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Name:___________________________________________________                        Date: ________________________________

Referred to (mental health professional): __________________________________________________________________________ 

Reason for referral:_________________________________________________________________________________________

DOB:___________________ Allergies:____________________________________ Diet:_________________________________

Primary licensed health professional: _____________________________________________________________________________

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: 
 Administration by trained staff    Self medication with supervision     Independent medication administration 

Diagnoses: ______________________________________________________________________________________________
_______________________________________________________________________________________________________

Current medications and doses:                                                                                            Purpose:
________________________________________________	_______________________________
________________________________________________	_______________________________
________________________________________________	_______________________________
________________________________________________	_______________________________
________________________________________________	_______________________________
________________________________________________	_______________________________

Concerns with medication assistance or administration:______________________________________________________________
__________________________________________________________________________________________________________

Specific concerns to be addressed by prescriber (i.e. side effects, new target symptoms): ___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

TARGET SYMPTOMS (See attached behavior data)	             CURRENT FREQUENCY/INTENSITY
________________________________________	|_|  increased	  |_|  decreased     |_|  stable
________________________________________	|_|  increased  	  |_|  decreased     |_|  stable
________________________________________	|_|  increased         |_|  decreased     |_|  stable
________________________________________	|_|  increased         |_|  decreased     |_|  stable



	Description of target symptoms that the psychotropic medication is intended to alleviate: 
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

Does the prescriber require documentation to monitor and measure changes in the target symptoms that are to be alleviated by the psychotropic medications?                             |_| Yes          |_| No

If yes, please indicate the documentation methods to be used to collect and report on medication and symptom-related data according to the prescriber’s instructions: ___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

This monitoring data will be provided to the expanded support team quarterly or as otherwise requested by the person and/or legal representative. 

	To Be Completed By Mental Health Care Professional And Returned With Person/Staff:
Briefly describe examination, x-rays, and lab work done:______________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

Current psychological findings and diagnosis:______________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

Recommendations on monitoring : _______________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

Medication/treatment orders:____________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

Future plans:_________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________

Please Note:
1. All medications and treatments will be ordered for 1 year unless stop and start dates are indicated.
1. Your signature indicates you have reviewed these findings with the person/staff present.
1. Please provide instruction on when and to whom to report the following:
1. Occurrence of adverse reactions to medications or treatments
1. Medication not being administered or treatment performed as prescribed, whether by error of staff or refusal by the person
1. Report to and when: ____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________


Next appointment: ____________________________________________

Please call in medication changes to our pharmacy ___________________ Phone________________ Fax______________________


Mental health professional signature: _________________________________                       Date: ______________________

		
Reviewed by: ___________________________________                                                        Date: ______________________
                                           Staff signature		
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