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                      PSYCHOTROPIC MEDICATION REVIEW

Individual’s Name: _____________________________  Age: ____  DOB: _________

Physician’s Name: _     _________________________  Date of Review: __     ____

Current Medications:

	Medication
	Current Dosage
	Start Date
	Purpose

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


Has Tardive Dyskinesia testing been done?   FORMCHECKBOX 
 Yes        FORMCHECKBOX 
  No

If Yes, Results:  _      Negative           Positive (If results are positive, report to ISP team, physician(s), responsible person(s), and PRC)

Results of Behavior Treatment Plan data that was presented to the physician at this review (information must include: summary of target behavior(s) since the last medication review including frequency and intensity of behaviors, alternative behavior, objective progress, description of significant changes in observable behaviors).

	     

	

	

	

	

	


Changes in the individual’s environment during the review period (illness, staff changes, change of residence, new school / day program, etc.)

	     

	

	

	

	

	


Comments (include any observed side effects):

	     

	

	

	


Medication changes to occur as a result of this review:

	Medication
	New Dosage
	Start Date
	Purpose

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


Reason for medication change: 

	     

	

	


Possible side effects of medication(s) prescribed:

	     

	

	


     
Date of current medication consent form(s) with accurate 





dosage prescribed by the physician.

     
Date of PRC notification of medication change(s).

Recommendation from the physician, laboratory tests prescribed comments.

	     

	

	


Date of next medication review:     
Doctor’s signature: ____________________________________________

Address: _     ____________________________   Phone: __     _____________

1830 S. Alma School Road, Suite 122, Mesa, Arizona 85210	


Telephone (480) 456-0549     Fax (480) 456-0553


1200 N. El Dorado Circle #C300, Tucson, Arizona 85715	


Telephone (520) 318-9906 	Fax (520) 881-9051


E-Mail: info@� HYPERLINK "http://tocallhome.com" ��tocallhome.com�     Website:  � HYPERLINK "http://www.tocallhome.com" ��www.tocallhome.com�


                                     








Serving Children, Adolescents and Adults with Special Needs


