CLIENT NAME AND NUMBER ___________________________________________________________

Specific Authorization for Psychotropic Medications 

Discussion of psychotropic medication should occur within the context of the person’s medical history and current overall medication regimen.
I, the undersigned, a  FORMCHECKBOX 
 competent adult,    FORMCHECKBOX 
 guardian,   FORMCHECKBOX 
 guardian advocate, or  FORMCHECKBOX 
 health care surrogate/proxy  hereby authorize the professional staff of this facility to administer treatment, limited to mental health medications, as follows: _________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

I have been given detailed information about:

1.
The proposed medications and dosage range and frequency;

2.
The purpose of my treatment;

3.
Common short- and long-term side effects of my proposed medication, including contraindications and clinically significant interactions with other medications;

4.
Alternative medications;

5.
Approximate length of care 

I further understand that a change of medication dosage range from that listed above or on the attached will require my express and informed consent.

I understand that my consent can be revoked orally or in writing prior to, or during the treatment period.

The information I have relied upon to make the decision to consent to treatment, including full disclosure of each of the above subjects, is attached to this authorization and signed by me.  I have read and had this information fully explained to me and I have had the opportunity to ask questions and receive answers about the treatment.
___________________________________________________
______________________
_____________  am    pm

Signature of Person
Date
Time

________________________________________________
_______________
_____________  am    pm

Signature of Witness for Person
Date
Time

________________________________________________
_______________
_____________  am    pm

Signature of: (check one when applicable)
Date
Time

 FORMCHECKBOX 
 Guardian                           FORMCHECKBOX 
 Guardian Advocate 

 FORMCHECKBOX 
 Health Care Surrogate      FORMCHECKBOX 
 Health Care Proxy 

If I am the guardian advocate, health care surrogate, or health care proxy for the person, I certify that I have met and talked with the person and the person’s physician in person, if at all possible, and by telephone, if not about the proposed treatment prior to signing this form.

Talked to person on:_________(date)   FORMCHECKBOX 
In person     FORMCHECKBOX 
By telephone.  If not in person, explain why not._________________________ _____________________________________________________________________________________________________________

Talked to person’s physician on: _____(date)  FORMCHECKBOX 
 In person    FORMCHECKBOX 
By telephone.  If not in person, explain why not.___________________

_________________________________________________________________________________________________________________

_______________________________________________
_______________
_____________  am    pm Signature of: (check one when applicable)  
Date
Time

 FORMCHECKBOX 
 Guardian                           FORMCHECKBOX 
 Guardian Advocate

 FORMCHECKBOX 
 Health Care Surrogate      FORMCHECKBOX 
 Health Care Proxy 

_______________________________________________
_______________
_____________  am    pm

Signature of Witness for Substitute Decision-Maker
Date
Time
* The person shall always be asked to sign this authorization form.  However, if the person is a minor, is incapacitated, or is incompetent to consent to treatment, the consent of his or her guardian, guardian advocate, or health care surrogate/proxy is required.  Court orders, letters of guardianship, or advance directives must be retained in the clinical record if a person other than the person signs the consent to treatment.  The guardian, guardian advocate, or health care surrogate/proxy must agree to keep the facility informed of their whereabouts during the term of the hospitalization.  Facilities may devise unique disclosure forms or use commercially prepared forms, but in either case, the material must include all statutorily required elements.
See  s. 394.459(3), Florida Statutes
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