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INFORMED CONSENT AND CONTRACT FOR CONTROLLED SUBSTANCES

Please read the contract or have someone read it. Ask for explanation if you do not understand.

I understand the controlled medicines are these that are being additive and have certain restrictions and reporting requirement
from the Federal and State government. These medications include but are not limited to Lorcet, Hydrocodone, Percocet,
Oxycontin, Oxycodone, Morphine, Methadone, Fentanyl, Soma, Xanax, Alprazolam, Klonopin, Clonzepam, Valium, Diazepam, Ativan,
Lorazepam. The Doctor will inform when you are receiving a controlled medicine. You of course may ask for something less habit
forming. However, it will also be your responsibility to ask every doctor if you are receiving something that is controlled. | will find
one Pharmacy to fill controlled medications. Outside of emergency situations, controlled medicines should only be received from
one pharmacy. In Situations where you receive controlled medicine for pain from one provider and controlled medicine for anxiety
from another; or when you receive extra medications in an emergency, it is important you inform each doctor exactly what
medications you have received.

I have been informed by my doctor and his/her staff about the psychological dependence (addiction) of a controlled substance,
which | understand is possible. This may make me a danger to myself and society in general. | am informed that addiction is more
likely when there is a personal or family history of drug or alcohol abuse. | know that some persons may develop tolerance that
requires increasing the dose of the medications to achieve the same level of pain control, and | do know that | will become physically
dependant on the medication if it is taken regularly. Withdraw is a severe “flu-like” illness caused by sudden cessation of opiods.
Withdrawal from Valium, Xanax, and like medicines causes increased anxiety and can lead to dangerous seizures. When | stop the
medications, | may need to be discontinued slowly depending on my dose and under medical supervision.

Refills of controlled substance medications will rarely be made except at the normal scheduled appointment. Refills will not be
made at night, on holidays, or weekends and early refills will be extremely rare. Example: refills will not be made as a “emergency”,
such as on Friday afternoon because | suddenly realize | will “run out tomorrow”. | must keep track of my medications and plan
ahead. | will call at least 24 hours ahead if | need assistance with controlled substance medications prescription. Refills will be
extremely unlikely because | “ran out early”. | will not take any more medications than prescribed unless | speak with my doctor or
nurse at the office first. If | overuse my medications and run out, | may go through withdrawal.

| am responsible for my controlled substance medications. | am aware that | must report stolen medications to the police. If the
prescriptions or medication is lost, misplaced, or stolen, or | use it sooner than prescribed, | understand that it will not be replaced.
Medications are usually intended to last until the next scheduled appointment or longer if requested by the doctor.

I will not request nor accept controlled medications from any other Physician, while | am receiving such medications from any
doctor. Besides being illegal to do so, it may endanger my health. The only exceptions are if it prescribed while | am admitted to a
hospital, or in an emergency situations and | will discuss all my current medications with each physician. | understand that my
physician may decrease medicines if | receive them while hospitalized or from another Professional.

I will not take any “street” drugs. | understand that taking any non-prescribed habit forming or illegal drugs may be grounds for
expulsion from Hoskins Medical Center. | will not alter in anyway prescriptions that are given to me. | will not sell, give or trade my
medicines as this is a class D felony that may lead to a 1-5yearw imprisonment. | order to protect my reputation of this medical
practice | will not discuss the types of medicines that | am using or ask others about the medical treatment. | will treat physicians,
Pharmacists, and law enforcement personnel with courtesy and respect although they may not do so with me.

I will not drive a vehicle or operate machinery if I'm at all drowsy or impaired and will not engage in dangerous activities like riding
horse or ATV while drowsy or impaired. | will refrain from activities that may otherwise lead to further injuries and disability.

Name: DOB:

| understand that the doctor and staff reserve the right to withhold habit forming medicines under a wide range of
circumstances including but not limited to: Arrests or convictions in drug related offences or other felonies, DUI or
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public intoxications; inability for you to obtain medical records (we will request records but they are often not sent to
the office); repeated arguing or begging the doctor for controlled medicines; substantial evidence of lying-the story does
not add up. The doctor will reserve the right to accept negative information from professionals, law enforcement
personnel and even anonymous “tip” as fact without investigation. He will only discount such if it is obviously false.

The doctor will use screen and pharmacy reports to check patients for illicit drugs and compliance with medicines and
check for shopping from other doctors. | understand that the accuracy of information from the pharmacies and the
results of drug tests are not 100%. However, the doctor usually will elect to use these at face value to manage his
parent. A negative indicator or a combination of these may lead to referral of the patient for pain management or
discontinuation of habit forming medicines with the risk of withdrawal. A referral to a pain management clinic may take
several weeks. This referral is not voluntary and will usually be a “one-way ticket”. This office has not control over the
rules or procedures at these clinics. The patient will usually be welcome to see this physician as needed for conditions
that can be treated without controlled medicines.

I understand that Neonatal abstinence syndrome and any controlled substance withdraw can adversely affect woman
and children. If applicable (female of child bearing age), | will use consistent contraceptives. If | require family planning
| will ask make an appointment to with a gynecologist and notify my prescribing provider. | also agree to provide proof
of contraception if requested along with submitting to pregnancy test.

I understand that if | violate any of the above conditions, my controlled substance prescriptions and/or treatments at
Hoskins Medical Center may be ended immediately. If the violation involves obtaining controlled substances from
another individual, as described above, | may also be reported to other physicians, local medical facilities, police, and
other authorities.

I understand that if the treatment team feels that | am not taking a/my medications in the prescribed manner or the
medications are not improving my ability to function, then | will be weaned off the medications are not improving my
ability to function, then | will be weaned off the medications or they may be simply stopped immediately if the doses are
relatively small.

| have read the above contract and understand it. You may review the contract at any time.

Signature: DOB:

Print Name:

Date:
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