
PSYCHIATRIC PERIODIC REVIEW 

Name of Child:________________________ 



Date of Visit:_____________________

Height: _____

Weight:_____

Pulse:_____ 

Blood Pressure:_____

Check One:
_____Psychiatric Evaluation
_____Follow Up Visit
_____Consultation

History of Present Illness/Overview:

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

Mental Status Exam:

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

Assessment (include Current Global Assessment of Function (GAF):
___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

Recommendation(s):

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

Plan for Resolution of Need for Medication(s):

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

Appropriate to see 
_____ LPC
_____ LMFT
_____ LMSW-ACP 

(check all that apply)

_____Licensed Psychologist
_____ Licensed Psychiatrist

Signed: 

_________________________

Licensed Psychiatrist

PSYCHIATRIC PERIODIC REVIEW

7/97; 11/98; 08/99


