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Houston Neurological Institute 
Patient Responsibility Agreement for Controlled Drug Prescriptions 

 
Controlled substance medications (i.e. narcotics, tranquillizers and barbiturates) are very useful, but have a high 
potential for misuse and are, therefore, closely controlled by local, state and federal governments. They are intended 
to relieve pain, thus improving function and/or ability to work. Because my physician is prescribing controlled 
substance medications to help manage my pain, I agree to the following conditions: 
 

1. I am responsible for the controlled medications prescribed for me. If my prescription is lost, misplaced, or 
stolen, or if I “run out early,” I understand that it WILL NOT be replaced. 

2. Refills of controlled substance medications”  
a. Will be made during regular office hours, Monday thru Friday, in person, once a month. Refills 

will not be made at night, on weekends or during holidays.  
b. Will not be made if I “run out early,” or “lose a prescription” or “spill or misplace my 

medication.” I am responsible for taking my medication in the dose prescribed and for keeping 
track of the amount remaining.  

c. Will not be made as an “emergency,” such as on a Friday afternoon because I suddenly realize I 
will “run out tomorrow.” I will call at least 2 business days ahead if I need assistance with a refill, 
which must be done in person at the office.  

3. It may be deemed necessary by my doctor that I see a medication-use specialist at any time while I am 
receiving controlled substance medications. I understand that if I do not attend such an appointment, my 
medication may be discontinued or may not be refilled beyond a tapering dose to completion. I understand 
that if the specialist feels that I am at risk for psychological dependence (addiction), my medications may 
no longer be refilled.  

4. I understand that driving a motor vehicle may not be allowed while taking controlled medications, and that 
it is my responsibility to comply with the laws of the state while taking the prescribed medications.  

5. I understand that if I violate any of the above conditions, my prescription for controlled substance from 
another individual, or the concomitant use of non-prescribed illicit (illegal) drugs, I may also be reported to 
all my physicians, medical facilities and appropriate authorities. By signing below, I specifically authorize 
the release of information for this purpose. 

6. I understand that the long-term advantages and disadvantages of chronic opioid use have yet to be 
scientifically determined, and my treatment may change at any time. I understand, accept and agree that 
there may be unknown risks associated with the long-term use of controlled substance medication and that 
my physician will advise me of any advances in this field and will make treatment changes as needed.  

7. I will not obtain or attempt to obtain controlled substance medications from another physician while 
obtaining them from this office.  

I have been fully informed of the risks of psychological dependence (addiction) of controlled substance medication, 
which I understand is rare. I know that some individuals may develop a tolerance to the medication, necessitating a 
dose increase to achieve the desired effect. I know that there is a risk of becoming physically dependent on the 
medication. I know that it may be necessary to stop taking the medication. If so, I know I must slowly decrease the 
dose while under medical supervision or I may have withdrawal symptoms.  

 

I have read this contract and have had the opportunity to ask questions. In addition, I fully understand the 
consequences of violating this agreement. 

PATIENT COPY PLEASE KEEP !!!!!! 
This copy is for informational purposes only so you as a patient will be aware of our policy regarding 

controlled substances.  



Houston Neurological Institute, LLP 
Mischer Neuroscience MC 

Kimberly Monday MD    Kathleen Eberle MD   Robert Fayle MD   Priti Palvaldi MD 
Jessica Hanson PA   Nora Schuette PA 

 

Daytime phone:                                                                        Evening phone:________________________________ 
                   *We are sorry but due to cost constraints we will no longer file third insurance claims.  

