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CHILD: _________________________________________________________
DOB:____________________________________________________________

NEW MEDICATION:______________________________________________

Start Date:__________________________________________________


Frequency:__________________________________________________


Dosage:_____________________________________________________

PREVIOUS MEDICATION:_________________________________________

Start Date:___________________________________________________

End Date:____________________________________________________


Frequency:___________________________________________________

Dosage:______________________________________________________

PRESCRIBING PHYSICIAN/PSYCHIRATRIST NAME AND PHONE NUMBER:


Name:________________________________________________________


Phone Number:_________________________________________________
PHARMACY CONTACT NUMBER:_______________________________________

_________________________________________                    
 __________________

Psychiatrist (only needed if no copy of prescription received)                    

Date

_________________________________________                   
___________________

Legal Guardian




                

Date

_________________________________________                          __________________

FCSVA Case Manager                                                                     
Date




CONSENT TO ADMINISTER 





PSYCHOTROPIC MEDICATION








