








comman side effect is temperary memoary cifficulty, wnich normally corrects itself in approx-
imately two to four weeks. Memory functioning disruption is more likely reiated to the number
of treatments and whether they are unilatera or bilaterai. A smail minaority of patients report
severe problems in memory that can remain for months or in rare cases years. Because each
patient is different, your condition may present special risks: (list speciai risks, if any)

ECT is not the only treatment for psychiatric iilnesses. There are other aiternatives available,
such as:

Orug therapy is also often effective. However, the risks of drug therapy in certain individuals

may be greater than the risk of electroconvuisive therapy. Furthermare, drugs have not proven
to be effective in all cases.

You may discontinue the treatments at any time simpty by stating verbally or in writing to your
doctor. You will be encouraged to continue until an adequate coursa is completed. There are
risks too in not taking a course of electroconvuisive therapy; these are the likely consequences
of remaining ill. These risks inciude your likety need for supervision and cbservation by others,
and your exposure to the continuing physical stress of your illness.

| have read the above information concerning ECT and understand the purpese and the need
for the treatment. | understand that | have the right to request a second opinion from a physi-

cian of my choice or consuit with legal counsel or guardian prior ta deciding. { have discussed
any question | had with

Doctor , and-give my consent.
This consent is for __treatment(s). This consent expires __(six (6) months).
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| have relayed the above information to the patient and the patient appears to me to under-

stand the procedure as described and be giving hisfher consent knowingty and voluntarily.
| will provide a copy of this consent for the patient to keep.
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