LOTRONEX INFORMED CONSENT/ PATIENT AGREEMENT
To be completed by the patient, parent, or guardian and signed by the health care provider


Read each item below and initial in the space provided if you understand each item and agree to follow your health care provider’s (provider) instructions. A parent or guardian of a patient under age 18 must also read and understand each item before signing the agreement. 

Do not sign this agreement and do not take Lotronex if there is anything that you do not understand about all the information you have gotten about using Lotronex. 

1. I, ___________________________________________________________________, (Patient’s Name) understand that Lotronex is a medicine used to treat severe Irritable Bowel Syndrome (IBS) that cannot be adequately relieved by any other IBS treatments.  


Initials

_______

2. My provider has told me about my choices for treating my IBS.




 
Initials

_______



3. I understand that there are serious side effects that may happen while I am taking Lotronex.  These have been explained to me. These side effects include the risk of Ishemic Colitis and the risk of complications resulting from severe constipation.


Initials

_______

4. Before I start taking Lotronex, I agree to tell my health care provider if, to the best of my knowledge, I have ever had symptoms of or the diagnosis of Ischemic Colitis, Crohn's Disease, Ulcerative Colitis, or any intestinal disease or surgery.


Initials

_______

5. Before I start taking Lotronex, I agree to tell my health care provider if, to the best of my knowledge, anyone in my family has ever had symptoms of or the diagnosis of Ischemic Colitis, Crohn's Disease, Ulcerative Colitis, or any intestinal disease or surgery.


Initials

_______

6. Once I start taking Lotronex, I agree to stop using Lotronex and tell my provider right away if any of the following happen. I:
 have bloody or tarry-colored stools 
 have severe abdominal cramping
 have constipation lasting more than three days. 
 have a temperature 
 become unusually tired


Initials

_______

7. I agree to return to see my provider every month I take Lotronex to get a new prescription for Lotronex, to check my progress, and to check for signs of side effects. 



Initials

_______

8. .Lotronex will be prescribed just for me—I will not share Lotronex with other people because it may cause serious side effects


Initials

_______

9.  I have read the brochure Important Information Concerning Your Treatment with Lotronex and other materials my provider gave me containing important safety information about Lotronex. I understand all the information I received


Initials

_______

10. My provider and I have decided I should take Lotronex. I understand that I can stop taking Lotronex at any time. I agree to tell my provider if I stop taking Lotronex.


Initials

_______

I now authorize my prescriber ________________________ to begin my treatment with Lotronex.


Patient signature _____________________________
Date_________________
Parent/guardian signature (if under age 18): ________________________________
Date: ____________________


Patient Name (print) __________________________
Patient Address_______________________________________________
____________________________ Telephone (_____-_____-_____) 

1. I have fully explained to the patient, _________________, the nature and purpose of Lotronex treatment, including its benefits and risks. 

2. I have given the patient the brochure for Lotronex and asked the patient if he/she has any questions regarding his/her treatment with Lotronex. 

3. I have answered those questions to the best of my ability.

 
Prescriber signature: ___________________________ 

Date: ________________

