Marshall County Group Homes, Inc.
		MEDICAL REFERRAL FORM

	
Name:___________________________________________________                        Date: _________________________________

Referred to (licensed health care professional): ____________________________________________________________________ 

Diagnosis:  ______________________________________________________          DNR:  ________________________________

Reason for Appointment: _______________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________


Nurse Recommendations/concerns______________________________________________________________________________
__________________________________________________________________________________________________________


DOB: ___________________ Allergies: ____________________________________ Diet: _________________________________

Level of supervision:  
24-hour staffing on site      Overnight sleep staff      Overnight awake staff      Shift staff on site (less than 24 hours per day)

Medication administration: SEND CURRENT MEDICATION LIST 

 Administration by trained staff    Self-medication with supervision     Independent medication administration
Medication Changes:                                                                                      Purpose:
________________________________________________                    ______________________________________________
________________________________________________                   ______________________________________________
________________________________________________                    ______________________________________________
________________________________________________                    ______________________________________________
________________________________________________                    ______________________________________________
Dose changes for Medications:                                                                       Purpose:
________________________________________________                    ______________________________________________
________________________________________________                    ______________________________________________
________________________________________________                    ______________________________________________
________________________________________________                    ______________________________________________


	To Be Completed By Licensed Health Care Professional And Returned With Person/Staff:

Briefly describe examination, x-rays, and lab work done: ______________________________________________________________
___________________________________________________________________________________________________________
Current findings and diagnosis: __________________________________________________________________________________
___________________________________________________________________________________________________________
Recommendations: ___________________________________________________________________________________________
__________________________________________________________________________________________________________
Medication/treatment orders: ___________________________________________________________________________________

Next Follow up Appointment:  


	Would Prescriber like to be contacted if dose is missed, reused or adverse reaction or can we notify our facility Nurse Yes/No (Circle one)

	
Psychotropic Medication Monitoring Collection Requirements:  

1.  Does the prescriber instruct the program to monitor and measure changes in Target Symptoms?  


2.  Is the Program instructed by prescriber to collect and report on medication and symptoms date (i.e. side effects, tics, lip smacking or pill rolling, etc.):




	
** Call Facility Nurse to report all significant medication and treatment changes within 24 hours **
On Attachment A ---- “Health Needs Change Notice” 


	Please Note:
1. All medications and treatments will be ordered for 1 year unless stop and start dates are indicated.
2. A report will be made to you according to direction as provided on the Annual Physical Exam form regarding:
a. Occurrence of adverse reactions to medications or treatments
b. Medication not being administered or treatment performed as prescribed, whether by error of staff or refusal by the person
3. Unless otherwise specified, you will be notified of any adverse reactions to prescribed medications requiring medical attention.
4. Your signature indicates you have reviewed these findings with the person/staff present.

Next appointment: ____________________________________________

Please call in medication changes to our pharmacy ___________________ Phone________________ Fax______________________


Licensed health care professional signature: _________________________________              Date: ______________________
	
	
Reviewed by: _______________________________                                                                  Date: ______________________
                Staff signature		
			


[bookmark: _GoBack]
DHF-002                                                                            New 7/13	                                                                                       1
© 2016-2017 STAR Services. All rights reserved.  Duplicate with permission only. 
