CLIENT NAME AND NUMBER ___________________________________________________________

Authorization for Electroconvulsive Treatment

As the physician for this person, I have recommended a series of ____________ electroconvulsive treatments and have provided sufficient information to ensure express and informed consent to the treatment.

__________________________________
______________________________
_______________
________  am    pm

Signature of Physician
Printed Name of Physician
Date
Time
I have agreed with the need for this series of __________ electroconvulsive treatments after 

 FORMCHECKBOX 
 examination of the person or       FORMCHECKBOX 
 review of the person’s treatment records.  I am not directly involved with the person.

__________________________________
______________________________
________________
_________ am    pm

Signature of Second Physician
Printed Name of Second Physician
Date
Time
I, the undersigned,      FORMCHECKBOX 
 competent adult,       FORMCHECKBOX 
 guardian,       FORMCHECKBOX 
 guardian advocate,      FORMCHECKBOX 
 health care surrogate 

authorize
____________________________ Electroconvulsive Treatments for
____________________________________________.


Number of treatments authorized
Name of Person to Receive Treatment
a person in
__________________________________________________________________________________________________




Name of Facility

The information provided to the person to make the decision to consent to electroconvulsive treatment (which must include the purpose of the procedure, the common side effects, alternative treatments, and the approximate number of procedures considered necessary and that my consent may be revoked prior to or between treatments) is:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I have read and understood the information provided to me above and have been given an opportunity to ask questions and receive answers about the procedures.  Knowing the above, I hereby consent to the treatment described.

_________________________________________________________
___________________
__________  am    pm

Signature of Competent Adult
Date
Time
________________________________________________________
__________________
__________  am    pm

Signature, * as appropriate, of:
Date
Time
 FORMCHECKBOX 
 Guardian,
 FORMCHECKBOX 
 Guardian Advocate,

 FORMCHECKBOX 
 Parent of a Minor,
 FORMCHECKBOX 
 Health Care Surrogate
________________________________________________________
__________________
__________  am   pm

Signature of Witness
Date
Time
Facility should attach information about or copies of educational materials provided to the person and/or substitute decision maker.

* A guardian shall produce letters of guardianship prior to authorizing ECT to demonstrate authority to provide consent.  A guardian advocate requires express Court approval to provide consent to this procedure.  A health care surrogate requires an advance directive expressly delegating such authority to the surrogate.  In the absence of such an advance directive, a health care surrogate or proxy require express court approval to consent to ECT.  The authorizing documentation must be validated by staff and filed in the person’s clinical record.
See s. 394.459(3)(b), 458.325, Florida Statutes
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