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CHILD/YOUTH:	_____________________________	DOB:  _____________________________
Accompanied by: (list all those who accompanied the child/youth to the appointment - please print names):  
________________________________________________________________________
The above named child has been prescribed 
the following psychotropic medication:   _______________________________________________
							(Name of Medication)

Each prescribed dose of medication will contain:  ________________________________________
							(Amount of Medication)

The medication is being prescribed for the following purpose:  _____________________________
________________________________________________________________________________

The risks and possible side effects of this medication are:  _________________________________
________________________________________________________________________________________________________________________________________________________________

The medication will be given ___________________ for a period of _________________________
      				 (frequency)				   (length of time)

The consequences of not taking this medication are:  ____________________________________
________________________________________________________________________________________________________________________________________________________________

The following alternative options were discussed, if applicable:  ____________________________
________________________________________________________________________________________________________________________________________________________________

Additional Information:  ____________________________________________________________
________________________________________________________________________________________________________________________________________________________________

______________________________			_____________________________________
Name of Medical Practitioner (Please Print)	Signature of Medical Practitioner 
(By signing this I have agreed that I have reviewed the information on this form with the youth and or the parent/guardian of the youth)
_______________________________
		Date
	Revised:  January 30, 2019
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