
 

  

 

  
Agreement for Controlled Substances 

 
It is our desire to provide you with excellent patient care and to help you achieve overall health and wellness. To help achieve that goal, your 

provider may prescribe a Controlled Substance medication (i.e., narcotics, sedatives benzodiazepines, stimulants and/or buprenorphine) which can 
be very useful, but have a significant potential for misuse and are, therefore; closely controlled by local, state, and federal authorities. In addition, 

the Texas Medical Board encourages urine drug screens in conjunction with a controlled substance contract to start or continue taking any 
controlled substance. Failure to sign and abide by this agreement will result in immediate termination of any controlled substances being prescribed 

by any provider in this office. Please carefully read through the entire agreement and initial by each item and fill your name in, indicating that you 
understand these requirements set forth by all PsyMed Practitioners. We look forward to working with you. 

Sincerely, 
Satish Narayan, M.D., Staff, & PsyMed Solutions 

 
1. I am responsible for my medications. If the medications are lost, misplaced, or stolen, REGARDLESS OF THE REASON, I understand that my 

physician WILL NOT be replacing or refilling my medication. I further understand that early refills WILL NOT be approved. (INITIAL) ___________ 
 

 
2. I WILL NOT seek medications from any other physician or practitioner while I’m receiving the same medications from my provider of PsyMed 

Solutions. We will regularly check the Texas Prescription Monitoring Program data base. The data base tells your provider of each 
prescription for controlled substances that you have filled from all practitioners and pharmacies. (INITIAL) ___________ 

 

 
3. Suboxone Patients: I WILL NOT seek opiate medications from any other physician or practitioner while I’m receiving Suboxone therapy from 

my Provider of PsyMed Solutions. I further agree to inform my Provider of PsyMed Solutions of any and all medical or dental procedures that 
will require the use of opiate medications. I agree to disclose to the surgical or medical physician that I am on Suboxone therapy and will sign a 
Release of Information for the physicians to consult regarding medications and all surgical or medical procedures. (INITIAL) ___________ 

 
4. Concerning refills: I agree that refills of controlled substance medications will be made during regular office hours, in person, during a 

scheduled visit. It is your responsibility to take the medication as prescribed. Early refills will not be made, even if you have run out 
of your medication early. (INITIAL) ___________ 

 
5. I WILL TAKE my medications as prescribed and as directed. I will not take extra medication without being advised to do so by my provider 

at PsyMed Solutions. By doing so ensures that I will not run out of medications early. (INITIAL) ___________ 
 

 
6. I WILL NOT use any illicit drugs, as defined by law. These include marijuana, heroin, methamphetamine, cocaine, PCP and hallucinogens or any 

other mood altering substance that is illegal. (INITIAL) ___________ 
 
7. I understand that PsyMed Solutions will perform urine drug screening tests, at my expense, to verify compliance of my medication contract. If I 

am found to be using illegal substances for any reason, my Controlled substance medications will be discontinued immediately. NO 
EXCEPTIONS. In addition, if my urine drug screen is negative for medications prescribed by PsyMed Solutions practitioners, my controlled 
substances medications will be discontinued immediately and will not be re-prescribed by any physician at PsyMed Solutions. NO 
EXCEPTIONS. (INITIAL) ___________ 

 
8. I understand that if I violate any of the above conditions, my controlled substance prescriptions will be immediately terminated, and it will be 

reported to my other healthcare providers, medical facilities and pharmacies. (INITIAL) ___________ 
 
9. I understand that my provider may discontinue my medication at any time if they no longer think it is clinically appropriate or in my best 

interest. Additionally, if my controlled substances are discontinued by my PsyMed Solutions provider, this will apply to all other PsyMed 
Providers as well. No other practitioner in this practice will restart you on the medication. Lastly, once you have violated the 
agreements in this contract at no time will you ever be prescribed controlled substance by this practice again. (INITIAL) ___________ 

 
I acknowledge the receipt of this agreement and that it has been explained to me in detail by a staff member at PsyMed 
Solutions. I understand by signing below, I agree to comply with the terms and guidelines of this agreement. 

 

Patient Name (Please Print) ____________________________________________________________________________Date____________________________________ 
 

Signature of Patient or Guardian_______________________________________________________________________Relationship__________________________ 


