
 
 
 
 
 
 

I, the patient certified on this document, agree and consent to participate in the behavioral health care 
services offered and provided by the psychiatrist. I have been informed of the reason and purpose for which 
the medication has been prescribed.  Also, I have been educated about the following medications that have 
been prescribed to me, including the possible side effects and drug-to-drug interactions that may occur.  
I understand that I have to inform the psychiatrist if I am pregnant (applicable to female patients). 

 
 

Medication: _____________________________________________________________ Date: ________________ 
 
Medication: _____________________________________________________________ Date: ________________ 
 
Medication: _____________________________________________________________ Date: ________________ 
 
Medication: _____________________________________________________________ Date: ________________ 
 
Medication: _____________________________________________________________ Date: ________________ 
 
Medication: _____________________________________________________________ Date: ________________ 
 
Medication: _____________________________________________________________ Date: ________________ 
 
Medication: _____________________________________________________________ Date: ________________ 
 
Medication: _____________________________________________________________ Date: ________________ 
 
Medication: _____________________________________________________________ Date: ________________ 
 
 

Special Warning Notification Regarding Medications and Pregnancy 

The utilization of the prescribed medications, such as the psychotropic drugs listed on this document, by 

the patient during pregnancy, and/or before becoming pregnant, can result in adverse effects to the fetus, 

and as a primary consequence, the risk of birth defects will increase substantially due to the medications.  

As a category of medications, psychotropic drugs include anti-anxiety agents (Benzodiazepines and SSRIs), 

anti-depressants, mood-stabilizers, anti-psychotics, and other related medications that affect brain function. 
 

The Patient completely and precisely understands the risks involved with the utilization of medications and 
provides the authorization and consent to willfully incur any and all risks associated with the adverse effects 
of the prescribed medications.  The Patient acknowledges the understanding and the assumption of the 
risks generated due to the usage of medications and the condition of pregnancy or impending pregnancy. 
 

Patient’s Name: _____________________________________________________________ Date: __________________

 

Patient’s Signature: _________________________________________________________________________________

 

 

Psychiatrist’s Name: ________________________________________________________ Date: __________________ 

Psychiatrist’s Signature: ____________________________________________________________________________
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