
Informed Consent For Psychoactive Medications 
 

Resident Name:_________________________      Attending Physician:__________________________ 
 
What is a psychoactive medication?  A psychoactive medication is prescribed by a Physician, Physician’s 
Assistant (PA), or Advanced Nurse Practitioner (ANP) for the treatment of symptoms of psychosis or 
other mental or emotional conditions. The medication is used to exhibit an effect on the central nervous 
system in order to treat a psychiatric or emotional condition. When treating symptoms, they are used to 
help influence, modify and or improve an individual’s behavior, cognition, or affective state. 
 
Which drugs are considered “psychoactive” for the purpose of informed consent?  The term 
psychoactive medication or drug for purposes of informed consent includes the following categories: 
 

1. Anti-anxiety agents 
2. Anti-psychotic or neuroleptic 
3. Antidepressant 
4. Agent to control mania or depression, e.g. mood stabilizers 
5. Sedative, hypnotic, or other sleep promoting medication 
6. Psychomotor stimulant 

 
When can a psychoactive medication be administered?  Psychoactive medications cannot be 
administered until consent has been obtained unless the resident is having a medication-related 
emergency.   
 
What is a medication related emergency?  A medication related emergency is one caused by threats, 
attempts, or other acts the resident overtly or continually makes or commits that: 
 

1. Can cause imminent substantial bodily harm (emotional or physical) to themselves, or 
2. Can cause imminent physical or emotional harm to another. 

 
A Physician, PA, or APN has prescribed the following psychoactive medication(s) AND proposed 
course of treatment for each: 
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________ 
_________________________________________________________________________
_________________________________________________________________________ 
 
Information about (1) Specific Condition Being Treated, (2) the Beneficial Effects Expected, and the 
(3) Possible Side Effects/Risks for each of the above listed medications are outlined on the attached 
information sheets. 
 
Check circumstances under which this information was presented and consent obtained or denied: 
 
  Admission        Condition change        Medication change            Other (Please Explain)  
 

 
 
 

(See Reverse) 



(Informed Consent continued.) 
 

Statement of Consent 
 

 I DO consent to the use of the above listed psychoactive medication(s).  (See any exceptions noted 
below under DO NOT CONSENT) 
 
I understand my physician has prescribed the above listed psychoactive medication (s) for the specific 
diagnosis manifesting the target symptoms/behaviors listed on the pharmacy education sheet(s) attached.  
The Physician or the physician’s designee has reviewed the information on this form and the attached 
pharmacy sheet(s) with me. 
 
I give consent voluntarily and without coercive or undue influence.  I understand that this consent may be 
revoked at any time by me.  I understand that this consent is valid until the consent is withdrawn or the 
physician, PA or ANP has discontinued any of the above listed medication(s).  I understand that a 
medication is considered to be discontinued if therapy has been suspended for more than 70 days. 
 

 I DO NOT consent to the use of any of the above psychoactive medications OR as listed here: 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
I have been fully informed of the need, risks and benefits of the prescribed psychoactive medication(s) by 
the physician or the physician’s designee.  I understand that, as a result of my refusal to consent to the 
acceptance of any of the prescribed psychoactive medication(s), it may be necessary to transfer me to 
another healthcare facility for management of my psychiatric condition. 
 
________________________________   ___________________________________   _______________ 
Resident’s Name (Print)                                          Resident’s Signature                                                      Date/Time 
 

OR 
________________________________   ___________________________________   _______________ 
Printed Name and Relationship of Person              Authorized Signature or Signature of Facility               Date/Time 
Authorized By Law To Consent On Behalf           Staff Member Receiving Telephone Consent 
of Resident 
 
 
I certify that I have explained the:  (1) specific condition to be treated, (2) the beneficial effects expected from the medication, 
(3) possible side effects/risks, and (4) the proposed course of treatment for each of the psychoactive medications listed on front 
page. 
 
______________________________________   __________________________________________     __________________ 
Printed Name of Physician or Designee                Signature of Physician or Designee                                Date/Time 
Completing Form  
 
A physician, or a person designated by the physician, is not liable for civil damages or an administrative penalty and is not 
subject to disciplinary action for a breach of confidentiality of medical information for a disclosure of the information provided 
related to condition to be treated, beneficial effects expected, and possible side effects and risks.  This applies to the 
information given to the resident, or the person authorized by law to consent on behalf of the resident, that occurs while the 
information is in control of the resident or the person authorized by law to give consent on behalf of the resident. 
 
 SOUCE:  40 Texas Administrative Code Section 19.1207 (g) 
 
Note: ATTACH INFORMATION SHEETS FOR EACH PSYCHOACTIVE MEDICATION LISTED 
 
Developed By TAHSA – Effective July 1, 2002  


