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JREACH ~ CONSENT FOR USE OF PSYCHOTROPIC MEDICATION ]

1. Youth Under 16 years of Age — Complete this section:

I, , give consent to the administration
(Print Name of Parent/Legal Guardian)
of the medication(s), described on this form, to

(Print Name of Young Person)
2. Youth 16 years of age or older — Complete this section:

l, , give consent to the administration of the medication(s), described on this form.
(Print Name of Young Person)

Name of the Purpose of Dosage Possible Time of
Medication Medication Side Effects | Medication
Name of Supervising Doctor: Tel #:

Signature of Legal Guardian:

(If young person is under 16 years of age)

Signature of Young Person:

(If young person is 16 years of age or older)

Witness: Date:




