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Controlled substances have the potential to be addictive and must never be overused or 
misused. I understand that if I am prescribed a controlled substance, I must adhere to the 
following restrictions. Failure to conform to any of the restrictions listed below may result in 
being dismissed as a patient of Solvera Health. 

 

All patients must initial (agreeing to) each item in the following list, in the event you require 
controlled substances as a component of your care plan at Solvera Health. 
 

  

_______ In the interest of safe collaboration 
and my best possible health, I will notify 
Solvera Health immediately of any other 
provider(s) currently prescribing me a 
controlled substance(s), or that have 
prescribed any medication(s) to me in the 
past 30 days (including Dentist, Emergency 
Rooms/Immediate Care Centers). 

_______ I will not use marijuana or other 
high-risk substances without informing 
my health care provider. 

_______ I will submit to random urine drug 
screens as ordered. 

_______ Solvera Health may prescribe 
controlled substances for my condition, 
sometimes called “narcotics”, which are 
high-risk medications 

_______ These medications are prescribed 
to complement/supplement my daily 
wellness plan for my best possible health. 

_______ I agree to keep my medication in a 
locked safe place, in order to prevent loss, 
theft, or misuse. 

_______ I will make reasonable efforts to 
purchase all my medication at one 
pharmacy, while also authorizing Solvera 
Health to communicate with my 
pharmacist. 

_______ I understand that drinking alcohol 
with this medication may be fatal and 
should be avoided. 

_______ I will not use illegal drugs. 

_______ I authorize Solvera Health to 
communicate with any other providers 
that are a part of my care team. 

_______ I understand this medication may 
cause drowsiness and impair my reflexes, 
interfering with the ability to drive or 
operate heavy machinery, potentially 
affecting my employability. 

_______ I understand that it is illegal to 
share this medication. This medication is 
for my use only and may not be given to 
or used by others, or left subject to loss or 
theft. 



MEDICATION MANAGEMENT  
AGREEMENT 

Page | 2 

 

 

 

 

 

 

 

 

 

I will tell my provider about all other medications 
and treatments that I am receiving. I am aware 
that even if I do not notice it, my reflexes and 
reaction time might still be slowed. I will not be 
involved in any activity that may be dangerous 
to me or someone else. Such activities include, 
but are not limited to: 

• Using heavy equipment or vehicles 
• Working at unprotected heights 
• Being responsible for another individual 

who is unable to care for himself/herself. 
I understand that physical dependence is a 
normal, expected result of using these 
medicines for extended periods. I understand 
that physical dependence is not the same as 
addiction. I am aware physical dependence 
means that if my pain medicine use is markedly 
decreased, stopped, or reversed, I will 
experience a withdrawal syndrome. This means 
I may have any or all of the following: runny 
nose, yawning, large pupils, goose bumps, 
abdominal pain and cramping, diarrhea, 
irritability, aches throughout my body, and a flu-
like feeling. I am aware that opioid withdrawal is 
uncomfortable, but not life-threatening. 

I am aware that tolerance to analgesia may 
trigger me to request more medicine to get the 
same amount of pain relief. When tolerance 
occurs, increasing doses may not always help, 
and may cause unacceptable side effects. 
(Males only) I am aware that long term use of 
controlled substances has been associated with 
low testosterone levels in males. This may 
affect my mood, stamina, sexual desire, and 
physical and sexual performance. 
(Females only) If I plan to become pregnant, or 
believe that I have become pregnant while 
taking this medication, I will immediately call 
my obstetric provider and this office to inform 
them. I am aware that, should I carry a baby to 
delivery while taking these medications, the 
baby may be physically dependent on 
controlled substances. I am aware that the use 
of controlled substances is not generally 
associated with a risk of birth defects. However, 
birth defects can occur whether or not the 
mother is on medicines, and there is always a 
possibility that my child will have a birth defect 
while I am taking a controlled substance. 
By signing this form, I give my consent for the 
treatment of pain with controlled substances, 
and will adhere to the listed, initialed items. 

 

Patient Signature   Date 

_______ I understand that part of my 
treatment at Solvera may involve 
reduction or discontinuation of any 
potentially addictive medications. 

_______ I will keep all scheduled 
appointments with my provider. My 
medication may be discontinued if I fail to 
attend my scheduled appointments. 

_______ I understand that my medication 
will be discontinued if there is non-
adherence to this treatment agreement. 

Provider Signature        Date 

Provider Comments: 


