Psychiatric Wellness and Dementia Care,LLC
Controlled Substances Agreement

Informed Consent and Agreement for Treatment

I, ____________________________________________, understand and agree to follow the policies PWDC,LLC as set forth below.  I understand that clinicians are under no obligation to prescribe these medications for me.  I also understand that there may be other, more reasonable treatment options available for my condition that my clinician may recommend instead of or in addition to the use of these medications.

DEFINITIONS OF OPIOIDS, BENZODIAZEPINES, AND OTHER CONTROLLED SUBSTANCES

I understand the definitions of these medications to be:

1.
Opioid - An opioid medication is a derivative of morphine or similar compound and thus has strong pain relieving properties.

2.
Benzodiazepine - A benzodiazepine is a sedative-hypnotic. Its primary role is for the treatment of anxiety.

3.   Stimulant – A medication for treatment of Attention Deficit Disorder.
4.
Controlled Substance - For the purposes of this agreement, a controlled substance will apply to opioids, benzodiazepines, stimulant or other related medications as described above.

RISKS OF OPIOIDS, BENZODIAZEPINES,  STIMULANTS AND OTHER RELATED MEDICATIONS
(“CONTROLLED SUBSTANCES”)

I understand that these medications have potential risks with the most significant being:

1.
Physical Dependence — Physical dependence is a state of adaptation that is manifested by drug class-specific signs and symptoms that can be produced by abrupt cessation, rapid dose reduction, decreasing blood level of the drug, and/or administration of an antagonist (medication that acts against or blocks the action of another medication). Physical dependence, by itself, does not equate with addiction.

2.
Addiction—Addiction is a primary, chronic, neurobiologic disease, with genetic, psychosocial, and environmental factors influencing its development and manifestations. It is characterized by behaviors that include the following: impaired control over drug use, craving, compulsive use, and continued use despite harm. 
3.
Overdose - Taking too much of one or more opioid and benzodiazine medications, or an accidental overdose may lead to respiratory arrest and death. Intentional or accidental stimulant overdose has significant cardiac risks.
4.
Altered Mental Status – Opioids and benzodiazepines may cause confusion, sedation, drowsiness, problems with coordination, and changes in thinking ability.  This may make it unsafe for you to drive a motor vehicle, operate hazardous equipment and machinery, or perform activities that require attention to details and clarity of thinking (eg. preparing taxes, or caring for small children)
5. Withdrawal symptoms: Abnormal physical or psychological features that follow the abrupt discontinuation of a drug that has the capability of producing physical dependence. Common withdrawal symptoms include sweating, tremor, vomiting, anxiety, insomnia, and muscle pain, extreme cases involve seizures.
Initial: ______
CONDITIONS OF AGREEMENT

1. I agree to use these medications only as prescribed to me and will not take more of these medications than instructed.  I agree to not allow other individuals to take my medication nor will I take medication prescribed to another person.  

Initial:_______
2. I agree not to use illegal substances and recreational drugs (such as: marijuana, cocaine, methamphetamines) and to discuss my alcohol use with my clinician.

Initial:_______
3.
I understand the risk of controlled substances to unborn children and will notify clinician if I am or become pregnant. 


Initial:_______

4. I will obtain controlled substance prescriptions only from r. Sadak and not from any other source unless a true medical emergency exists.  I will notify Dr. Sadak in advance of any anticipated acute needs (dental work or surgery). 

Initial: ______

5.
If it appears to my clinician that the use of controlled substances is not providing a demonstrable therapeutic benefit such as improvement in daily function or improved ability to participate in the treatment program, if the controlled substances being prescribed are expected to be the mainstay of pain treatment when other medical options exist and are practical, or that addiction, rapid loss of effect, or significant side effects are developing, I agree to taper my medication as directed.  If a substance abuse problem is suspected, I understand that I may be referred for evaluation and management of the problem. 

Initial:_______ 

6.
I agree to keep my scheduled appointments and understand that I am may be asked to provide a urine sample.  Failure to provide a sample may result in withdrawal of treatment using controlled substances.


Initial:________

7.
All of my controlled substance prescriptions will be filled at the same pharmacy.  Should I choose to change pharmacies, I will Dr. Sadak immediately. 

Initial:__________

8.  I understand that it is recommended that patients prescribed some controlled substances ( eg. benzodiazepines and opioids) do not drive while taking these medications. Many of the prescribed medications can cause impairment and may lead to a DUI or at fault accident.  I agree not to drive till I had an opportunity to evaluate the effect of these medications on my cognition.

Initial: ___________

9.
Early refills are not provided.  Medications may be prescribed at office appointments only, they will not be prescribed after hours. Dr. Sadak will not repeatedly prescribe replacement medications should they become misplaced, stolen, destroyed or used in higher than prescribed doses and requiring early refills. 

Initial: ___________

   

Consequences for not following the treatment agreement are as follows:

I understand that any violation of this agreement may pose a health risk to myself and others and may result in a discontinuation of treatment with controlled substances if deemed medically prudent. 

I have read this document, understand it, have had all questions regarding risks and conditions of the agreement answered satisfactorily, and I agree to all of its elements.

Patient Signature:____________________________________
Date _________________

Health Care Provider Signature_________________________        Date__________________

