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Agreement on the Chronic Use of DEA Schedule Drugs











A representative of CHHHC has explained to me the risks and benefits of chronic DEA Scheduled drugs for treatment of my condition.





I, __________________________________, understand that I must comply with the following rules of CHHHC to continue obtaining prescriptions for my DEA controlled medications.








I will use the medications only as directed.


I will NOT alter my medication usage or abruptly stop the medication without consulting with my prescriber.


I will NOT receive DEA controlled medications outside of the CHHHC program or without CHHHC prior knowledge and agreement.


I will receive DEA controlled medications prescribed by CHHHC only through scheduled visits with CHHHC personnel.  I will NOT receive controlled medications from CHHHC personnel by mail or over the phone.


I will call CHHHC if I think I need to schedule a more urgent appointment or I am having side effects or problems from the medications.


I may be asked to submit to drug testing at any point during therapy.  If my drug testing results are unsatisfactory, I understand that my prescriber may elect to decrease or discontinue my DEA controlled prescription.


I will NOT use illegal drugs with my DEA controlled medications, sell my medications, allow others to use my medications, alter my medication prescriptions, use my medications in unintended ways, or allow my medications to become damaged.


I will file a police report if my DEA controlled medications are lost or stolen before they are replaced by a CHHHC prescriber.


I will notify my prescriber if I am considering pregnancy or become pregnant.


I understand that DEA controlled medications can impair motor skills.  I understand that caution is urged when driving or when operating heavy or dangerous equipment.


If the CHHHC prescribers feel that I am not complying with this agreement, my CHHHC prescriber may elect to decrease my DEA controlled medications or have addiction services assist in my care.








I understand that my prescriber may also choose to discontinue my DEA controlled medication if he/she believes that my pain is not improved, my use of the medications is increasing, or I am experiencing unacceptable side-effects.








_______________________________________________________      _______________________


		patient signature						date





_______________________________________________________	_______________________


		prescriber signature						date
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