








PATIENT RESPONSIBILITY AGREEMENT 

REGARDING USE OF PRESCRIBED MEDICATIONS 

I,-----------------• a patient seen and treated by Clyde Sheehan. M.D .• 
(Patient's Name) 

agree to the following guidelines in regards to use of medications prescribed by Dr. Sheehan: 

1. I v.-ill take only the quantity of medication as prescribed by Dr. Sheehan unless approval is
obtained from Dr. Sheehan at my office visit or via phone contact with Dr. Sheehan to change
my/my child's doses. l understand that taking excessive amounts of these medications may
cause damage to my body and/or possibly a drug addiction.

2. I will safeguard my supply of medications, thereby not allowing anyone else to use my
prescribed medications.

3. I will not trade. sell or give away my medications.
4. When I see other physicians, I will inform them of all the medications prescribed by Dr.

Sheehan including the dosages and time of day they are taken to avoid any duplication of 
prescriptions. I will not seek the same or similar medications from other physicians. 

5. I will keep Dr. Sheehan informed of all the medications I am taking from other doctors.
6. I will inform Dr. Sheehan at each visit to the best of my ability the number of tabletslcapsules

remaining of each medication, whether or not I have any unfilled prescriptions (being held by
myself or pharmacist), and whether or not any medications are being sent to me but have not
yet arrived.

7. I agree not to alter the written prescription given to me by Dr. She.ehan in any way,
understanding that this is considered a felony and punishable by the legal authorities.

8. I understand that a violation of any of these patient responsibilities may be grounds for
immediate dismissal of treatment by Dr. Sheehan.

Xsign: _____________ _ Date: 
--------

(Patient/Parent/Legal Guardian) 

Minor Child's Name: 
--------------

( If Applicable) 