 

Last Name:     First:     MI:__________ 

Date of Birth:_______/______/__________Social Security_#_________________                         _Sex:  _M  /  F_ 

Street or Mailing Address:                                                                                                        Apt No:_________                     

City:___________________________________________State:______________________Zip:____________ 

Home phone:                                                    Cell Phone:                                             Marital Status: M / W / D / S 

Primary language:                                               Race:                                              Ethnicity:_____________ 

E-Mail:__________________________________________________________________________________ 

YOUR E-MAIL WILL ONLY BE USED IF YOU ARE INTERESTED IN THE PATIENT PORTAL 

 

Referring Physician (First and Last Name):_____________________________________________________ 

Chief complaint (why are you here today):_______________________________________________________ 

 

Last Name:__________________________________First:______________________________MI:_______ 

Street or Mailing Address:________________________________________________________Apt No:_________ 

City:                                                                          State:                                                        Zip:________________ 

Home phone:______________________Work phone:_____________________Cell/Other:___________________ 

Date of Birth:        /      /         Social Security #:_______________          Relationship to pt:___________________ 

Employer name and address: 

 

Insurance company name:________________________________________________________________________ 

Subscriber/Member ID #:      Group No:___________________ 

 

Insurance company name:____________________________________________________________________ 

Subscriber/Member ID #:      Group No:__________________ 

 

Name:________________________________________Relationship to pt:_____________________________ 

PATIENT DEMOGRAPHICS 

REFERRING PHYSICIAN AND CHIEF COMPLAINT 

POLICY HOLDER INFORMATION (IF DIFFERENT THAN THE PATIENT) 

PRIMARY INSURANCE COMPANY INFORMATION 

SECONDARY INSURANCE COMPANY INFORMATION (IF ANY) 

EMERGENCY CONTACT 







HOUSTON NEUROLOGICAL INSTITUTE 

PATIENT PRIVACY COMPLAINTS 

 
Purpose: 
Our patients are always encouraged to let us know any time they have a complaint or concern about any 
aspect of our care or business. See General Patient Complaints policy and procedure. This policy 
provides information specific to complaints about our privacy practices.  

 

Policy: 

• Patients who are concerned about an alleged breach of their privacy will be encouraged to file a  
complaint with our privacy officer. The response and resolution of any complaint filed with this 
office will be conducted in a professional, timely, and courteous manner, as outlined in the 
General Patient Complaints policy and procedure.  

• All patients have a right to file a complaint with the Office for Civil Rights for issues related to 
privacy. Patients are notified of this right in our Notice of Privacy Practices.  

• Complaints regarding this office’s privacy practices should be submitted in writing and include 
the names of the office and a description of the acts or omissions believed to be in violation of the 
patient’s privacy rights. 

• Patients must file a complaint within 180 days of when they knew (or should have known) that 
the violation occurred, although they may possibly get a waiver of that requirement from the 
Secretary of Health and Human Services. 

• Patients who file complaints, whether based on our privacy practices or any other issue, will 
never be penalized by this office for filing a complaint and will be treated with the same courtesy 
and respect as any other patient of this practice.  

• Please address all HIPPA complaints to: 

 

4141 Vista Road 

Pasadena, TX 77504 

(713) 947- 3100 

 

PATIENT COPY PLEASE KEEP 



PRIVACY NOTICE 

In accordance with the Health Insurance Portability and Accountability Act, our patients are entitled to 
and afforded the rights to privacy regarding their health related information as set forth under applicable 
law. Houston Neurological Institute will strive to ensure that patient information is used for purposes 
authorized by the patient and as otherwise required by law. Upon request we can provide you with a 
complete copy of our Privacy Policies. Additionally, patients have a right to review their medical records 
and furnish comments to their records through our patient portal or during normal business hours, upon 
providing reasonable advance notice. 

SIGNATURE:       DATE:__________________________ 

    PATIENT PORTAL CONSENT FORM 

I acknowledge that I have received a copy of HNI’s Patient Portal Information. I acknowledge that I have 
read and fully understand the policies and procedures regarding the patient portal which appear at log in.  
I understand the risks associated with online communications between my physician and me, and consent 
to the conditions outlined herein. In addition, I agree to follow the instructions, as well as any other 
instructions that my physician may impose to communication via online communications. 

 I choose to participate in the patient portal.    I choose to NOT participate at this time. 

E Mail Address: _____________________________________________________ 

SIGNATURE:       DATE:__________________________ 

REFILL AGREEMENT 

I acknowledge that I have received a copy of HNI’s Patient Prescription Agreement. I have read the 
policy given to me and recognize my responsibilities as the patient requesting the medication. I have had 
the opportunity to ask questions. In addition, I fully understand the consequences of not following proper 
protocol when requesting refills.  

