Department of Human Services Oregon State Hospital FORM #3
INFORMED CONSENT
Involuntary Administration of Significant Procedures
t0 Committed Patients With Good Cause

APPROVAL OR DISAPPROVAL

The Superintendent or Chief Medical Officer of Oregon State Hospital

(Name of State Institution)
has reviewed the proposal for administering the following significant procedure without the person’s

consent to Todd Giffen
(Name of Patient)

Significant Procedure: Clozaril (clozapine); Haldol (haloperidol); lithium; valproate; lamotrigine;

Ativan (lorazepam); Zoloft ( sertraline); Buspar (busiprone); Ambien (zolpidem)

- as detailed on Form 2, page 1

A. The person’s rejection of the procedure or lack of capacity to consent to the

procedure is a product of the person’s mental illness or mental deficiency: Yes___No ¥ _
B2 The proposed procedure will likely restore or prevent deterioration of the

person’s mental or physical health, alleviate extreme suffering, or save or

extend the person’s life: Yes_ v No
C. The proposed procedure is the most appropriate treatment according to current

clinical practice, and all other less intrusive procedures have been considered: Yes__No v _
. The treating physician or qualified mental retardation professional has made a

conscientious effort to obtain informed consent to the procedure from the person

on two or more occasions: Yes_ ¥ No
E: Independent review was conducted by George R. Suckow, M.D. '

and approval has been given: (Name of Consulting Physician) Yes___No ¥
You are hereby notified that the treatment procedure will will not ¥___ be administered. The

treatment procedure shall be administered only as long as no substantial increase in risk is encountered, but
in no case longer than one year.

Comments:
PLEASE PROVIDE PATIENT WITH ATTACHED MEDICATION INFORMATION SHEETS.

May 16. 2007 pd %7// @7

(Date) ZSi gnatﬁ"e of SuperinteMr Chie%dical Officer)
John Bischof, M.D.; Chief Psychiatrist

ADDRESSOGRAPH

. CONFIDENTIAL? “This,information bas bee disclosed to you'from records where confidentialifyis -~ *
- protected:by-State Law (ORS:179.505) and Federal Law (45.CFR, Part 164)." Youare prohibited from . .

making further disclosure without specific consent of the person or.as-otherwise permitted by'law. - -
THINNING: One Year GIFFEN, TODD
FILING: Original: Informed Consent # 70380

Copy 1: Medical Record Service
Copy 2: Patient or Legal Guardian
Stock #OSH-STK 12317 MR-3-08/2003
MR# 65-14-002612 Page 1 of 1




BEpEHmentefmer petess OREGON STATE HOSPITAL FORM #1
INFORMED CONSENT

Treatment with Psychoactive Medications
|
DO NOT SIGN THIS FORM UNTIL YOU HAVE READ IT THOROUGHLY, DISCUSSED THE MATERIAL
WITH YOUR PHYSICIAN, AND HAVE ALL THE INFORMATION THAT YOU DESIRE.

All of the following have been explained to me to my satisfaction by Dr. 'I /- ‘}’ Z-

b dpeler da'zercs
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Medication(s) may be given by mouth or injection on a daily basis or as necessary. The physician has
explained the above medication(s) to me, the amounts to be given, how often I will receive them and the possibility

of taking more.

Psychoactive medications have been used for a long time and are known to be effective. The exact reason
for the effectiveness of psychoactive medications has not been clearly established; however, the effects appear to be

related to their alteration of certain chemical processes within the brain.

Psychoactive medications have potential side effects in many systems of the body. Most of the side effects
are minor and reversible. However, in some cases, adverse reactions are serious and may not be reversible, such as
tardive dyskinesia, a movement disorder which may be pérmanen_t. Tardive dyskinesia is involuntary movement of
the mouth, tongue, limbs, body, or hands and feet for which no effective treatment is available at this time. I also
understand that the continuous use of these medications may hide or worsen symptoms of tardive dyskinesia. The
symptoms may not appear until the medication is withdra;wn. I understand that I should promptly notify my doctor
or another member of the staff if there are any unexpected changes in my condition.
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Informed Consent: Psychoactive Medications FORM #1

Certain medications have the potential for being addictive and may produce serious withdrawal symptoms.
Does apply. | Does not apply.

