PSYCHIATRIC MEDICATION MANAGEMENT
MONITORING PROGRESS NOTE

	Student Name:
	IDEA/504 Status:
	Date of Birth:
	Sex M/F

	
	
	
	

	School:
	Name of Referral Source:
	Student ID 
(DOE code):
	Location of Service:

	
	
	
	

	Frequency of Visits:
	Date of Service:
	Start time:
	End time:

	
	
	
	


Target Behaviors Addressed with Medication (please check all that apply):

	
	Aggression
	
	Anxiety/ Anger
	
	Attention Problems
	
	Depressed Mood

	
	Hyperactivity
	
	Mania
	
	Enuresis, Encopresis
	
	Phobia/ Fears

	
	Self-Control
	
	Psychosis
	
	Self-Injurious Behavior
	
	Sleep Disturbance

	
	Suicidality
	
	Oppositional/Non-Compliant Behavior
	
	Traumatic Stress

	
	Speech/Language Problems
	
	


Indicate All Current Medications (Please *new medications Rx at this visit)
	Medication
	Dosage
	Time/Fx
	Possible Side Effects/

Precautions
	% * Compliance
	Therapeutic Goals of Medication
	% Goal
Achieved

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


A) Dosage Change or  B) Medication Discontinued (Check One)

	A
	B
	Medication
	Reason for Action

	
	
	
	

	
	
	
	

	
	
	
	


· Excellent 91-100%, Good 71-90%, Fair 51-70%, Poor 0-50% based on frequency of refills and/or patient/other report

	Current Diagnosis:
	


	Comments:
	 


	Anticipated Date of Discharge or Transfer:
	


	
	
	
	
	

	Name of Psychiatrist (Print)
	
	Signature of Psychiatrist
	
	Date











Distribution:
IEP Care Coordinator/SSC within 48 hours


Parent


Dept. of Health, if applicable


