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Controlled Substance Agreement

Patient printed name: DOB:

| understand that | am receiving a prescription for a controlled substance, which carries a risk of addiction,
dependency, and tolerance. Controlled substances used in psychiatric care include: benzodiazepines,
sleep aids, and stimulants. | understand that there are alternative treatment approaches which may also
be effective, and | can ask my prescriber about these options.

I will not fill my controlled substance prescriptions early unless this has been specifically discussed with
my prescriber.

| understand that | will not receive an early refill if my medication is stolen, lost, or destroyed.

| understand that it is my responsibility to plan ahead for travel and coordination with my prescriber if the
fill date needs to be adjusted to accommodate this.

I will not take these medications differently than how they are prescribed and | will not increase my dose
on my own.

| will not share, sell or trade my medications.
| will keep my medications safe, secure, and out of the reach of children.

| understand that refills of controlled substances will only be filled for 30 days at a time. 90 day refills of
controlled substances will not be provided.

I will only request refills at scheduled appointments or by calling during regular business hours, Monday,
Tuesday, Thursday, Friday 9 am to 4:00 pm and Wednesday 10 am to 6 pm. | understand it may require
up to 24 hours for processing. | will not use the urgent after-hours line to request refills.

| understand that there is a prescription drug monitoring database in the state of Wisconsin which tracks
all controlled substance prescriptions. My provider is required by law to check this database regularly.

I may not accept any other stimulant, benzodiazepine (anxiety medication), or hypnotic (sleep medication)
from another prescriber. If one is offered to me by another provider, it is my responsibility to refuse it and
ask the provider to consult with my psychiatric prescriber. | will report all medications that are prescribed
to me by other providers to my psychiatric prescriber.

| will obtain my prescriptions from only one pharmacy, unless extenuating circumstances do not make that
possible.




I may be asked to submit to a random drug urinalysis at any time and | will need to have this completed
within 24 hours of the request or my medication will be stopped or tapered. If | fail a drug urinalysis by
showing anything other than what | am prescribed, | understand that my medication will be tapered or
stopped.

| understand that FDA/CDC guidelines restrict the use of benzodiazepines with narcotic pain medications
because of increased risk of death, and my provider will avoid use of both at the same time.

| will not drink alcohol while taking sedatives, such as benzodiazepines or sleep aids, due to interactions
which may lead to serious safety issues, including risk of death.

| will use caution when driving while under the influence of a benzodiazepine and will not drive after taking
a hypnotic. | understand that ultimately it is my responsibility to determine if | can safely drive and that the
police may issue a citation for driving under the influence of prescription medications.

| will keep my scheduled appointments with my provider and therapist (if applicable) in order to continue
my controlled substance medication.

| understand that my provider retains the right to taper or stop controlled substance treatment at any time
because of clinical, safety, or professional concerns.

| understand that if | violate any part of this contract, the controlled substance may be discontinued, and |
may be discharged from psychiatric care at Farrar and Associates.

| understand that this agreement will remain active indefinitely as long as | am taking a controlled
substance prescribed by a Farrar and Associates prescriber.

By signing below, | agree to the terms listed above and acknowledge that a copy of this agreement was
provided to me.

Patient or Guardian Signature Date:



