
           CONSULTANTS IN PAIN MEDICINE NARCOTIC AGREEMENT  
 
I,______________________________, am receiving opioids (narcotics) to treat the following condition 
(s): ________________________________. The purpose of this agreement is to protect my access to 
controlled substances for the treatment of my pain. 
 
The provider agrees to provide prescriptions for the patient in a medically appropriate manner 
according to their judgment and customary practice for the specialty of pain management.  The goal 
of narcotic analgesic use is not only to decrease pain but to improve functionality and quality of life. 
The level of function will vary individually. It may be expected for the patient to participate in a 
functional restoration program including physical, psychiatric and psychological therapy as prescribed 
by the doctor. If the patient makes no effort to improve function, the medications may be 
discontinued.  
 
PLEASE NOTE:  Narcotic medications may cause drowsiness and sedation in some patients. It is 
recommended that people taking these medications not operate a motor vehicle or machinery. Also, 
there may be an increased risk of injury in certain occupations that involve use of machinery or other 
tools. This should be discussed on an individual basis with your doctor. 
 
THE PATIENT, THEREFORE, AGREES TO THE FOLLOWING: 

1. Stop all other narcotic pain medications and other sedatives unless otherwise directed by the 
doctor. 

2. Take the medication only as directed and call the office with any questions. I will not alter the 
prescribing method without prior approval of my provider. 

3. To utilize only one pharmacy to obtain medication. 
4. To not obtain, or seek to obtain, any other pain reliever or sedative medication from any 

other source or physician without first contacting the provider mentioned above.  
5. To keep medications in a secure place to prevent loss or theft. 
6. To never share the medications with any other individual under any circumstances. 
7. Not to use any illegal drugs to include marijuana. 
8. To return to see the provider on a regular basis as directed. I may be dismissed from clinic for 

not attending appointments as scheduled. 
9. To inform the prescribing provider of any scheduled surgeries or other procedures so that 

arrangement s can be made if needed to alter the dosage. 
10. To notify the provider of any change in their medical condition even if being treated by 

another physician. 
11. I will not hold the provider or any member of Consultant’s in Pain Medicine liable for 

problems caused by the discontinuance of controlled substances should medication be 
abruptly stopped for violation of this agreement. 

12.  I agree to submit to random urine, mouth-swab, or blood screens to detect medication I am 
using and illegal substances. 



13. I WILL BRING IN ALL MY PAIN MEDICATIONS WITH ME TO EVERY SINGLE DOCTOR’S 
APPOINTMENT WITH CONSULTANTS IN PAIN MEDICINE EFFECTIVE 3/2017. I AM SUBJECT TO A 
RANDOM PILL COUNT AT ANYTIME MY PROVIDER REQUESTS. 

14. I understand that any violation of this agreement may lead to my dismissal as a patient from 
this clinic. 

 
 
ADDITIONAL IMPORTANT INFORMATION: 

1. The doctor will not fill the prescription more than 2-3 days prior to its due date. 
2. If the medication is taken in a manner other than prescribed, the doctor reserves the right to 

refuse to refill the prescription.  
3. Medications which are lost, stolen, etc., will not be refilled early or replaced. 
4. Should the patient fail to fulfill any of the above listed obligations, the doctor reserves the 

right not to refill the prescription. 
5. Suddenly stopping a narcotic medication may result in a withdrawal syndrome. 
6. As previously mentioned, these medications have the potential for theft. It is strongly advised 

that neither of you, nor your immediate family discuss this medication with other relatives, 
friends, or neighbors. 
 
Medications will not be refilled after hours, on weekends, or on holidays. It is the 
responsibility of the patient to keep up with their medications and the amount remaining. The 
office should be notified at least 72 hours in advance before a refill is due if a patient is not 
scheduled for an office visit prior to the time of running out of the medication. Calls for refills 
can be made Monday through Thursday 9AM to 4PM at 210-441-4333. 
 
By signing this document, the patient and doctor agrees to the above terms. 
 
__________ (initial)    I understand that any violation of this agreement may lead to my             
dismissal as a patient from this clinic. 
 
 
 
______________________________________/_____________/__________________________ 
Patient Signature                                                                Date                     DOB 
 
 
 
_________________________________/_________________/___________________________ 
Provider                                                                   Date                           
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