FOOTHILLS PSYCHIATRY
INFORMED CONSENT FOR ROZEREM (ramelteon)
I recommend that you take the medication ROZEREM (ramelteon);  8mg thirty minutes before bedtime for the treatment of insomnia.
In connection with the treatment with this medicine, you have the following rights:

(1)  YOU HAVE THE RIGHT TO REFUSE THE ADMINISTRATION OF THE MEDICTION.

(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 treat difficulty getting to sleep.

ALLTERNATIVES: Alternatives to the use of these medicines include: Circle (a) Relaxation training (b) Psychotherapy  

(c) Herbal preparations (d) Other medication

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

Probable side effects known to commonly occur:


Sleepiness
Dizziness
Fatigue
Infrequent side effects known to occur: 


Insomnia
Nausea
Upper Respiratory Infection




Rare side effects known to occur: 



Diarrhea
Muscle pain
Depression



Decreased testosterone
Joint pain
Increased Prolactin levels


Decreased blood cortisol level


OVERDOSE may be life threatening.
CAUTION: Do not take this medication if you are pregnant. Do not breastfeed infants while taking this medication. Avoid engaging in hazardous activities (such as operating a motor vehicle or heavy machinery) after taking ROZEREM. If alcohol is used in conjunction with this, adverse effects may result. This medication should not be used by patients with severe liver impairment or breathing disorders. This medication should not be used in combination with fluvoxamine.
ALL SIDE EFFECTS SHOULD BE REPORTED AND DISSCUSSED WITH THE PRESCRIBER.

I hereby give my consent to treatment with the medication ROZEREM within the ranges of frequency and amount specified above. I have discussed all of the information contained in this form with my provider, 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 to anytime by stating my intention to any member of the treatment team.

SIGNATURE____________________________________ Date_____________________ Time _______________ AM/PM 



(Patient/Parent)
(circle one)

PROVIDER’S SIGNATURE____________________________________________________ Date _________________


WITNESS SIGNATURE _______________________________________________________ Date _________________

