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Controlled substance medications (i.e. Benzodiazepines, stimulants) are very useful, but have a high 
potential for misuse and are, therefore, closely controlled by local, state, and federal governments. In 
the event that I am prescribed a controlled substance medication, I agree to the following:  

Must Initial Each Line 
_____1.  I am responsible for the controlled substance medications prescribed to me. If my prescription 
is misplaced, stolen, or if I increase the use of my medication without prior approval from the office, I 
understand that this medication may not be replaced regardless of the circumstances 

_____2.  I understand that many of these medications are intended for short term use as needed.  

_____3.  I agree to sign a release of information for my primary care physician and other pertinent 
prescribers.  

_____4.  I agree to report all medications being prescribed to me by other providers. I understand that 
failure to do so could result in discontinuation of controlled substance medication prescribing by 
Serenity Now and potential discharge from services. 

_____5. I am solely responsible for taking the medication as prescribed and for keeping track of the 
remaining pills.  

 _____6. I understand that if I need refills, I must call ahead within 72 hours to schedule an 
appointment.  

_____ 7.  I agree to comply with random urine or oral drug testing and pill counts, thereby, documenting 
the proper use of any medications.  

_____ 8.  I understand that I may be called into the office at any time for a random drug test or random 
pill count as ordered by my prescribing medical provider. 

_____9.  I understand that if I violate any of the above conditions, my prescriptions for controlled 
medications may be terminated immediately. If the violation involves obtaining these medications from 
another individual, overdosing on the medication or in combination with the use of non-prescription 
illicit (illegal) drugs, I may also be reported to my primary care physician and other pertinent prescribers.   

_____10.  I understand that the long term advantages and disadvantages of chronic benzodiazepine and 
stimulant 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.  
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_____11.  I further understand that if I violate this controlled substance contract due to non-compliance 
of medical directions, such as, failure in taking medications as prescribed, utilizing other illicit drugs, or 
abuse of controlled medications, I may be subject to dismissal from this facility.  

_____ 12. I understand that the use of alcohol while prescribed a benzodiazepine is considered non-
compliance with medication directions and can lead to discontinuation of benzodiazepine prescriptions 
and potentially dismissal from this facility.  

_____ 13. I understand that the use of marijuana is completely disallowed while prescribed a controlled 
substance, such as benzodiazepines, regardless of whether or not I was in a locale where marijuana is a 
legal substance. Any violation of this can lead to the discontinuation of prescriptions for controlled 
substances. Failure to comply can lead to dismissal from this facility.  

_____14.  I understand that some individuals may develop a physical dependence and/or addiction to 
these medications. This may occur if I am on the medication for several weeks. Stopping these 
medications too quickly can result in adverse reactions that could be potentially life threatening. 
Therefore, I agree to seek medical supervision before stopping any prescribed medications.  

_____15.  All controlled substances will be written for only one month at a time. While on a controlled 
substance I will be seen in the office every 1-3 months.    

 

We do accept that these policies may produce some hardships for a few people. We ask only that you 
understand that it is our intention to practice evidence-based medicine in the safest and most 
efficacious manner possible while complying with all local, state, and federal regulations. 

 

Patient Signature ___________________________________________________ Date _______________ 

 

 

 

 

 

 




