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Georgia Department of Human Resources  
Division of Mental Health Developmental Disabilities 

and Addictive Diseases 
 

 
INFORMED CONSENT  

FOR MEDICATION FORM 
 

 
 

      
 

      
 

      
 

CONSUMER IDENTIFICATION 

 
This consumer is: 

 
An adult without court-appointed guardian of the person.  
(Continue immediately below, using A. CAPACITY) 

 
A minor or adult with court appointed guardian of the person, and consent can be 
obtained from the parent or legal custodian of a minor or the guardian of an adult.  
(Continue below, using B. INFORMED CONSENT TO PSYCHOTROPIC MEDICATION).  

 
A. CAPACITY 
 
I (Physician name) ____________________have examined ___________________________ 
to determine whether this person has the capacity to understand and appreciate the nature and 
consequences of his/her actions, including the likelihood of therapeutic benefit of medication 
and the risk of side effects and possible treatment alternatives, and I find that he/she:  
 

 Does have mental and physical capacity and is willing to consent.   
(Continue below with B. INFORMED CONSENT TO PSYCHOTROPIC MEDICATION) 

 Does have mental and physical capacity and is unwilling to consent but is not unsafe.   
(Comply with consumer’s right to decline medication.) 

Reasons (if not already documented in the consumer’s record): 
      
      
      
 
Physician signature ________________________________Date____________Time________  

Physician’s printed name ________________________________________________________ 

 
B.  INFORMED CONSENT TO PSYCHOTROPIC MEDICATION  
 
NAMES OF MEDICATION(S) to which the consumer is consenting on this date:  
1.       4.       
2.       5.       
3.       6.       
In general terms, I have discussed the above medication(s) with the consumer /parent/legal 
custodian/guardian.  Expected results, common side effects, and possible risks were discussed 
and presented in a clear and reasonable manner consistent with his/her abilities of 
comprehension and understanding.  Alternate treatments (including no treatment and its 
consequences) were also discussed.  I also informed this person that he/she could refuse 
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medication and/or could withdraw consent.  I informed him/her that if such refusal would be 
unsafe to the consumer or others, the consumer may be medicated involuntarily. I have 
informed this person of his/her right to file a human rights complaint or to seek judicial protection 
of consumer’s rights or privileges by law.  
 
Physician signature ________________________________ Date____________Time________  

Physician’s printed name ________________________________________________________ 

 
WRITTEN CONSENT: The above-named physician explained the benefit(s) and the effects of 
the above medication(s).  
 
I understand and consent to this medication as ordered by the physician and agree to report any 
changes in my/the consumer's condition.  I also understand that I may refuse to take medication 
when it is offered and/or revoke consent at any time.  I understand that if such refusal would be 
unsafe to the consumer or others, medication may be given involuntarily.  I understand I have 
the right to file a human rights complaint or to seek judicial protection of consumer’s rights or 
privileges as provided by law.  

 
 

  

Consumer/Parent/Legal custodian/Guardian 
signature  

Date     Time  

 
 

  

Staff/Witness/Title  Date     Time  

 
ORAL CONSENT: If by anyone other than consumer, written consent must be obtained 
subsequently:  

 
 

   

Physician signature  Date     Time  

 
 

  

Staff/Witness/Title  Date     Time  

 
 

  

Staff/Witness/Title  Date     Time  
 
 

I REVOKE MY CONSENT:  
 
 

  

Consumer/Parent/Legal Custodian/Guardian Date     Time  

 
 

  

Staff Witness Date    Time  
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Georgia Department of Human Resources  
Division of Mental Health Developmental Disabilities 

and Addictive Diseases 
 

INVOLUNTARY ADMINISTRATION OF 
PSYCHOTROPIC MEDICATION FORM 

 

 
 

      
 

      
 

      
 

CONSUMER IDENTIFICATION 
 
This consumer is: 

 An adult without court-appointed guardian of the person.  
(Continue immediately below, using A. CAPACITY) 

 A minor or adult with court appointed guardian of the person, consent cannot be obtained, and the 
consumer is unsafe.  (Continue below, using B. INVOLUNTARY MEDICATION ADMINISTRATION). 

