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OKLAHOMA PAIN TREATMENT CENTERS 
CONTROLLED SUBSTANCE (NARCOTIC) AGREEMENT 

 
Patient Name: ______________________________________   DOB: _____________ 
 
The purpose of this Agreement is to prevent misunderstandings about certain prescribed 
medicine the patient will be taking for pain management. This is to help both the patient 
and their provider to comply with the law regarding post-surgery pain management. 
Please read this contract thoroughly as it is a condition of your continued treatment. Your 
signature will be required.  

 
The use of opioids may cause addiction and is only  

one part of a complete treatment plan. 
 

I agree to the following: 
 
1. I am responsible for my medicines.  I will not share, sell, or trade my medicine.  I 

will not take any medicine not prescribed to me.  
 

2. Forging or altering a narcotic prescription or distributing medications to others is a 
crime. I understand that if I should forge or alter a prescription, my entire care with 
this office will be terminated and I will be reported to law enforcement authorities.  

 
3. Excessive phone calls requesting increased dosages or frequency is viewed as 

drug-seeking behavior.  Changes in medication will not be made without an office 
visit.  

 
4. I will not increase my medicine until I speak with my doctor or nurse. 

 
5. My medicine may not be replaced if it is lost, stolen, or used up sooner than 

prescribed.  
 
6. I will keep all appointments set up by my doctor. I will notify my doctor’s office at 

least 24 hours prior to my scheduled appointment if I must cancel. Multiple 
cancelations, no-shows, or rescheduled appointments may be considered non-
compliance and may result in my termination as a patient.  There is a charge for 
“no shows”. 
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7. I agree to give a blood or urine sample, if asked, to test for illegal drug and other 
medication use. I understand that my insurance company might not cover the test 
and I will be responsible for the payment. I understand that this test can be very 
costly. This drug screen may be given randomly through the course of my 
treatment.  

 
8. I understand that my doctor’s office will utilize Oklahoma Bureau of Narcotics Drug 

Tracking Program to review my prescription history. 
 
9. I understand that narcotics can adversely affect my judgment in making business 

decisions and in operating equipment such as an automobile.  
 

General: 
 
1. All controlled substances must be obtained at the same pharmacy. 

 
2. I agree to keep these medications in a secure place. (Lock box). 
 
3. I will not attempt to get pain medications from any other health care provider. 
 
4. The prescribing physician has permission to discuss all diagnostic and treatment 

details with dispensing pharmacist or other professionals who provide your health 
care.  

 
5. Unannounced pill counts, random urine or serum toxicology screens may be 

requested. Refusal of such testing may subject you to an abrupt rapid wean 
schedule for the medication to be discontinued or prompt termination from 
our care.  

 
6. I realize that it is my responsibility to keep others and myself from harm, this 

includes the safety of my driving (obeying all bylaws, rules and regulation of 
department of motor vehicle in all states) and the operation of machinery.  

 
7. I will not use any illegal substances (cocaine, heroin, marijuana, crystal meth, 

ecstasy, ketamine, etc.). Violation of this will result in the cessation of the 
prescribing of any controlled substances and immediate termination of care. 
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8. I will not alter my medication in any way (for example: crushing or chewing tablets) 
or use any other auto-delivery (for example: injection) other than as prescribed by 
OIPS.  

 
9. I will keep all scheduled appointments in the clinic. Three or more cancellations 

with less than 24-hour notice will result in termination of my treatment.  
 
Refills: 
 
1. I understand that refills of narcotic medication will be given only during my regularly 

scheduled appointment. If the medication requires a written prescription, I must 
call 4 business days in advance. If the medication does not require a written 
prescription, I will call my pharmacy 4 business days in advance and have them 
fax the request to the office.  
 

2. I understand that refills will be called in to my pharmacy only during regular office 
hours: Monday through Thursday, 8:00AM-4:30PM. No refills will be called in on 
nights, holidays, or weekends. Advance notice of 96 business hours is REQUIRED 
for your refill requests. 
 

