SAN BERNARDINO

COUNTY Psychotropic Medication Consent

Behavioral Health

This form provides recommended psychotropic medications(s) information to support a client’'s mental
health. It cannot be used or interpreted to enforce use against a client’s will.

Medication Name Daily Daily Frequency Route  Duration
Minimum Maximum
Dose Dose

List REASON(S) for taking above medication(s):

TOPICS DISCUSSED:

1. Discussed probable side effects and possible side effects if taken longer than 3 months. Medication
information sheets have been offered.

2. Additional and alternative treatment options discussed, including the likelihood of improving or not
improving without the medication(s) listed above, and deemed reasonable for my condition include:

OPsychotherapy OGroup or family therapy COther medications COther:

3. Possible drug interactions that may occur with other medications and drugs. | agree to notify my/my
child’s prescriber regarding any medication(s) or changes in medication(s), prescribed by other
prescriber(s), and regarding use, or changes in use, of over-the-counter drugs or natural/herbal
supplements.

PSYCHOTROPIC MEDICATION CONSENT NAME:

San Bernardino County CHART NO.:
DEPARTMENT OF BEHAVIORAL HEALTH DOB:
Confidential Patient Information PROGRAM:

See WIC § 5328
MDS002_E (05/19) MEDICAL SERVICES Page 1 of 2



SAN BERNARDINO

COUNTY Psychotropic Medication Consent

Behavioral Health

4. Potential medication risk to an unborn baby or a newborn being breastfed, and | have told my/my
child’s prescriber whether | am/my child is currently pregnant or breastfeeding. | agree to inform my
prescriber if there is any possibility/intention of myself/my child becoming pregnant or breastfeeding.

5. Alcohol and/or other street/illicit drugs should be avoided due to alteration of mind and thought
process, as well as dangerous interactions that can adversely affect intended actions of prescribed
medications.

6. | am/my child is aware that medications can impair the ability to drive or operate equipment. I/my
child should avoid driving or using heavy machinery until I know/my child knows how the
medication(s) prescribed affect me/my child. | take responsibility for maintaining the safety of
myself/my child, and the safety of others.

7. | agree/my child agrees to take the medication(s) as prescribed and, especially when starting meds
or during changing doses, watch for any unusual or adverse effects. | will contact my/my child’s
prescriber about adverse effects or Emergency/911 if adverse effects become serious.

8. Discontinuing medications (especially abruptly) can cause serious adverse effects. | agree to
discuss stopping medications with my/my child’s prescriber before doing so, and to follow medical
advice about safely tapering/lowering medications to discontinue.

9. Medications are selected based on best evidence supported by clinical literatures, guidelines, and
expert opinions, even though sometimes a particular medication might not have U. S. Food and
Drug Administration approval for the use(s) and dose range discussed.

ACKNOWLEDGEMENT AND AGREEMENT

| acknowledge that the above topics were covered entirely; in addition medication information sheets
were offered. | have consented to, and accept the risks of treatment with the medication(s) indicated in
this form. | also understand that | have the right to refuse this/these medication(s) and that it/they cannot
be administered to me/my child without my consent. | may seek further information at any time that | wish,
and | may withdraw my consent to treatment with the above medication(s) at any time by stating my
intention to my/my child’s prescriber. | certify with my signature that | have legal authority to sign this
consent and that the relationship listed is valid and legal.

Client or Parent/Guardian/Conservator’s Relationship to Client: Date:
Signature:
Minor’s Assent (If Applicable) Date:
Prescriber’s Signature: Prescriber's Name Stamp Date:
(Printed):
Staff Witness (if patient agrees but chooses not to sign): Date:
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English
ATTENTION: If you speak another language, language assistance services, free of
charge, are available to you. Call 1-888-743-1478 (TTY: 7-1-1).

ATTENTION: Auxiliary aids and services, including but not
limited to large print documents and alternative formats,
are available to you free of charge upon request.

Call 1-888-743-1478 (TTY: 7-1-1).

Espaiiol (Spanish)
ATENCION: Si habla espariol, tiene a su disposicidon servicios gratuitos de asistencia
linglistica. Llame al 1-888-743-1478 (TTY: 7-1-1).

Tiéng Viét (Vietnamese)
CHU Y: Neu ban néi Tieng Viét, c6 cac dich vu hd trg ngdn ngit mién phi danh cho ban.
Goi sO 1-888-743-1478 (TTY: 7-1-1).

Tagalog (Tagalog_ Filipino)
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo
ng tulong sa wika nang walang bayad. Tumawag sa 71-888-743-1478 (TTY: 7-1-1).

8t =01 (Korean)
Fo|: t=0{E AE5tAlE B2, 2o X[ MHIAE FEE 0|84l = AU&LICH
1-888-743-1478 (TTY: 7-1-1) Ho 2 T35 FAA[2.

ZHE b3 (Chinese)
AR WMREHERHER TS o] DIRBEEGES RIS - 552(EE 1-888-743-1478
(TTY: 7-1-1)

Zuykpku (Armenian)

NRTUNLNRESNPL Gph ununid bp huykpkl, wuyw dkq wigwp Jwpnn ku
npudwnnybk (kqulijut weowljgnipjut Swnwynipjniuttpn: Quuquhwpkp
1-888-743-1478 (TTY (hlknuwnpuy) 7-1-1).

Pycckuii (Russian)
BHUMAHMUE: Ecnu Bbl rOBOpUTE HA PYCCKOM SI3bIKE, TO BaM JOCTYIHBI O€CIIaTHBIE YCIYTH
nepeBoza. 3souute 1-888-743-1478 (menemadan: 7-1-1).
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w4 (Farsi)
a>git =S 4 Ol ol 88 o S0 Ais Y s

Sy a8 s Wl
atl b a2 il L 1-888-743-1478 (TTY: 7-1-1) o Sos o,

HA%E (Japanese)
HEEFHHE AAFBELHE SN GG, BEOSEEL ZHAWZIZIT £,
1-888-743-1478 (TTY: 7-1-1) £ T, BEHIC T THEME L 2 &0,

Hmoob (Hmong) LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev
pab dawb rau koj. Hu rau 1-888-743-1478 (TTY: 7-1-1).

YAt (Punjabi)

s 06 7 37 < Uarg Si@ 9, 373 g o fao'g AgfesT A o 3938 38 Hes Gusty
J1 1-888-743-1478 (TTY: 7-1-1) 3 TS &I |

i 2 (Arabic)

A galer 13 € a aw RS A allle gldclandsacl wall A galll 5 algmell ol sl Joail 8,
1-888-743-1478 (=, s aall o <l 5: 7-1-1)

f&AY (Hindi) &a1eT &: I 3 @) alefdl € @t 3mdeh forw o # 19T FeTaar Jart 3qelstr
&1 1-888-743-1478 (TTY: 7-1-1) W FHidl |

w1 lng (Thai)

Fou: duyane lneguaunsaldusmssromaonemplas Tns 1-888-743-1478 (TTY: 7-1-1).

i2i (Cambodian)
[Uts: i 100 sSmyaSunty Mmanis | undSwysSsSAmMa InSSSAs 00

W937290 (Lao) .
{U0990L: 1909 VIVCEDIWIFI 290, NIVVINIVROBCTHBAIVWIFTI, LOBVCT M,
covBwenlvivon. tns 1-888-743-1478 (TTY: 7-1-1).
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