 
A. CAPACITY AND SAFETY 
I (Physician name) ____________________have examined ___________________________ to 
determine whether this person has the capacity to understand and appreciate the nature and 
consequences of his/her actions, including the likelihood of therapeutic benefit of medication and the risk 
of side effects and possible treatment alternatives, and I find that he/she:  

 Does have mental and physical capacity and is unwilling to consent but is unsafe.  
(Continue below with B.  INVOLUNTARY MEDICATION ADMINISTRATION) 

 Is a child or adult with court appointed guardian, consent is not available and consumer is unsafe. 
(Continue below with B.  INVOLUNTARY MEDICATION ADMINISTRATION) 

 Does have mental and physical capacity and is unwilling to consent but is NOT unsafe.   (Comply 
with consumer’s right to decline medication.) 

 Does not have mental and/or physical capacity and is unsafe. 
(Continue below with B.  INVOLUNTARY MEDICATION ADMINISTRATION) 

 Does not have mental and/or physical capacity and is NOT unsafe.  
(Do not proceed with involuntary medication administration.)  

Reasons (if not already adequately documented in the consumer’s record): 
      
      
      
 

Physician signature _________________________________ Date_________________ Time________  

Physician’s printed name _______________________________________________________________ 

 
B.  INVOLUNTARY MEDICATION ADMINISTRATION 
 
1.  Emergency Administration (Maximum 72 Hours): 
The consumer is unsafe to self or others because:  
      
      
      
Medications prescribed for involuntary administration are documented in the consumer’s medical record.  
I understand that medication must be discontinued if at any time consumer would not be unsafe without 
medication and does not give informed consent to medication – i.e., their capacity or safety has changed. 
 
Physician signature __________________________________Date_________________ Time________  

Physician’s printed name _______________________________________________________________ 
 
72 HOUR REVIEW IS DUE BY:   Date__________________________Time______________________ 
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2.  First Review by Concurring Physician  
• Due within 72 hours of initiation of involuntary medication, and  
• Requires attending physician review every 7 days (documented in progress notes) 
• Expires after 30 days.   

 
Within the past 72 hours, the physician determined that the consumer needed to be medicated 
involuntarily because he/she would be unsafe to self or others if not medicated.      
My opinion is:  

 The consumer would be unsafe to self or others if not medicated.  
 

 The consumer would not be unsafe to self or others if not medicated, therefore may not be 
medicated involuntarily. 

Reason(s): 
      
      
      
I understand that medication must be discontinued if at any time the consumer would not be unsafe 
without medication and does not give informed consent to medication.  

Physician signature _____________________________________Date_____________ Time ________ 

Physician’s printed name _______________________________________________________________ 

30 DAY REVIEW IS DUE BY:   Date___________________________ Time______________________ 

 
3.  30-Day Review  

• Attending Physician must review every 7 days (documented in progress notes) 
• Expires after 30 Days  
• Two Physicians must concur in order to continue involuntary medication  

 
First Physician’s printed name ___________________________________________________________ 
My opinion is: 

 
 
The consumer would be unsafe to self or others if not medicated.  
 

 The consumer would not be unsafe to self or others if not medicated, therefore may not be 
medicated involuntarily (physician must write an order to discontinue medication.) 

Reason(s):  
      
      
      
I understand that medication must be discontinued if at any time the consumer would not be unsafe 
without medication and does not give informed consent to medication.  

First physician signature ___________________________________Date ____________Time _______ 
 
Second Physician’s printed name ______________________________________________________ 
My opinion is: 

 The consumer would be unsafe to self or others if not medicated. 

 
 
The consumer would not be unsafe to self or others if not medicated, therefore may not be 
medicated involuntarily (first physician must write an order to discontinue medication.) 
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Reason(s): 
      
      
      
 
I understand that medication must be discontinued if at any time the consumer would not be unsafe 
without medication and does not give informed consent to medication.  
 
Second physician signature _________________________________Date ____________Time _______ 
 
NOTE:  
The next level of review is the Clinical Review Panel.  See DHR-MHDDAD Policy 2.100 Attachment D – 
Clinical Review Panel Decision on Involuntary Administration of Psychotropic Medication.    
 