SIGNATURE:       DATE:__________________________ 

E-PRESCRIBING AND MEDICATION HISTORY CONSENT FORM 

Houston Neurological Institute uses an EMR system that allows electronic prescribing of medications. 
This allows prescriptions to be sent to your pharmacy through secure connection which improves the 
accuracy and timely transmission of your medical information. This consent allows HNI to gather the 
following. 

Formulary and Benefit information- Gives the prescriber benefits about covered drugs under the patients 
insurance. 

Medication history- Provides the physician with information regarding previous and current medications 
that the patient is taking to minimize the number of adverse drug reactions.  

By signing this consent form you are agreeing that your provider may request and use your prescription 
medication history from other healthcare providers and/or third party pharmacy benefit payors for 
treatment purposes.  

SIGNATURE:       DATE:__________________________ 



 

4141 Vista Rd.                                                                                               10905 Memorial Hermann Dr. Suite 115 
Pasadena, TX 77504                                                                                                                      Pearland, TX 77584 
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REVISED February 19, 2016 

Houston Neurological Institute 
Patient Refill Agreement 

 
 

 
This agreement is to protect your safety when utilizing prescription medications. 
 
For medication refills, please call your pharmacy. Please do not call our office for 
medication refills. Pharmacies have our refill line number and will call us with all the 
necessary information. Please do not wait too long to call the pharmacy for your refill. 
Allow yourself to have one week of medication left when you call in a refill. Please allow 
our office two business days to authorize refill requests. Please do not call the office prior 
to this 48-hour period. Some medications require more time to authorize than others. If 
you require a mail order prescription, please call and leave the request on the 
nurse/medical assistant’s voicemail. 
 
Controlled drugs will need a new prescription each time a refill is needed. You must 
give the office at least 48-72 hours notice. A valid driver’s license is required when 
picking up prescriptions.  
 
I have been fully informed of Houston Neurological Institute’s refill policy and 
understand that refills will not be made as an “emergency”. I am responsible for taking 
my medication in the dose prescribed and for keeping track of the amount remaining. 
*Refills will not be made on weekends or holidays* 

 
 
I have read this contract and have had the opportunity to ask questions. In addition, I fully 
understand the consequences of not following proper procedure when needing medication 
refills. 
 
 
 
____________________________________              _____________________________ 
Patient Signature                                                            Date signed 
 
 
 
 

 



Houston Neurological Institute 
 FAMILY AND FRIENDS INFORMATION RELEASE FORM 

 

 

Persons who are involved in your care (family, friends, employer, etc) may inquire about 
your treatment, lab results, prescriptions, etc. Please let us know what persons we may 
share information with. (Please note: As received and outlined in our Notice of Privacy Practice in 
emergency situations or other situations we may share information with others not specifically listed on 
this form.) 

Please list those persons (including family, friends, and employer) with whom we may share your 
information: Please give their relationship to you beside their name (son, spouse, etc). 

_______________________________________          _______________________________________ 

_______________________________________          _______________________________________ 

_______________________________________         ________________________________________ 

_______________________________________         ________________________________________ 

_______________________________________         ________________________________________ 

 

From time to time we will leave a message for you on an answering machine, voice mail or with another 
individual in your absence. Is it OK for such message to include details* (such as diagnosis, tests results, 
other medical information, other medical information or information regarding your account) at this 
number? 

1. Home phone number: _________________________________ Is it OK to leave a detailed 
message at this number in your absence? ______________________ 
 

2. Work phone number: _________________________________ Is it OK to leave a detailed 
message at this number in your absence? _______________________ 

 
3. Cell phone number: ___________________________________ Is it OK to leave a detailed 

message at this number in your absence? _______________________ 
 

4. Alternate number: ____________________________________ Is it OK to leave a detailed 
message at this number in your absence? _______________________ 

 

Which number above is your preferred contact number?       1    2    3    4 

 

_____________________________________________________ __________________________ 

Signature of patient or legal guardian      Date 

 

_________________________________________________________________ 

Print name of patient or legal guardian 


