

STATE OF CONNECTICUT
DEPARTMENT OF DEVELOPMENTAL SERVICES
PROGRAM REVIEW COMMITTEE
MEDICATION PRESCRIBER’S TREATMENT PLAN (OPTIONAL FORM)

	Note:  The Medication Prescriber’s Treatment Plan is designed to represent your long-term plan for the patient.  It should therefore include a description of the treatment rationale along with current and proposed psychopharmacologic interventions and the criteria which will form the basis for proposed changes.



	Patient’s Name:_________________________________
DDS #_________________________________________
	
	Date of Plan:_____________________________




	Clinical Overview
The Clinical Overview should represent a brief narrative which will usually include pertinent information such as:
· Salient History
· Referral Question
· Current Mental Status
· Major Changes in Patient Functioning
· Major Changes in Prescription
· Secondary Plan if Patient is not Responsive
and, with a focus on the:
· Purpose & Rationale for the Proposed Treatment Plan

	____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________



	Diagnosis

Please use formal diagnostic categories from DSM-5.  
	Clinical Disorders: ______________________________________________________________
______________________________________________________________
Cognitive and Personality Disorders: ______________________________________________________________
______________________________________________________________
 General Medical Conditions: ______________________________________________________________
______________________________________________________________



	Proposed Monitoring Schedule

	
Please note your recommended frequency for monitoring patient progress (i.e., how often you will see this patient.)
	
__________________________________________________________________________________________________________________________________________




DDS PRESCRIBER’S TREATMENT PLAN    Patient’s Name		__________________	______

Medication
List medications being prescribed as part of this treatment plan.

	
MED #1: ___________________________________
CURRENT ORDER: ___________________________________

DOSAGE/BLOOD LEVEL RANGE: ___________________________________

	Target Behaviors: List primary behaviors which will serve as indicators of effectiveness: _____________________________________________________________________________________________________________________________________________________________________________________________
Titration/Change Plan: Describe proposed changes (e.g., titration, d/c, addition, etc.) in the use of this medication, including criteria for change:
_____________________________________________________________________________________________________________________________________________________________________________________________



	
MED #2: ___________________________________
CURRENT ORDER: ___________________________________

DOSAGE/BLOOD LEVEL RANGE: ___________________________________

	Target Behaviors: List primary behaviors which will serve as indicators of effectiveness:
_____________________________________________________________________________________________________________________________________________________________________________________________
Titration/Change Plan:  Describe proposed changes (e.g., titration, d/c, addition, etc.) in the use of this medication, including criteria for change: __________________________________________________________________________________________________________



	
MED #3: ___________________________________
CURRENT ORDER: ___________________________________

DOSAGE/BLOOD LEVEL RANGE: ___________________________________

	Target Behaviors:  List primary behaviors which will serve as indicators of effectiveness:
_____________________________________________________________________________________________________________________________________________________________________________________________
Titration/Change Plan:  Describe proposed changes (e.g., titration, d/c, addition, etc.) in the use of this medication, including criteria for change:
_____________________________________________________________________________________________________________________________________________________________________________________________



	
MED #4: ___________________________________
CURRENT ORDER: ___________________________________

DOSAGE/BLOOD LEVEL RANGE: ___________________________________

	Target Behaviors:  List primary behaviors which will serve as indicators of effectiveness:
_____________________________________________________________________________________________________________________________________________________________________________________________
Titration/Change Plan:  Describe proposed changes (e.g., titration, d/c, addition, etc.) in the use of this medication, including criteria for change:
_____________________________________________________________________________________________________________________________________________________________________________________________



DDS PRESCRIBER’S TREATMENT PLAN    Patient’s Name		__________________	______

	Adverse Effects
List most common adverse effects which will be monitored for each medication:

______________________         ________________________________________________________________________________
______________________         ________________________________________________________________________________
______________________         ________________________________________________________________________________
______________________         ________________________________________________________________________________




	Laboratory Studies & Clinical Assessments
Check  the appropriate studies and indicate frequency of examination.  List any additional assessments or laboratory studies which you plan to monitor on a regular basis.

	Type of Test
	Frequency
	Type of Test
	Frequency

	  Electrolytes
	__________________
	  CBZ Level
	__________________

	  BUN/CR
	__________________
	  VPA Level
	__________________

	  Liver Panel
	__________________
	  TSH
	__________________

	  EKG
	__________________
	  TFT’s
	__________________

	  Weight
	__________________
	  CBC
	__________________

	  Glucose
	__________________
	  AIMS
	__________________

	  Lithium Level
	__________________
	  EPS
	__________________

	  Lipids                    
	__________________
	  Other:               
	__________________

	  Other:                    
	__________________
	  Other:               
	__________________

	_______________________________________
	_______________________________________

	_______________________________________
	_______________________________________



	NOTES:












______						_____________						______
Signature of Prescriber								Date
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