

DDS PROGRAM REVIEW COMMITTEE
MEDICATION/PROGRAM REVIEW FACE SHEET
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DSM-5 Diagnoses
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	Medication
List ALL Psychiatric Medication
	Current
Dosage
	Proposed
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	Status-Check One:
C=Current (PRC-Approved) A=Add (Needs PRC Approval) D/C=Discontinued
	Consent
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	[bookmark: Text47]     
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	Restraint Procedures
(Specify mechanical or physical and list each type)
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See Codes Above
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	  /  /  
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	Restrictive Procedures
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Date
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	  /  /  
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Required documentation that MUST be attached:
[bookmark: Check58][bookmark: Check60]1.  |_|  Behavior Support Plan w/Functional Assessment	5.  |_|  Behavior Modifying Medication History
[bookmark: Text128][bookmark: Text129][bookmark: Text130][bookmark: Check62]            Date of Plan  /  /  				6.  |_|  TD Screen
[bookmark: Check61][bookmark: Check64]2.  |_|  Behavioral Data & Graphs			7.  |_|  Consent Form(s) – Medication and/or Restrictive Proc.
[bookmark: Check63][bookmark: Check65]3.  |_|  Psych/Prescriber Treatment Plan			8.  |_|  Response to Most Recent PRC Requirements/Suggestions
[bookmark: Text131][bookmark: Text132][bookmark: Text133][bookmark: Check66]            Date of Plan   /  /  				9.  |_|  List of Other Medications
[bookmark: Check59]4.  |_|  Psych/Prescriber Notes (Three (3) most recent)   10.  |_| Psychiatric Medication Data Entry Form
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PROGRAM REVIEW COMMITTEE RECOMMENDATION
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	|_| Approved
	|_|  Disapproved
	|_| Approved w/Qual

	6.      	 
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________________________________________________	_____________________________________________
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Referred to DDS Human Rights Committee	Date:   /  /   

	Reason for Full HRC Review       

	



REGIONAL DIRECTOR’S DECISION
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