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BEHAVIORAL HEALTH CONTROLLED SUBSTANCE AGREEMENT 
Lighthouse Psychiatry is committed to doing all we can to treat your illness. In some cases, controlled substances are used as a therapeutic option in 
the management of anxiety states, insomnia, attention problems, and chronic pain (may be prescribed elsewhere), which are strictly regulated by 
both state and federal agencies. This agreement is a tool to prevent misunderstandings about prescription medications and protect both you and the 
provider by clarifying legal guidelines for proper usage of controlled substances. All patients under facility care must this sign agreement. 

I UNDERSTAND, ACKNOWLEDGE, AND AGREE TO FOLLOING STATEMENT LISTED BELOW PRIOR TO RECEIVING TREATMENT.   
1. I understand all patients, regardless of treatment plan and modality of treatment, who receive care at Lighthouse, must sign this 

agreement. 
2. I understand that if I am prescribed controlled substances, I will be assessed at risk for abuse or dependence. 
3. I understand that this Agreement is essential to the trust and confidence necessary in a doctor/patient relationship. My doctor will provide 

treatment to me based upon this Agreement. 
4. I understand that if I break this Agreement, my doctor may stop prescribing these medications. In this case, my doctor may taper off the 

medications over a period of several days, as necessary, to avoid withdrawal symptoms. Also, a drug dependence program may be 
recommended. 

5. I will not allow anyone else to take, sell, use, or otherwise permit others, including spouse or family members, to have access to any 
controlled substances that I have been prescribed. The sharing of medications with anyone is forbidden and is against the law.  

6. I will safeguard my prescriptions and controlled medications from loss or theft.  Lost, stolen, get wet, or destroyed medicines will not be 
replaced. 

7. I understand that my doctor cooperates fully with the Arizona Board of Pharmacy, Controlled Substance Prescription Monitoring Program 
(AZ CSPMP). My doctor will use information provided by the AZ CSPMP in making decisions regarding my medication choices. 

8. I agree I will submit to a blood or urine test, if requested by my doctor, to determine my adherence with my medication and with this 
agreement. 

9. I agree I will use my medicine at a rate no greater than the prescribed rate and that use of my medicine at a greater rate will result in my 
being without medication for a period of time. 

10. All controlled substances must be obtained at the same pharmacy, where possible. Refills will be obtained by written prescription only, 
during regular office hours. 

11. I agree to inform my provider of any new medications or medical conditions, and of any adverse effects I experience from any of the 
medications that I take.  

12. I understand it is unlawful to be prescribed the same controlled medication by more than one healthcare provider at a time without each 
provider’s knowledge. I also understand that it is unlawful to obtain or to attempt or obtain a prescription for a controlled substance by 
knowingly misrepresenting facts to a provider, or his/her staff, or knowingly withholding facts from a provider or his/her staff (including 
failure to inform the provider or his/her staff of all controlled substances that I have been prescribed).  

13. I will inform my other healthcare providers of any controlled substances I am taking, and of the existence of this Agreement. In the event 
of an emergency, I will provide the information about my controlled substances to emergency department providers.  

14. I will not consume excessive amounts of alcohol in conjunction with controlled substances. I will not use, purchase, or otherwise obtain 
any other legal drugs except as specifically authorized by the provider whose signature appears below or, during his/her absence by the 
covering provider. I will not use, purchase or otherwise obtain any illegal drugs, including marijuana, cocaine, etc. I understand that driving 
while under the influence of any substance, including a prescribed controlled substance, or any combination of substances (e.g., alcohol 
and prescription drugs) which impairs my driving ability, may result in DUI charges.  

15. Early refills will not be given. Renewals are based upon keeping scheduled appointments.  
16. In the event you are arrested or incarcerated related to legal or illegal drugs (including alcohol), refills on controlled substances will not be 

given. An in-person follow up appointment is required to assess appropriateness for refill. 
17. I understand that these drugs should not be stopped abruptly, because doing so may cause severe withdrawal symptoms.  
18. I understand and acknowledge that I will be discharged from receiving medication management if I compromise any stipulation above. 

All of my questions and concerns regarding treatment have been adequately answered. A copy of this Agreement has been given to me. 
 

By signing this document (by paper or electronically), I have read, understand, and agree to the terms above. I agree that photocopies of this 
document are as legally binding as the original copy.  
   

 Patient Name               Patient Signature             Date 

 

 

 Guardian Name (if applicable)                     Guardian Signature                       Relationship  

 


