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Medical Consent Form


Individual Name: _________________________________	ID#: ____________________
I understand that A Friend of Mine Adult Day Services, LLC does not prescribe medication.  I understand that it is my Medical Professionals who prescribe medications with the intention of assisting me with my health care needs.
By signing below, I hereby consent to receive medications including psychotropic medications as prescribed by my Medical Professionals. I have been informed of all the side effects and adverse reactions to the medications. My support team will monitor me very closely while I am on this medication. I will see the prescribing Medical Professional on an ongoing basis to monitor the effect of the medications listed below.

	Medication Name
	Dosage
	Frequency
	Treating Condition

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	



☐ Individual doesn’t receive medication while attending A Friend of Mine Adult Day Services, LLC
Individual Name: _________________________________________________	Date: _____
Authorized Representative/Legal Guardian: ____________________________	Date: _____
AFOM Representative: _____________________________________________	Date: _____
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