PLEASE RETURN TO THE SURGERY

[image: ] The Practice of Health – Antidepressant Review Form


You are due an antidepressant review.


Please read the following information, and if you feel you would like to continue your current medication unchanged, without speaking to a clinician, please complete the review form overleaf. (If you would rather a medication review with the pharmacist, please contact the surgery to make a pre-bookable appointment). 

If your mood has been stable for 6 months or more, you may be able to reduce or stop treatment with advice. For some people at higher risk of relapse up to 2 years of treatment is advised. If you are taking your antidepressant to manage anxiety symptoms, one year of treatment is recommended initially. Some people are better on treatment indefinitely.

· If you have intrusive suicidal thoughts or plans, speak to the duty doctor as an emergency.
· If you wish to discuss reducing/stopping medication or discuss any other aspect of your care, please make a GP/Pharmacist telephone appointment.

Links to further information:

Stopping or coming off antidepressants - NHS (www.nhs.uk/mental-health/talking-therapies-medicine-treatments/medicines-and-psychiatry/stopping-or-coming-off-antidepressants/)

Side effects - Antidepressants - NHS (www.nhs.uk/mental-health/talking-therapies-medicine-treatments-and-psychiatry/antidepressants/side-effects/)

Antidepressants | Royal College of Psychiatrists (rcpsych.ac.uk/mental-health/treatments-and-wellbeing/antidepressants)














If you wish to continue medication at the current dose without speaking to a clinician, 
please complete the form below. Please complete all fields:

First Name:						Last Name:

Date of Birth:						

Telephone Number:

Email:


Has your mood been stable over the past 3 months?

☐  Yes   ☐  No (If  No, please give details)



Do you think your medication is benefiting you at the current dose?

☐  Yes  ☐  No (If No, please make an appointment to speak to GP/Pharmacist)



Have you had intrusive thoughts in the last 3 months

☐  Yes  ☐  No (If Yes, please provide details)



Do you have any troublesome side effects on medication?

☐ Yes  ☐  No (If Yes, please provide details)



Any additional comment/information you feel the GP/Pharmacist should be aware of?




Privacy Policy
This form collects your name, date of birth, email, other personal information and medical details.
This is to confirm you are registered with the practice, to allow the practice team to contact you and also to update your medical records held by the practice and our partners in the NHS. Please read our Privacy Policy to discover how we protect and manage your submitted date.

☐  I consent to the practice collecting and storing my data from this form.
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