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INFORMED CONSENT FOR GABITRIL (tiagabine)





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 stabilize your moods, decrease anxiety, reduce over-activity, racing thoughts, agitation and insomnia, to treat certain types of recurrent depression, to improve your ability to carry on your  normal activities, and to prevent recurrence of symptoms.





ALTERNATIVES:  Alternatives to the use of this medicine include: 


Psychotherapy		2. Other medications __________________________	3. No treatment


	


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		Tiredness	Lightheadedness		Clumsiness		





Infrequent side effects known to occur:


Diarrhea		Nervousness	Tremor		Aching muscles or joints





Rare side effects known to occur:  Although this medication has been used safely by many people, there are extremely rare reports of serious reactions including:


Seizure


	





OVERDOSE:  Overdose may be life threatening.  Currently, this medication is approved by the FDA only for partial seizures.  It is being used clinically for many other conditions.





CAUTION: If alcohol is used in conjunction with these drugs, adverse effects may result.   This medication is not to be taken if you become pregnant.





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





I hereby give my consent to treatment with the medication Gabitril 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


