CARE Family & Children Services Inc. 

[image: ]PSYCOTROPIC MEDICATION REVIEW REPORT


Name of Foster Child:					Name of Foster Home:				_______
Date of Birth:						Date of Admission:   _____				
Health Card #:						Version Code: _____ 
Name of Doctor:					Phone #:_____________________		
Relevant Information:
Allergies:  ______________							

Current Medication and Dosages:	_____________________						

	_____________________________________________________________________________________

Escorting by (foster parent or staff): 	___________			

Date of Appointment:					    Date of Last Appointment:					

[bookmark: _GoBack]Date of Next Medication Review (min. every 6 months): ____________________________________________________

Dear Doctor:
To enable us to keep up-to-date with medical progress of our foster children, we would ask you to complete this form each time you examine a child (aside from the full medical examinations), whether at home, in your office or at the hospital/clinic).

Child’s Weight:_____________             Noted loss or gain: _____________________________Height:_______________
Noted Physical, Emotional or Behavioral state: __________________________________________________________________________________________________

__________________________________________________________________________________________________

Treatment Prescribed:												______

The above named child has been prescribed the following psychotropic medication: 
Medication: _______________________________Dosage: ______ Instructions:______________________________
Medication: _______________________________Dosage: ______ Instructions:______________________________
Is this a change to the current medication (yes or no)?   _________________________________________________

The medication is being prescribed for the following purpose: __________________________________________________________________________________________________



The risks and possible side effects of this medication are listed below.  Please discuss with child in a manner that is appropriate to the child’s ability to understand:  ____________________________________________________________________________________________________________________________________________________________________________________________________
The consequences of not taking this medication are________________________________________________________
The following alternative options were discussed, if applicable: 
__________________________________________________________________________________________________
Does this medication fall into any of the Following categories? – Heighten Awareness of High Risk Indicators, please respond with a Yes or No:				          
· The child is prescribed two or more psychotropic medications at the same time?  ____________
· Psychotropic medication prescribed as a PRN (Pro Re Nata) as needed? _____________
· The child is prescribed medication and is under the age of 7 (seven)?	_____________
· The psychotropic medication has not been reviewed by a health practitioner in more than
 six months?      _____________
· A psychotropic medication that is stopped suddenly and abruptly by a child or youth without
 being supported by a health care practitioner treatment plan?  ______________                        
· Any other situation that causes concern in the opinion of the physician?  ______________
	Does the child have the capacity to consent to the administration of the medication? (yes or no) _________________

I have reviewed the information on this form with the Patient (child/youth named) __________________________ and/or escorting guardian (named) ________________________________________, and am satisfied that he/she, as of this date, understands, has capacity and is consenting to the administration of the medication as prescribed.

If a child refuses or misses their medication, at what point does the doctor request they return? (ie. 2, 5 days?)________________________________________________________________________________________

 Recommendations for missed medication: __________________________________________________________



I am a qualified medical practitioner, licensed to practice medicine in Ontario and I acknowledge that the information on this form is accurate.  Please use Your Office’s stamp as well
__________________________________________	      
Name of Medical Practitioner (Please Print)	

__________________________________________		Date: ______________________________________
Signature of Medical Practitioner
Parent/Guardian has been notified of both appointment and outcome:	Yes ____		No___

Escorting Guardian/CARE FCS Foster Parent:  _______________________________ Date: __________________

Signature of CARE FCS Staff: ____________________________________________  Date:___________________

Approval given by CAS: (Name of Worker)______________________ Signature: ___________________________  & 

Date forwarded to CAS: ________________________
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