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Psychotropic Medication Use and Monitoring Record 

REQUIREMENTS FOR USE OF THIS SAMPLE DOCUMENT:  245D license holders are responsible for modifying this sample for use in their program. At a minimum, you must fill in the blanks on this form. You may modify the format and content to meet standards used by your program. This sample meets compliance with current licensing requirements as of January 1, 2014. Providers remain responsible for reading, understanding and ensuring that this document conforms to current licensing requirements. DELETE THIS HIGHLIGHTED SECTION TO BEGIN MODIFYING THIS FORM. 

Person name: _______________________________________________   Date:__________________________
Program name: ______________________________________________________________________________
Current psychotropic medication prescribed (complete separate form for each psychotropic medication): 
1. Name of psychotropic medication: ________________________________________________________

( Scheduled 

( PRN

Describe all target symptoms to be alleviated by medication:

2. Has the prescriber instructed the program to monitor and measure changes in target symptoms? 
( Yes

 ( No
If yes, describe the method the program will use to monitor and measure changes in target symptoms and the reporting requirements as defined by prescriber. 

[insert all methods  the program will use to report changes in target symptom, for example, if instructed by the prescriber,  the program will monitor and measure a target symptom of restless sleep patterns and then each month report this information to the prescriber]
3. Is the program instructed by prescriber to collect and report on medication and symptom-related data?  
( Yes

 ( No
If yes, describe the method of collection and reporting documentation for the medication and symptom-related data.  

[insert all methods the program will use to collect and report information, for example if instructed by the prescriber, the program will collect and report on observed medication side-effects, such as tics, lip smacking or pill rolling]
The monitoring data listed above must be shared with the expanded support team every three months or as requested.

Monitoring data requested: 
( every 3 months 
( Other: [insert other reporting frequency]
List of expanded support team receiving monitoring data (list name/title/relationship to person): 
1.

2.

3.

4.

5.

6.

Date sent:  





Date sent:  





Date sent:  





Date sent:  





___________________________________________________________________________________________

Name and signature of person completing form




Date form initially completed
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