PSYCHIATRIC MEDICATION MANAGEMENT 

 PROGRESS NOTE

	Student Name:


	IDEA/504 Status:


	Date of Birth:


	Sex: (circle one)      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 box in front of all that apply):

	
	Aggression
	
	Anxiety
	
	Anger (Excessive)
	
	Attention Problems

	
	Enuresis/Encopresis
	
	Hyperactivity
	
	Mania
	
	Impulsive

	
	Phobia/Fears
	
	Self-Injurious Behavior 
	
	Psychosis
	
	Poor Self-Control

	
	Sleep Disturbance
	
	Speech/Language Problems
	
	Suicide Risk
	
	Homicide Risk 

	
	Traumatic Stress
	
	Oppositional/Noncompliant
	
	Other:
	
	


Date of Parent Feedback Regarding Effects of Medication: ___________________

Date of Feedback from School Staff Regarding Effects of Medication: ______________

Compliance with Medication: ________%

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

	A
	B
	Reason for Action

	
	
	

	
	
	

	
	
	


Current Diagnosis:______________________________________________________________________________

Comments/Progress________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Anticipated Date of Discharge or Transfer:_________________________

_______________________________         ___________________________________

______________

Name of Psychiatrist (Print)

      Signature of Psychiatrist 

                          Date  




Please forward a copy to the parent and IEP/MP Care Coordinator within 24 hours of the date of service.
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