Certain medications have y/potential for the side effects of tardive dyskinesia.
[V_]Does apply. [ ]Does not apply.

The improvement associated with psychoactive medications may be permanent or temporary. The
medications will not cure the illness, but usually will help control some of the more disabling symptoms. Relapses
of the illness may occur when the medication is discontinued. Without this medication, the present mental disorder

may improve spontaneously, continue with little or no change for an indefinite period of time, or worsen.

Alternatives to this treatment are no treatment, psychotherapy; milieu, social, activity, and behavior
therapies. These alternatives may be useful in addition to the proposed medication(s), but are not preferable

because:
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I have the right to accept or refuse this treatment and the right to revoke my consent for any reason at any
time prior to or during treatment. This consent is being granted without threat or coercion, expressed or implied. I
do understand that no guarantees or assurances have been made to me concerning the results of treatment with this

medication.

I understand, in giving my approval to the recommended procedure, I am giving approval for a period of
one year, unless there is substantial increase in risk of the procedure or unless I withdraw my consent. IfI
disapprove the recommended treatment, I understand my disapproval is for one year, unless there is deterioration in

my condition.

The special circumstances that apply to my case are: (Indicate "none" if there are no special
circumstances).
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Informed Consent: Psychoactive Medications FORM #1

I certify that the information on this form was explained to the patient.

I certify that I mage at least two conscientious attempts to obtain informed consent (on ,S/ / y / 0 7

0\7 Date

and that the patient did did not X have the ability to give informed
Date

consent (agreement to or refusal of the significant procedure, as the case may be). If deemed unable to give
informed consent, describe statements and behavior of patient.
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If the patient refused medication because of concern about side effects or on religious grounds and the
patient was evaluated as unable to give informed consent, explain below.

——————r

571/07 ) s

Date Phys"fcia%'s Signature

I have carefully read and understand the foregoing and hereby consent do not consent to treatment
with this medication.

Date Patient
Time Consenting Authority
Relationship
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Department of Human Services ) ' FORM ff2

OREGON STATE HOSPITAL
INFORMED CONSENT:

Report of Consultation of Independent Examining Physician or
Review of Disposition Board of Determination Whether Good

Cause Exists to Administer a Significant Procedure to a Person
Committed to the Division

)

Independent Examining Physician: W
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Patient or residenti—

2. Proposed significant procedure — include nature of procedure; if medication, include name of drug.
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3. | reviewed the chart and the form on Consent for Treatment:” @ No
Patient examination conducted and results. This should include relevant history, mental status, diagnosis, and.
target symptoms for which the significant procedure:is proposed.
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- Depaniment of Human Services FORM #2

OREGON STATE HOSPITAL
Informed Consent: Consultation/Disposition Board

»
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{ ) 4. (Continuation— Patient examination conducted and results):
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FORM #2

Department of Human Services

OREGON STATE HOSPITAL
informed Consent: Consultation/Disposition Board

)

5 Matters discussed with patient or resident:
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6. Reasons stated by patient or resident for giving, refusing, withholding, or withdrawing consent:
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7. Alternatives to the proposed significant procedure explored with patient or resident, and patient’s or resident’s

position regarding the alternatives:

- .
| *})\ﬂ””j“J A Ty A O Lol el ip < I lonofo A

Py

TS G A S U S S

: : - g e L ADDRESSOGRAPH
CONFIDENTIAL: This information has been disclosed to you from records
where confidentiality:is:protected by-State Law (ORS 179.505) and fe'déral’Law -
(42CFR, Part'2). You are prohibited from making further disclosure without:- - . 5
specific written consent of the persons or as otherwise permitted by law. . - - : =3 (6] ~ G-'l ﬁ(
m File: Original: Informed Consent }
; / Yellow: Medical Record Services 8
Pink: Patient or Legal Guardian O ‘7 O 5 O
Blue: Independent Examining Physician
Thin: One Year
Form#  OSH-STK04371-MR3-9/2002 Page 3 of 6 H», l }{)(

