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Department of Juvenile Justice
Amy V. Howell / Commissioner
3408 Covington Highway, Decatur, Georgia 30032
404-508-6500
FAX: 404-508-7340


Notification of Involuntary Medication

DATE:

     
TO:

Parent/Guardian's Name
FROM:

Lead Nurse or Physician's Name
RE:

Involuntary Medication for Youth's Name
Youth's Name has been prescribed Name of medication for the diagnosis of Diagnosis Requiring Medication.  Dr. Name of Psychiatrist believes that Youth's Name continues to need medication because Rationale.  Dr. Name of Psychiatrist has also determined that Youth's Name is not capable of making the decision to refuse this medication because Rationale.
Youth's Name was involuntarily administered Name of medication on Date at Time at the Facility Name.
If you have any questions, please feel free to contact me at Phone Number.
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