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2740 N Mayfair Ave



Springfield, MO 65803



Office (417)521-3925
Trinity Healthcare

Fax (417)521-6860


Consent to infusion of Ketamine

I hereby authorize Dr. John Abraham to treat me.  The procedure necessary to treat my condition has been explained to me by my physician and I understand the nature of the procedure.

•
Initiation of intravenous access (IV) with or without local anesthetic

•
Connection of IV to infusion pump and infusion of a predetermined dose of ketamine

•
Documentation of select vital signs at regular Intervals

By signing below, I state I am 18 years of age or older, or otherwise authorized to consent for myself or another patient if they are unable to consent for themselves. I have read or had explained to me the contents of form and included information regarding the likelihood and severity of risks. I understand the information and give my consent. If I believe any part of this consent does not apply, and I do not consent, I have drawn a line through the paragraph or sentence. I have had sufficient opportunity to discuss my condition and the treatment with the physician and his associates. All of my questions have been answered to my satisfaction. I am aware of the increased risk of complications associated with other medical conditions such as, but not limited smoking and obesity. 

Possible side effects of ketamine (not all inclusive):

•
Dissociative effects (“out of body” feeling)

•
Seeing, hearing, or feeing things that are not there

•
Confusion

•
Dizziness

•
Shortness of Breath

•
Tachycardia (fast heart rate)

•
Sweating

•
Seizures

•
Hypertension (increased blood pressure)

After treatment, I understand I should not be released until recovery from anesthesia is complete and then should be accompanied and supervised by a responsible adult for 12 hours after the treatment as ketamine could have delayed and extended effects on judgment, memory, cognitive function and motor skills. I understand that I should not drive, operate machinery or make any-critical decisions for at least twelve hours after the treatment.  If treatment is elected, I consent to receive appointment reminders and post-treatment questions via text message as deemed necessary by Dr. Abraham and his staff.  
Patient Signature ___________________________________________

Patient Name ______________________________________________

Legal Representative Signature ________________________________

Reason for representative signature ___________________________________________________

Dr John Abraham ___________________________________

Date/Time _________________________________________

