and/or under the supervision of my prescriber or I may have withdrawal symptoms.

Patient name Date
Patient signature _ Date
Sher Psychiatry employee signature (witness) Date
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