
 AR PSYCHIATRIC AND COUNSELING CENTER
 Controlled Substance Policy 

I, (name) ________________________________________________ (DOB) _________________, understand that my 
provider is prescribing a controlled substance medication as part of my treatment plan. I may be 
treated with medications such as benzodiazepines, stimulants, and or partial opioid agonists (like 
buprenorphine). These medications may impair my alertness, reflexes, coordination, and judgment. 
These types of medications are controlled and monitored by local, state, and federal agencies. 
These medications can be highly effective when taken as directed under medical supervision but 
have the potential for abuse and misuse. 

I understand that psychological dependence and addiction to controlled substances can occur and 
are a risk of treatment. If this happens, I will follow my physician's guidance and participate in any 
recommended treatment programs, which may include medical detoxification and psychological 
counseling on substance misuse. 

I AGREE TO ABIDE BY THE FOLLOWING CONDITIONS: 
• I will take the medication exactly as prescribed, and I will not change the medication dosage

and/or frequency without my physician's approval.
• I agree not to share my medication with anyone.
• I will keep regularly scheduled appointments with my physician. If refills are needed

between office visits, I will call the office staff at least 5 days before your medication runs
out.

• I understand that no early refills of medication will be authorized.
I understand that I will not be given a dosage higher than the FDA guideline's recommended
dosage. I am currently on a higher dosage than the FDA's maximum recommended dosage,
then my provider may decide to reduce the dosage or change the medication.

• I will not accept or seek controlled substance medication from any other physician or health
care provider outside of this practice while being prescribed controlled medication.

• I understand that I must keep my provider informed of all medication that is prescribed to
me outside of this practice.

• I understand that office staff is not permitted to refill controlled medications without
provider approval.

• I understand that my controlled prescription will only be sent to one pharmacy and cannot
be transferred or sent to multiple locations

• I understand that lost, stolen, or misplace prescriptions or pills will not be replaced.
• I agree that I will not use any illegal drug(s) while receiving care and medication from this

practice.
• I agree and understand that my physician may ask a random urine drug testing. If I fail to

obtain a drug screen when asked or if the results are inconsistent, I may forfeit the right to
continue receiving controlled medication.

• I understand that I should not mix benzodiazepine (anti-anxiety) medications with alcohol
and/or opiate (pain)medications. There is a major risk of a decreased respiratory rate that
can lead to death when mixing these medications with other substances.

I have read this agreement. I fully understand the consequences or violating this agreement may 
include cessation of therapy with controlled substances and/or discharge from this practice.  

Signature: __________________________________________ Date: ___________________ 
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CHECKLIST: Review of Systems 
General- 


□ Weight loss 
□ Weight Gain
□ Fever or chills
□  Fatigue
□ Trouble sleeping 
Skin-
□ Rashes
□ Lumps
□ Itching
□ Dryness
□ Color changes
□ Hair and nail changes 
Head-
□ Headache
□ Head injury
□ Neck Pain
Ears-
□ Decreased hearing
□ Ringing in ears
□ Earache
□ Drainage
Eyes-
□ Vision Loss/Changes
□ Glasses or contacts
□ Pain
□ Redness
□ Blurry or double vision
□ Flashing lights
□ Specks
□ Glaucoma
□ Cataracts
□ Last eye exam
Nose-
□ Stuffiness
□ Discharge
□ Itching
□ Hay fever
□ Nosebleeds
□ Sinus pain
Throat-
□ Bleeding
□ Dentures
□ Sore tongue 


□ Dry mouth
□ Sore throat
□ Hoarseness
□ Thrush
□ Non-healing sores
Neck-
□ Lumps
□ Swollen glands
□ Pain
□ Stiffness
Breasts-
□ Lumps
□ Pain
□ Discharge
□ Self-exams
□ Breast-feeding
Respiratory-
□ Cough
□ Sputum
□ Coughing up blood
□ Shortness of breath
□ Wheezing
□ Painful breathing
Cardiovascular-
□ Chest pain or discomfort
□ Tightness
□ Palpitations
□ Shortness of breath with
activity
□ Difficulty breathing lying
down
□ Swelling
□ Sudden awakening from
sleep with shortness of
breath
Gastrointestinal-
□ Swallowing difficulties
□ Heartburn
□ Change in appetite
□ Nausea
□ Change in bowel habits
□ Rectal bleeding
□ Constipation
□ Diarrhea


□Yellow eyes or skin 
Urinary-
□Frequency
□Urgency
□Burning or pain
□Blood in urine
□Incontinence
□Change in urinary 
strength
Vascular-
□Calf pain with walking
□Leg cramping 
Musculoskeletal-
□Muscle or joint pain
□Stiffness
□Back pain
□Redness of joints
□Swelling of joints
□Trauma
Neurologic-
□Dizziness
□Fainting
□Seizures
□Weakness
□Numbness
□Tingling
□Tremor
Hematologic-
□Ease of bruising
□Ease of bleeding 
Endocrine-
□Head intolerance
□Cold intolerance
□Sweating
□Frequent urination
□Thirst
□Increase in appetite 
Psychiatric-
□Nervousness
□Stress
□Depression
□Memory loss 
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