
Pain Control Associates Narcotic Agreement            
 
Prior to receiving any controlled substances from our practice, you must be aware of 
the risks, benefits, and other potential options available to you. You must read and 
agree to abide to the following: 
 

• I understand that controlled substances may be addictive. My physician has 
explained the risks, benefits, and alternatives to the use of controlled substances. 

• Telephone calls – No prescriptions will be refilled after regular business hours. 
Regular business hours are Monday – Thursday 10:00 am to 4:00 pm. Fridays 
from 10:00 am to Noon. 

• Lost/Stolen medications or prescriptions will not be replaced unless a police 
report has been filed and a copy has been provided to the practice. 

• Driving or operating heavy machinery is strictly prohibited while taking 
controlled substances. 

• Random drug screening – As part of this agreement, you consent to random urine 
or blood screening; which is to be done within 48hrs of the request. This is done 
in order to ensure that you are using your medication appropriately. If you refuse 
or do not complete the screening narcotic management will not be continued. You 
may go to facility of your choice. 

• I agree not to use any illegal substances while taking any controlled substances 
that are prescribed by this practice. 

• I agree not to obtain any controlled substance from any other physicians and or 
other sources. 

• Pregnancy/Lactation – I am currently not pregnant nor do I intend to become 
pregnant. Should I become pregnant or choose to try to become pregnant, I will 
immediately notify my physician. Use of controlled substances while pregnant 
may cause fetal abnormalities. 

• Use of alcohol is prohibited while taking controlled substances. 
• I agree to use only one pharmacy. It is my responsibility to notify the physician if 

I choose to change my pharmacy. 
• Follow-Up Visits – I understand that periodic visits will be required for the 

purpose of determining the effectiveness of my treatment and my compliance with 
the above agreement. I understand that I am required to bring my pain medication 
bottles with any remaining medication to each office visit. Failure to do so may 
result in the patient having to return with the bottle before a script will be given. 

I understand that should my physician feel that I have violated any of the terms of 
the above contract, my physician will terminate the prescribing relationship. 
 
 
 
______________________________   __________  _____________________________ 
 Signature of Patient                     Date                      Print Name         
      
 

 


