INFORMED CONSENT FOR NON-BENZODIAZEPINE HYPNOTICS
Sonata (zaleplon)

Ambien (zolpidem)

Ambien CR (zolpidem)

Lunesta (eszopiclone)

I recommend that you take the medication (name)__________________; amount (range)_________; frequency (including PRN) ______________________________ for the treatment of 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 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 and staying asleep.

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:


Drowsiness or Sedation 
Dizziness
Lightheadedness
Constipation


Unpleasant after taste ( with Lunesta only)


Infrequent side effects known to occur: 


Tiredness or Weakness
Headache
Muscle Stiffness
Blurred Vision


Anger and Irritability
Confusion
Depression
Dry mouth


Nausea or Vomiting
Skin rash
Trouble Sleeping



Possible infection rate increase (Lunesta only)

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


Allergic hepatitis (liver damage)
Shortness of breath
Changes in sexual functioning


Excitement, Nervousness
Bladder and Urination problems
Menstrual irregularities

OVERDOSE can occur and cause unconsciousness.

CAUTION: these drugs may be habit forming or addictive and should be used as prescribed by your physician. Withdrawal from some of these drugs may occur. The use of alcohol in conjunction with these drugs may also result in adverse effects. You should not drive or operate machinery until you are certain that you are fully awake, at least 8 hrs after last dose.
ALL SIDE EFFECTS SHOULD BE REPORTED AND DISSCUSSED WITH THE PRESCRIBER.

I hereby give my consent to treatment with the __________________ 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 _________________

