LESLIE P. LUNDT, MD, CHARTERED



INFORMED CONSENT FOR SEROQUEL (quetipine)



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

Frequency _____________________ for the treatment of the following:_________________________.



In connection with the treatment with medication, you have the following rights:

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

YOU MAY WITHDRAW YOU CONSENT TO THE ADMINISTRATION OF THIS MEDICATION AT ANY TIME BY STATING SUCH INTENTION TO ANY MEMBER OF THE TREATING STAFF.



ADVANTAGES: Relief of anxiety, agitation, insomnia, extreme suspiciousness and fears.



ALTERNATIVES:  Alternatives to the use of this medicine include: Psychotherapy



PROPER USE OF THIS MEDICINE: Dosage – Take this medicine only as directed by your doctor, to benefit your condition as much as possible.  Keep this medicine out of the reach of children, since overdose is especially dangerous in young children.  If you think you or anyone else has taken an overdose of this drug, seek medical attention immediately.  



SIDE EFFECTS: Any medication 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 or disappear when the medication is stopped.  Side effects may include:



	Probable side effects know to commonly occur:

	Somnolence	Dizziness		Headache		

	

Infrequent side effects known to occur:

	Constipation	Dry mouth	Hypotension	Increased heart rate	Weight gain



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:

Tremor 		Cataracts		Seizure		



OVERDOSE: Can cause serious and prolonged medical problems.  Symptoms of overdose: Drowsiness, slurred speech



CAUTION:  If alcohol is used in conjunction with these drugs, adverse effects may result.  



ALL SIDE EFFECTS SHOULD BE REPORTED AND DISCUSSED WITH THE DOCTOR OR NURSE PRACTITIONER:  I hereby give my consent to treatment with the medication Seroquel, 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.



Signature__________________________________________ Date ___________________________________

		Patient/Parent/Guardian/Conservator)			



Physician’s/Clinician’s Signature _________________________ Date ___________________________________






