REQUEST FOR ORDER OF PSYCHOTROPIC MEDICATION
Minor Child
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	1.
	Minor’s name:  
	     
	
	Date of birth:
	     

	

	2.
	Name, address, and phone #  of treating psychiatrist/physician:
	     

	
	

	
	     

	
	

	3.
	Date of evaluation of child:
	     

	
	

	4.
	There is a need to prescribe psychotropic medication to the child based upon the following diagnosed condition 

(state DSM-IV Diagnosis [Axis I to III]):



Axis I:        ___________________________________________________________________________________________________


Axis II:       ___________________________________________________________________________________________________


Axis III:      ___________________________________________________________________________________________________ 

	5.
	Current symptoms/impairments/behaviors that medication is expected to address: 
	

	
	

	
	


	6.
	What medication is medically necessary to treat/alleviate the above listed symptoms/behaviors and diagnosed condition:


	Requested Medication

(or its generic equivalent)
	Dosage
range/frequency
	Possible side effects/risks/ Contraindications
	Method of administration

	
	
	
	

	
	
	
	

	
	
	
	

	7.
	Describe the nature and purpose of the proposed drug treatment (clinically significant interactive effects of the medications):

	
	

	
	

	
	

	
	

	
	

	8.
	Expected length of medication use: 
	

	
	
	

	9.
	List any drug interaction precautions:
	

	
	
	

	10.
	List possible side effects of stopping this medication:
	

	
	

	11.
	How will the medication be monitored?

	
	

	
	
a)  Blood work/labs  FORMCHECKBOX 
 is not needed   or  is to be completed every  FORMCHECKBOX 
 3 months   FORMCHECKBOX 
 6 months  FORMCHECKBOX 
 Other: __________________

	
	
b)  Psychiatric follow-up appointments     FORMCHECKBOX 
 biweekly   FORMCHECKBOX 
 monthly   FORMCHECKBOX 
Other

	
	
c)  Other: ______________________________________________________________________________________________

	
	
d)  Next appointment date to evaluate the effectiveness of the medication (must be within 30 days):

	
	

	12.
	(a) Have you explained alternative treatments/medications?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	
	(b) Please explain:
	

	
	

	
	

	
	

	
	

	13.
	Is the minor currently taking medications?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   If yes, complete table:

	Current Medications
	Dosage/Day
	Taken how long?
	Will it be continued?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	14.
	Will the psychotropic medication replace or supplement any other current medications or treatment?    FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   If no, explain:

	
	

	
	

	
	

	
	


	15.
	List additional medical, mental health, behavioral counseling, or other services that are recommended:

	
	

	
	

	
	

	
	


	16.
	(a) Has the treatment been discussed with the caregiver?:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   If no, explain:

	
	

	
	

	
	

	
	


	
	(b) Has the treatment been discussed with the child (if age appropriate)?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   If no, explain:

	
	

	
	

	
	

	
	


	17.
	I have reviewed all available medical information concerning this child which has been provided to me:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


	18.
	Would a delay in the provision of the psychotropic medication be more likely than not to cause significant harm to the child?      FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	
	
	

	
	If yes, provide specific reason why and explain the nature and extent of potential harm:

	
	

	
	

	
	

	
	

	
	

	
	


This physician’s report states the information necessary to make decisions regarding the administration of the medication recommended in accordance with Florida Statute 39.407.  
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Signature of requesting psychiatrist/physician
Date

State of Florida

            Sworn to (or affirmed) and signed before me this ______________________ day of 

County of Palm Beach 
_____________________ 20__, by ______________________________________





 FORMCHECKBOX 
 Personally Known 

 FORMCHECKBOX 
 Produced Identification





ID Number and Type of ID _____________________________________________





___________________________________________________________________





Signature of Notary/ Stamped Printed Name of Notary 
	Consent 

	 FORMCHECKBOX 
 Informed consent provided by  a parent:

I, ____________________________, the parent of __________________, child, have been provided this  notarized Physician’s Report dated ___________________ This report explains the following:

· Reason for treatment

· Proposed treatment

· Purpose of treatment

· Common risks, benefits and side effects

· Medication and specific dosage

· Alternative treatment

· Approximate length of treatment

· Potential effects of stopping treatment 

· How treatment will be monitored

· Consent may be revoked before or during treatment

The specific following recommended psychotropic medications and dosage are( or its generic equivalent):

Medication: __________________________  Dosage Range:______________________

Medication: __________________________  Dosage Range:_____________________

Medication: __________________________  Dosage Range:_____________________

The treating psychiatrist/physician prescribing this medication is: __________________ who can be reached at: _________________ should I wish to discuss the medication further or have any future questions.   
By signing below, I state: 

· I have spoken with the treating psychiatrist/physician 
· I have received sufficient information necessary to review this medical decision.

· The information provided was explained in language that I can understand 

· I voluntarily provide my informed consent for my child to be given the medication(s) (or its generic equivalent) with the dosage range indicated consistent with this Physician’s Report.
Parent signature: __________________________   Date: ________________________

Print name:_________________________________Relationship to Child:_____________
________________________________________________________________________________________
Prescribing Physician attestation:

I, ________________________________, (name of physician), have provided the information outlined above to ______________________________(name of parent/relationship to child), regarding the prescribed medication and dosage.

Physician signature: __________________________   Date: ________________________

Parental Consent Information 

(must be completed  by case manager before request made for court order) 

 FORMCHECKBOX 
 Informed consent unable to be obtained from any parent:
As to the MOTHER (name)________________________________________:

Documented efforts made by case manager to obtain informed and express consent from child’s parent:

 FORMCHECKBOX 
 Attempts to contact parent by phone  

Specify how/when:___________________________

 FORMCHECKBOX 
 Send or deliver written information concerning prescription to parents’ last known address

 Specify how/when:__________________________________________________________

 FORMCHECKBOX 
 Facilitate transportation arrangements to appointments and/or telephone calls between parent and physician.

Specify how/when:___________________________

  FORMCHECKBOX 
 Unable to be located in a timely manner: _____________________________________________

  FORMCHECKBOX 
 Contacted and provided Physician’s Report, but unwilling to provide consent: ________________.

  FORMCHECKBOX 
 No mother to contact:  FORMCHECKBOX 
 deceased  FORMCHECKBOX 
 parental rights terminated  FORMCHECKBOX 
one parent adoption                                                          

  FORMCHECKBOX 
other: ______________________________

As to the FATHER (name)________________________________________:

Documented efforts made by case manager to obtain informed and express consent from child’s parent:

 FORMCHECKBOX 
 Attempts to contact parent by phone  

Specify how/when:___________________________

 FORMCHECKBOX 
 Send or deliver written information concerning prescription to parents’ last known address

 Specify how/when:__________________________________________________________

 FORMCHECKBOX 
 Facilitate transportation arrangements to appointments and/or telephone calls between parent and physician.

Specify how/when:___________________________

  FORMCHECKBOX 
 Unable to be located in a timely manner: _____________________________________________

  FORMCHECKBOX 
 Contacted and provided Physician’s Report, but unwilling to provide consent: ________________.

  FORMCHECKBOX 
 No mother to contact:  FORMCHECKBOX 
 deceased  FORMCHECKBOX 
 parental rights terminated  FORMCHECKBOX 
one parent adoption                                                          

  FORMCHECKBOX 
other: ______________________________

The Psychotropic Medication Plan is attached.
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