           vii.  Informed Consent for Stimulant Therapy
Please review the information listed here and put your initials next to each item when you have reviewed it with your provider and feel you understand and accept what each statement says.
 
I will be prescribed stimulant medications by my provider for the following conditions(s):

 
 I understand that when I take these medications I may experience certain side effects or potentially dangerous reactions including moodiness, irritability, decreased appetite, sleep problems, delayed growth, headaches or stomach aches, rebound (irritability when the medication wears off), tics, allergic reactions, increased heart rate or blood pressure.
 
I am aware that when I take these stimulant medications on a regular basis, I may become physically dependent on them.  This means that my body will expect me to take become these medications daily, and I would experience withdrawal sickness if I stop them or cut back on them too quickly.  Withdrawal symptoms include but are not limited to depression, irritability, difficulty sleeping, intense dreaming, decreased focus and attention. 
 
  I  may become addicted to these stimulant medications and if at any point, I cannot control how I am taking these medications or do so in a dangerous way, I may require addiction treatment.
 
  I have told my provider if I or anyone in my family has had problems with mental illness or excessive use of alcohol or drugs, as this puts me at an increased risk to develop an addiction to these medications. 
      I understand that if I take more medication than as prescribed by my provider or take any additional controlled substance medication such as benzodiazepines, barbiturates, psychiatric medications or certain sleep aids this could cause a dangerous interaction and could result in my death.  
           I take full responsibility to tell any provider that is treating me or prescribing me medications that I am taking stimulant medications in order to avoid any possible interactions with my stimulant medication. 
 

I understand the   risks and benefits of taking stimulant medications for my condition and have discussed other options that include;  

 

I understand these medications will serve to decrease the symptoms of my ADHD, however they may not take my symptoms away completely. 
 
    I understand I am to use these medications to improve my daily living activities including work, taking care of myself and family and if these medications do not help me they will be stopped. 

   For Women: I understand that I must tell my provider immediately if I am pregnant or plan to become pregnant. If I am pregnant and continue taking these medications could have severe adverse effects on my baby. 

          I have reviewed this form with my provider and have asked any questions I have. I understand the statements written and by signing below I give consent for treatment with stimulant medications for my ADHD. 
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