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Hepatitis C Treatment Agreement
I am requesting treatment of my Hepatitis C. Treatment most often used is a combination of Pegylated Interferon and Ribavirin. This treatment may also include additional protease inhibitor medications.
Nearly all patients experience one or more side effects. Some common side effects may include: 

· Mood changes such as depression, irritability, and anxiety

· Flu-like symptoms such as fatigue, fever, body aches, headache, and chills

· Rash or skin reaction including dry skin or hair loss/thinning. Report any rash to your medical provider
· Decrease in red blood cells (anemia), white blood cells, or platelets

· Diarrhea

· Nausea and vomiting

· Thyroid abnormalities

· Decreased appetite

Good communication with my medical provider and nurses will help to manage the side effects that you may experience during your treatment. It is also important to incorporate other support systems such as family and close friends.

Sever side effects can occur, although they are relatively uncommon. These include hearing loss or ringing in the ears, seizures, diabetes, heart problems, stroke, eye problems, kidney failure, and worsening of liver disease. If you experience any of the conditions below, contact your medical provider (or seek urgent medical attention):

· You become very depressed or think about suicide 
· You have trouble breathing

· You notice unusual bruising or bleeding

· You  have psoriasis (a skin disease) that gets worse during treatment

· You have severe stomach pain or lower back pain

· You have severe chest pain

· You have a change in vision

· You become pregnant

· High fever or a fever that does not go away

· Bloody diarrhea
Information about Ribavirin: 

The side effects of ribavirin include hemolytic anemia, difficulty sleeping, poor appetite, rash/itching, cough/shortness of breath. In addition Ribavirin may cause birth defects and/or death of your unborn child. Extreme care must be taken to avoid pregnancy in female patients and in female partners of male patients, use two forms of birth control during treatment and for the 6 months after treatment is completed. One method must a barrier such as condoms.  _____ initial here indicating understanding
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If you are prescribed either Incivek (Telaprevir) or Victrelis (boceprivir) along with the standard HCV treatment of Pegylated interferon and Ribavirin it is imperative that you use 2 BARRIER METHODS of birth control (example: condoms and a cervical cap or diaphragm) while on these medications. Both of these medications make estrogen based birth control pills ineffective. _____ initial here indicating understanding
Patient Statement: 

Medication guides or Product information all my treatment medications are provided to me with my prescriptions. I understand that good communication with my medical provider’s office will help me in the management of side effects that I may experience. I also understand that it is uncommon, but should I experience any serious side effects, I will seek urgent medical care and will contact my medical provider’s office.
I understand that my HCV treatment requires close supervision. I agree to monthly follow up appointments with my medical provider and mental health worker. I agree to answer phone calls and letters promptly. I understand the importance of taking all my medications exactly as ordered. I agree that I will not skip medication doses or stop any of my medications without consulting with my medical provider first.  I understand that I need to report any medications that I use whether over the counter, prescribed, or recreational to my medical provider. I understand that if I do not follow through with keeping my appointments or taking my medications that I may not be able to continue my HCV treatment. My treatment may also be discontinued if I use any substances including alcohol that are not prescribed by or approved by my medical provider. I will agree to a drug screen should my medical provider request one.  _____ initial here indicating understanding

All of my questions have been answered about interferon, ribavirin, Incivik, and Victrelis and I understand the seriousness of pregnancy during treatment and 6 months following the end of treatment. I agree to take responsibility for contraception.

_________________________             ______________________________       ________
Patient name printed                          Patient Signature                                         Date
Staff Witness:

_____________________________     _______________________________       _______
Print Name & Title                             Staff Signature                                               Date
