SAMPLE  A

Consent/Authorization

A. Informed Consent

1. For Competent Person Supported:

I _____________________________________ hereby consent to the use of 



(Name of competent person supported)

the treatment procedures described on the previous pages for me.


OR

2. For Person Supported under guardianship:

As legal guardian for this person, I __________________________________, 


     (Name of legal guardian)

hereby consent to the use of the treatment procedures described on the previous pages in the treatment of ___________________________________________________


(Name of person supported)

B. I acknowledge that no guarantees have been made to me regarding the results of this treatment.

C. I understand that within the scope of this treatment there is no intent to cause detrimental side effects to the client.

D. I also understand that the treatment procedure described above will be closely monitored and supervised and in the event of the observation of any detrimental side effects, which might be injurious to the client, the treatment procedures will be immediately terminated.  I further understand that the decision to terminate may be made either by myself or by the clinician.  However, normally the decision will be made jointly.

E. This plan has been fully explained to me and I certify that I understand its contents.

Signature of person supported or person legally authorized to consent for person.

_______________________________
_________________
________________

Person without guardian or

guardian signature

       Relationship

Date

_______________________________
_________________
________________

Co-Guardian Signature

         Relationship

Date


[image: image1.emf]Physician Authorization for Severely Intrusive Behavioral Treatment     I have read the Severely Intrusive Behavioral Treatment Plan for ___________________      and feel, in my professional opinion, that the proposed treatment type, _______________    __________ ________, is not medically contraindicated.  I have evaluated the individual  to rule out the possibility that the behavior can be better treated medically at this time.   The proposed plan will not be harmful to the individual’s medical status.       _________ ________________________________   Physician’s Printed Name       _________________________________________                  _________________   Physician’s Signature                                       Date    
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