3. I must keep track of my medications. No early or emergency refills may be made. 
 

4. Prescriptions must be filled before expiration. In the event the prescription has 
expired, the prescription must be returned to this office before a new prescription 
will be written.  

 
5. I will only use one pharmacy to get my medication. My doctor may talk with the 

pharmacist about my medicines. The name and phone number of my pharmacy is 
_______________________________________________________________. 

 
6. Timely request for refills of medications are solely the patient’s responsibility. 

 
7. Dr. Christensen will be the only one to decide when and how the patient is to 

increase or decrease various pain medications in office visits.  
 
8. Changes in prescriptions/refills will be made only during scheduled appointments 

and not via phone, at night, on weekends or holidays. 
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9. A refill request is not an emergency.  Please do not request a refill on the 
emergency line.  Please leave your message requesting refills on the “medical refill 
line” (Select option 3 when you reach the interactive voice response system after 
calling 405-751-0011.) 

 
10. I agree that continued refill of medications may be contingent upon compliance 

with other chronic pain treatment modalities recommended by my doctor/physician 
assistant and with the program in general. 

 
11. I understand that if I am discharged from the clinic I will be provided a 30-day 

supply of my medicine at the discretion of my prescribing provider/physician and I 
will have 1 month to find a physician who will take over my care and prescribe my 
medications. 

 
Prescriptions from Other Doctors: 
 
If I see another doctor who gives me a controlled substance prescription medicine (a 
dentist, a doctor from the Emergency Room, another doctor, etc.), I must notify my doctor. 
I am not to seek or accept medications from other providers without my doctor’s 
permission, except in the event of a true medical emergency in which case, I must notify 
my doctor as soon as possible. 
 
Compliance: 
 
1. I understand that the main treatment goal is to improve my ability to function and/or 

to work and/or to reduce pain. I must also comply with the treatment plan as 
prescribed by my doctor. I understand that through following a healthier lifestyle 
can I hope to have the most successful outcome to my treatment.  
 

2. I agree to fully comply with all aspects of my treatment program, including 
behavioral, medicine and physical therapy.  
 

3. I have thoroughly read and accept all the above provisions. Any questions I had 
regarding this agreement have been answered to my satisfaction by the 
prescribing provider. I also agree to random testing and detoxification if further 
indicated. 

 
4. You are informed that you have the right and power to sign and be bound by this 

agreement, and that you have read, understand and accept all its terms. 
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Termination of Agreement: 
 
If I break any of the rules, if my drug test results are inconsistent with treatment prescribed 
by my doctors, or if my doctor decides that this medicine is hurting me more than helping 
me, this medicine will be stopped by my doctor in a safe way and no refills will be made. 
Further, my doctor may dismiss me as a patient of the practice and ask me to select 
another doctor. Any violation of this contract or counseling received regarding violations 
will remain a part of my permanent medical record. This contract will remain enforced 
during the entire course of my treatment plan.  
 
4 DAY NOTICE REQUIRED. 
Initials: _______ 
 
DO NOT UNDER ANY CIRCUMSTANCES INCREASE YOUR MEDICATION DOSAGE  
WITHOUT DISCUSSING IT WITH THE DOCTOR FIRST. 
Initials: _______ 
 
DO NOT OBTAIN PAIN MEDICATION FROM ANY OTHER PHYSICIAN WITHOUT 
GETTING PERMISSION FROM DR. CHRISTENSEN PRIOR.  
Initials: ________ 
 
I have talked about this Agreement with my doctor and I understand the above rules.  
 
This agreement is entered on this _______ day of __________________, 20____. 
 
Patient’s Signature: ____________________________________   Date: ___________ 
 
Patient’s Name (Print name): ______________________________________________ 
 
 
Physicians Signature: ____________________________________________________ 


