Appendix C Sample Psychotropic Medication Plan 


Psychotropic Medication Plan

Information about person receiving services 
Name:
Date of birth 
SSN

Address:

City 
State 
Zip 

Information about Parent(s), Guardian(s) or Spouse/Significant Other Not applicable 
Name 
Relationship 
Living with? Y / N 

Address 


City 
State 
Zip 

Home Phone

Cell Phone 

Work Phone

Allergies (Medication, Food, other) 
Current Medication(s)
	Name
	Dosage
	Prescribed By
	Reason for taking
	Potential Side Effects

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Plan for monitoring effects and side effects

Plan for communicating monitoring results to the prescribing physician

