ATTACHMENT F………………………DCFS Children’s Mental Health  

Psychotropic Medication Change Informed Consent Form

DCFS Children’s Mental Health 


Please read this form carefully.

Date:



I, ___________________________, have met with the doctor and discussed medications for __________________
                                   
     (Parent/Legal Guardian)







(client)
1.  Patient’s symptoms / problems to be addressed with medication: 
__________________________________________________________________________________________
__________________________________________________________________________________________

__________________________________________________________________________________________
2.  The prescribed medication(s):
__________________________________________________________________________________________


__________________________________________________________________________________________ 


__________________________________________________________________________________________

The doctor informed me of other medications and treatments which may be of  help with the above symptoms / problems.  The doctor also discussed the risk factors and benefits of treatment with these medications.  

We also discussed:  

1)
the dosage amount(s); 

2)
the time(s) the medication(s) should be taken; 

                     
       3)
whether or not increase in medication should be used and how often they should be used;

                                    4)   route of administration.

                                    5)   other factors

The doctor informed me that the prescribed medication(s) will be from the group(s) checked below:

	(
	Major Tranquilizers (neuroleptics)

Prescribed to improve thoughts and feelings.  This medication reduces experiences such as hearing voices, seeing things, etc; may cause restlessness.
	(
	Anti-/Anxiety 

Is given for nervousness, tension, general apprehension and fears of something you can’t explain.

	(
	Mood Stabilizer

Prescribed for patients who exhibit symptoms of extreme restlessness, high agitation,  pressured speech alternating with low moods or depression.
	(
	Beta Blockers

Prescribed to assist patients in controlling explosive behavior such as temper tantrums.  It is also prescribed to control tremors or side effects of other medications and regulates the heart rate.

	(
	Antidepressants

Prescribed to lift the mood, eliminate suicidal thoughts and to improve sleep, appetite, and other bothersome symptoms.
	(
	Psycho Stimulants

Prescribed for symptoms of hyper-activity and inability to concentrate.

	(
	Anticonvulsant

Not only to provide control for seizures but also to assist patients who are unable to control aggressive behavior.
	(
	Other:

___________________________________________________________________________________________________________________________



CLIENT NAME
CLIENT/PATIENT ID#

INFORMED CONSENT FOR MEDICATIONS:

The doctor explained to me the common side effects and other potential adverse effects that each medication(s) may cause; and that the dosage may be adjusted for maximum benefit. I / we understand why the medication is being prescribed.  I / we have received written information regarding the medication(s) and potential effects and possible side effects.  If I have further questions I may ask the staff for clarification or other written material which will be made available.

I understand that I have the right to accept or refuse to consent to the proposed medication(s).  I have carefully read the above mentioned description of the medication(s).  I agree to accept treatment.  I will notify DWTC staff and/or RN/M.D. if there are any unusual side effects from the medication(s).

______________________________________

__________________________________
Parent / Legal Custodian Signature



Date

______________________________________

__________________________________
Physician’s Signature 




       
Date

______________________________________________

_________________________________________                      Witness’ Signature (if appropriate)



Date

For Desert Willow Treatment Center, Oasis On Campus Treatment Homes, Adolescent Treatment Center and Family Learning Homes only:

 FORMCHECKBOX 
  Parent/guardian unavailable in person.  This form was read to them and they gave verbal consent.  I informed the parent/guardian that follow-up written consent must be obtained in no more than two weeks and made arrangements for this to occur.  

_______________________________________         __________________________________________________
Staff Name (Print)
Staff Signature



         Date

________________________________________       __________________________________________________

Staff Witness Name (Print)
Staff Witness Signature 

  
         Date

PSYCHOTROPIC MEDICATION CHANGE INFORMED CONSENT








   Signatures on reverse side
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