PSYCHOTROPIC MEDICATION CONSENT

______________________________________________________________________

Patient’s Name & Sponsor’s SSN

Psychotropic medications are medicines that are used in the treatment of emotional, behavioral and thinking problems.  Each class of medicines has its indications for use, expected benefits and side effects.  Side effects may be uncomfortable, or in rare circumstances, dangerous.  Many of the side effects are dosage-related and the physician will attempt to find a dosage level that is beneficial yet produces the least side effects.  If one medication in a particular class does not help the condition or if it produces disturbing side effects, treatment with another medicine in the class may be more successful.

If at any time you disagree with the treatment plan, you may discuss it with the physician.  If you have any questions regarding the information presented here, or any aspect of the treatment, please ask the treating physician.

My physician met with me, and we talked about the following:

1. The nature of my medical problem and the reasons why medication is being recommended.

2. The likelihood of my improving with or without such medication and the reasonable alternative treatments available.

3. The type of medication being recommended below.

4. The dosage range and frequency of this medication (including possible additional doses as needed); the method of taking this medication; and the probable duration I would need to take this medication.

5. The possibility that this medication may cause side effects to include the most common and most severe side effects.

6. The possible effects after taking medication for a long time (usually more than three months).  Such side effects may include persistent involuntary movement of the head, hands, feet and torso, and that these symptoms of tardive dyskinesia are potentially irreversible and may appear after medications have been discontinued.

I will notify the physician if I become pregnant, plan pregnancy or plan to breast feed.  I understand that this medication may not be safe under these circumstances.

I understand that because of possible drowsiness or loss of muscle coordination, my ability to drive, operate machinery or perform other skilled tasks may be impaired.  This effect may worsen with alcohol or other substances.

I have read this form, and I understand it.  

I understand that I have the right to refuse medication recommended to me by telling my doctor at any time.  I consent to take the medication up to the dosage noted below:
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MAXIMUM

MEDICATION
         DAILY DOSAGE
            PATIENT        PARENT/GUARDIAN        PHYSICIAN                       DATE
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 _____________________________

Patient Signature
             
          

Parent/Guardian Signature
  
  

Physician Signature 

                          Madigan Army Medical Center

Child & Adolescent Psychiatry
                                