CLINICAL REVIEW PANEL IS DUE BY:   Date ____________________________________________ 



   
              
              
              
         
         
  
        
                     Date:         
 
 
 
               
 
Your treating physician is:       
 
Your diagnosis is:         
  
You are receiving the following type(s) of medication(s):               
 
The physician’s reason(s) for continued medication and, if applicable, for determining that you lack the capacity to  
consent to medication is:       
 
The Clinical Review Panel will meet in        at         on       

The following people may be involved in presentation of the case to the Clinical Review Panel: 

(1)        Title/Relationship:       

(2)       Title/Relationship:       

(3)       Title/Relationship:       

You may be present for the Clinical Review Panel meeting.  If someone is currently authorized to consent to your 
medication, that person may also attend the meeting.  You will be interviewed, and you may have representatives, 
family, friends or others to present pertinent information to the panel.  The Panel has the discretion to decide whether 
the information offered is relevant.  You have the right to request assistance from a member of the Human Rights 
Committee. This review process does not compromise or preclude your access to any external processes, including 
legal action brought through the court system. 
 

I have received this form and have had a chance to ask questions: 

_________________________________________                 __________________      _____________ 
Consumer                                                                                             Date                                        Time 
 

COPIES SENT TO: 

  Person Authorized To Consent To Medication (if any) Name:       
                                                                                            Relationship:      

  Parent             

  Guardian             

  First Representative           

  Consumer’s Clinical Record           

GEORGIA DEPARTMENT OF HUMAN RESOURCES
Division of Mental Health, Developmental Disabilities, and 

Addictive Diseases 
 

NOTICE OF CONSUMER’S RIGHTS 
REGARDING CLINICAL REVIEW PANEL FOR 

INVOLUNTARY ADMINISTRATION OF 
PSYCHOTROPIC MEDICATION 

CONSUMER IDENTIFICATION

To: 

Your physician has determined that you should continue to receive psychotropic medication involuntarily.  The 
physician has asked the Clinical Review Panel to meet to review that decision.  The clinical review is intended to 
review relevant clinical information in order to determine (1) whether psychotropic medication should continue,
and if so, (2)  whether you have the capacity to consent to psychotropic medication. 

Staff Initials

NOTE:  This notice must be given to the consumer at least 72 hours before the time of the Clinical Review Panel Meeting
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Georgia Department of Human Resources Division of 
Mental Health Developmental Disabilities and Addictive 

Diseases 
 
 

CLINICAL REVIEW PANEL DECISION 
ON INVOLUNTARY ADMINISTRATION OF 

PSYCHOTROPIC MEDICATION 

 
 
      
      
      
      
      

 
 

CONSUMER IDENTIFICATION 
 

The Clinical Review Panel members named below met on       to review the case of       presented by attending physician      .  This decision 
has been rendered within two (2) business days of the conclusion of the meeting. 
 

Check All Applicable Boxes: 
1. The Consumer: 

  does have capacity to consent to psychotropic medication, but does not consent. 

  lacks capacity to consent to psychotropic medication. 

  a.  The Consumer's lack of capacity, if any, is:     mental  physical 

  b.  The Consumer is:     likely to regain capacity to consent  unlikely to regain capacity to consent 

 Reasons:       

        
 

2. The Consumer lacks physical capacity to consent, and      

  would be unsafe to self and others if not medicated. 

  would not be unsafe to self and others if not medicated. 
 

3. If the Consumer lacks mental capacity to consent, the consumer   would be unsafe to self and others if not medicated. 

   would not be unsafe to self and others if not medicated. 
 

For the above reasons, the Panel has determined that: 

  Psychotropic medication should be discontinued. 

  Psychotropic medication should continue by the consumer's consent. 

  Psychotropic medication should continue involuntarily. 

  Further clinical review will take place: 

   Every thirty days as part of treatment team review, with annual Clinical Panel Review. 

   Annually by a Clinical Review Panel, because this is a consumer with developmental disabilities. 
 

 
The consumer may ask the Chief Medical Officer to review this decision. This review process does not compromise or preclude 

the consumer's access to any external processes, including legal action brought through the court system.  
 
 CLINICAL REVIEW PANEL MEMBERS  

  MD  Date  

  MD  Date  

  Title  Date  
 
 
 COPIES TO: 
  Staff Initials   Staff Initials  

  Consumer         First Representative        

  Guardian. If Any         Consumer's Clinical Record        

  Parent         Attending Physician        

  Person Authorized To Consent To Medication (if any) Name:        

 Relationship:        
 
 


