LESLIE P. LUNDT, MD, CHARTERED








INFORMED CONSENT FOR BUSPAR (buspirone)





Patient Name __________________________________________________ Date _________________________________________





I recommend that you take the medication _______________________________ amount( range) ____________________________;





frequency ____________________________ for the treatment for the following:__________________________________________.





In connection with the treatment with this medicine, you have the following rights:


1.  YOU HAVE THE RIGHT TO REFUSE THE ADMINISTRATION OF THE MEDICATION.


2.  YOU MAY WITHDRAW YOUR CONSENT TO THE ADMINISTRATION OF THIS MEDICATION AT ANY TIME 


     BY STATING SUCH INTENTION TO ANY MEMBER OF THE TREATING STAFF.





ADVANTAGES: This drug is intended to control anxiety, agitation, and  nervousness/tension.





ALTERNATIVES: Alternatives to the use of this medicine include: (circle)


1. Relaxation training	   2. Psychotherapy   3. Herbal Preparations   4. Other medication:_______________________________





SIDE EFFECTS: Any medications may produce unwanted side effects along with the desired result.  Some side effects may appear even before benefit from the medicine is experienced.  If side effects do appear, they usually fade during continued treatment.  Side effects may include:





Probable side effects known to commonly occur:


Nausea		Dry Mouth		Dizziness		Headache		





Infrequent side effects known to occur:


Skin Rash		Trouble sleeping		Fast heart beat		Tinnitus			Diarrhea


Low blood pressure	Constipation		Excitement/nervousness


	


Rare side effects known to occur: Although these medications have been used safely by millions of people, there have been extremely rare reports of serious reactions;


Breast secretions		Bleeding irregularities	Decreased platelets	Problems in sexual function





CAUTION: If alcohol is used in conjunction with these drugs, adverse effects may result.   This medication should not be taken with certain other medications such as Haldol and MAOI’s.





ALL SIDE EFFECTS SHOULD BE REPORTED AND DISCUSSED WITH THE DOCTOR OR NURSE.





I hereby give my consent to treatment with the medication Buspar  within the ranges of frequency and amount specified above.  I have discussed all of the information contained in this form with my doctor, and I have been informed of the possible side effects of the medication.  I understand that I may seek further information at any time that I wish, and that I may withdraw my consent to administration of the above medication at any time by stating my intention to any member of the treatment team.





______________________________________________________ Date_____________________TIme _________________am/PM


Patient/Guardian Signature





__________________________________________________________________ Date___________________________________


Provider Signature


