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Informed Consent for Long-Term Controlled Medications 
Western Michigan University School of Medicine (WMed) 

1000 Oakland Drive 
Kalamazoo, MI  49008 

 
I, _______________________, understand that my doctor is prescribing medication to help me 
function better with pain because other treatments have not helped.  If my activity level or 
general function gets worse, the medication will be changed or stopped.  I understand that the 
purpose of the medication is to increase my ability to function, though the medication is unlikely 
to eliminate
 

 the pain. 

My doctor has explained long-term pain medication therapy to me.  This explanation has 
included alternative forms of therapy, the risks, side effects, and benefits that I may have.  I 
understand the benefits are not guaranteed.  I agree to the following terms of treatment.  Not 
following these terms will result in stopping the medication.   
 
1. I will participate in all treatments which my doctor recommends and I will be ready to 

decrease or stop the controlled medication as other treatments become available.  I 
understand that most people with chronic pain require specialist evaluation including, but 
not limited to: psychiatry, psychology, physical therapy, pain clinic, physical medicine 
and rehabilitation specialist.  I agree to keep appointments with providers that my 
physician refers me to and not to self-refer without talking to my doctor.  My doctor will 
send a report of my care and a copy of this agreement when a referral is made.  If I am 
referred to another physician to manage my narcotic prescriptions and I violate their pain 
contract or terms, I will not be able to resume receiving controlled substance 
prescriptions from WMed. 

 
2. I will take my medications exactly as ordered and I will not change the medication 

dosage or schedule.  I will not take any sedatives, alcohol, or other pain medications 
without talking about it with my doctor.   

 
3. All controlled drugs must be prescribed only by Dr. ______________ (or an associate at 

my WMed clinic if my doctor is absent).  If I have another condition that requires the 
prescription of a controlled drug or if I am hospitalized for any reason, I will tell the clinic 
within one business day. 

 
4.    I will keep my appointments at the clinic.  No refills will be given before the next 

scheduled appointment.  If I do not keep my appointment, I will not receive a refill.  
Controlled medications will not be called in by telephone. 

 
5. I understand that lost, misplaced, damaged, or stolen medications will not be replaced 

under any circumstances.  It is my responsibility to secure all medications.  This includes 
keeping the medication out of reach of children and away from water or other damage, 
theft, and secure at all times.   

 
6. I agree to not use illegal or recreational drugs and I will provide my urine, saliva, blood or 

other specimens for random drug testing at this facility’s discretion to monitor my 
compliance at any time.  If I refuse or tamper with the collection process, I understand 
the medication will be stopped.  I will be offered drug rehabilitation.  If my drug screen is 
positive for substances my doctor did not prescribe, my controlled medications will be 
stopped.  If my chronic medication is not present it will be assumed that I am not taking 
the medication as prescribed and no further prescriptions will be written. 
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7. I will not sell, give away, alter, or in any way distribute my drugs or my prescription. 

 
8. I will not get controlled medication from a source other than my doctor, including 

“borrowing” from family and friends.  I will not ask for controlled medications from anyone 
other than my physician. 

 
9. I will not attempt to forge or alter a prescription. 

 
10. I understand that my doctor is under no obligation to provide these medications to me, 

and that she or he reserves the right to stop these medications at any time. 
 

11.  For women:  It is strongly recommended that I practice reliable birth control while on 
controlled medications.  If I have questions about birth control, want to become pregnant 
or do become pregnant, I will contact my doctor.  Pregnancy may mean that I have to 
stop taking controlled medications.   

 
12.  I agree to fill my prescriptions only at the pharmacy I list below.  If I change pharmacies, 

I will contact my doctor to provide them with the name, address and phone number of 
the new pharmacy and I will complete a new contract with this information on my next 
visit.  In order to verify appropriate medication use, my doctor may provide my chosen 
pharmacy with a copy of this agreement.  In addition, my physician may at any time 
request a summary report from the state of Michigan and/or other states detailing all of 
the prescriptions for controlled medications that I have received in the past year.   

 
 Pharmacy Name: _____________________________________________________ 
 
13.   I understand that my controlled medication will be stopped if I violate any of the above 

terms; develop bad side effects; cannot reach a stable dose; do not improve my overall 
functioning; or if any condition develops which my doctor feels requires I stop this 
therapy.   

 
14.   I understand that any change in my medication prescriptions will require a new written 

agreement. 
 
I have read this informed consent, have had the chance to ask questions, and understand that 
this is to help me have the best chance of success and safety with this therapy.  If I cannot 
follow these conditions, my controlled medication will be stopped.  I can still see my doctor in 
the WMed clinic for alternative pain management therapies and help with drug rehabilitation.  I 
understand that by signing this agreement, I must follow these rules and that failure to follow 
this agreement will result in stopping these medication prescriptions and possibly the 
termination of services from my doctor and his or her practice. 
 
 
 
 
Patient Signature                Date  Physician Signature               Date 
 
 
Physician: Add Z99.2 to problem list.  


