Patient 1D:

FriendsX,
of Famlly X PS\’CHO-'?TR-OPIC MEDICATION

Health Center - CONSENT

My physician and | discugsed:
1. The nature of my mentai condition.

2. My physician's reasons for presaribirig the méedication, znciudmg the, Inaehhood af my condilion improving or not
improving without the medicine. ;

4. {tcan refuse io take any medscaiton at any time, but it is recommended that | discuss my decision with my
physician before i stop- taklng any medication: :

4. Reaschable altefnalive treatments available fér my condition:

5

The type of medication'that 1 will be receiving; the frequency and range of dosages the method by which | will
take the medication, and the duration of such treatment, :

& The common side effects of this'medication, and any particular side e.fféctsél_ikely to affect me.

7. That ceriain. antipsychotic medications may cause additional side effects for some’ persons; including tardive
dyskingsia. Tardive dyskinesia is defined as persistent” mvohmtary mouements of the fage. mouth. torso,
-hdnds, or feet. These syrhptoms- are potentially Trreversible, and may continue afier the antipsychotic
medication hias been stopped.

 was given information ‘about the recommended medication. | understand ih_at-- the i_nfor_mat_i"gn does not cover
everything, but it inciudes items of cifnical significance to me. [ should discuss all my medical problems and any
medication that | take'with my physician{s). Formore information | may refer to a pharmacist or lo a standard text
such as'the Physician's Desk Reference (PDR). :
I'have tfeceived the information about the psychotropic medication by means of {Check those that apply)

[] Oral Explanation [] Printed:Material [ Video Presentation ] Other

Name of Medication{Generic name is acceptable. Include an_tf_ci_'pa'ted' dosage _r;angg_):

t-understand have the r:ght to-refuse Ihis medication, and that it cannot be glven to me until | have spoken with my
physician and. gwen consént to it, except in an emergency. |understand and gwe consent-to the medication listed
dbeve, which ig an FRA approved medication, although its use in my CDndliJOﬁ( ) Mmay not always appear as part of.
its_approved iabeling. :

Client/Parent/Guardian signature: _ Date

Physician signature Date
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