MR # 65-14-25-12



Department of Human Services FORM #2

OREGON STATE HOSPITAL

informed Consent: Consultation/Disposition Board

q
/> 8. Additional information considered and sources of that information:
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9. Reason why the proposed significant procedure will / fwill not restore or prevent deterioration of

the physical or mental heaith of the patient or resident, alleviate extreme suffering, or save or extend the life of

the patient or resident. Include target symptoms regarding treatment as these respond to the significant

procedure.

( s
[ = ! {
q)/ﬂ Vs T A ' ) A2 A ereown
N
3
k VA
: ADDRESSOGRAPH
CONFIDENTIAL This information has been dlsclosed to you from records e
. where confidentiality is protected by State Law (ORS 179.505) and Federal'Law -
(42CFR, Part 2). You are prohibited from making. further disclosure without - ‘. A 9 b
specific: written consent of the persons of as otherwise permltted by iaw e 7 i -@E % t O C;j ol
L { ]
7/'\ Fite: Original: Informed Consent -
Nyl Yeliow: Medical Record Services 0‘70 = 5 O
Pink: Patient or Legal Guardian
Blue: Independent Examining Physician v
Thin: One Year L% / /.Q/

Form#  OSH-STK04371-MR3-9/2002 Page 4 of 6

MR # 65-14-25-12



Dmepartment of Human Services FORM #2

OREGON STATE HOSPITAL

informed Consent: Consultation/Disposition Board

10. Reason why alternatives to the significant procedure are Jare not v the most appropriate

treatment for the patient's or resident’s condition. These include psychotherapy; milieu, social, activity,

behavior therapies; and no treatment.
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") 41. conscientious effort{ were made on {? 07 and b i /were not made by the
(Date) (Date) L

primary physician to obtain informed consent of the patient or resident to the proposed significant procedure

based on my review of the informed Consent for Treatment form (agreement to or refusal of the significant

procedure, as the case may be).
12. Stateryﬁ ioDef patient or resident which demonstrate that the patient or resident is currently

abie @

obtain informed consent and the dates of such statements or behavior.

o comprehend or evaluate the information given to the patient or resident to

Ot o Be & brces imohbs / vimee / bone 55 .

Sogrecs . Fhrtd b= P I Y T | (TN =

2 - 1 2 7l 7%% T -
- S - 3 S s ) e ] ADDRESSOGRAPH
. CONFIDENTIAL: This information has. been disclosed to-you from records, = xi
. where confidentiality i$ protected by State Law (ORS 1:?9;505)'?é_nd FederalLaw: -
. (42CFR, Part 2). You are prohibited from.making further disclosure without = . ~ 2
specific written consent:of the persens or as otherwise-permitted.by law. .~ - ’ @ ) oy i W
m File: Original: Informed Consent | '
/ Yellow: Medical Record Services 2 A
Pink:  Patient or Legal Guardian (j/) O g 8 -
Blue: independent Examining Physician
Thin: One Year ;
Form#  OSH-STK04371-MR3-9/2002 Page 5 of 6 LA

MR # 65-14-25-12



0,

FORM #2

D‘epanment of Human Services

OREGON STATE HOSPITAL

Informed Consent: Consultation/Disposition Board

13. If the patient refused medication because of concern about side effects or on religious grounds and the patient

was evaluated as unable to give informed consent, explain below:
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14. | approve A disapprove administration of the proposed significant procedure for the following
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| have received and read the Administrative Rule regarding informed consent (OAR 309-114-000 through OAR
300-114-025), am familiar with its provisions, and have participated in a training program regarding its meaning and

application.

Date £ - 13767 Physician _/_ st | k
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