q‘ Health Care Provider Orders Progress
MSDP ,.\ Note Revision Date: 3-7-09

Person’s Name (First / Ml / Last): Record #: DOB:

Organization Name:

[ Person Present
[J No Show [ Person Cancelled [ Provider Cancelled

Explanation:
[ Others Present (please identify name(s) and relationship(s) to person):

List Name(s) of
Person(s) Present:

[J PCcP  [dPsychMD [JPsychRNCS [] Dentist Last Physical Exam Date:

Reason for Visit/Program Update (Include the person’s and collateral’s report on his/her status, progress related to
symptoms, any substance use, any significant new issues and overall functioning since last visit):

Medication Update (Include missed dosage, refusals, PRNs given, PRN effectiveness, self-medication status, etc.):

Health Care Provider’'s Evaluation

1. Is the mixture of ALL medications ordered appropriate for this individual? (See med list below) Comments:

[JYes [INo

2. Are the medications, doses you are prescribing appropriate and effective? [1Yes [INo

3. Any evidence of tardive dyskenesia or any side effects noted? [Jyes [INo

4. Are you recommending vital sign monitoring for any medication you are ordering?
[ Yes []No

If Yes, indicate vital sign, parameters and when to notify HCP under special instructions on page 2.

5. Any specific steps to be taken if a dose of medication you have ordered is missed?

[JYes [INo

6. Are there any possible adverse or allergic reactions or contradictions specific to this person?
[ IYes [INo

7. Are there any specific staff responses (when to hold or when to contact HCP)?

[JYes [INo

Health Care Provider Progress Note / Findings / Recommendations:

Person’s concerns or questions (if applicable) - Complete:

MEDICATION ADMINISTRATION (Check one of the three listed below):

[] 1—Not Capable of Self-Medicating At This Time

[] 2—sSelf -Medicating Training Plan
[] May Pour But Cannot Hold Medications Under Staff Supervision
] Able To Package and Self-Medicate for: []1 dose []1day []3days []5days []7days []14 days
[] other:

[ 3—cCapable of Fully Self-Medicating
Understands that he/she is responsible for storing medications and taking all medications as ordered.
Understands the dosage, purpose and common side-effects of all medications prescribed.
Understands what might occur if he/she does not take medications as prescribed.

Schedule Next Visit Within: [] 1 Month [] 3Months [ 12 Months or Next Visit Date:

Prescriber (Print Name) Prescriber Signature & Credentials Date:
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Health Care Provider Orders Progress
Note Revision Date: 3-7-09

Person’s Name (First / Ml / Last): Record #:
Medications Ordered By Other Health Care Providers Not by above HCP
Medications Dose Frequency HCP
Health Care Provider Orders
Allergies: [0 NKA HCP Name:
; #hrs lat
Treatment | Stpectl_al meiﬁsmaas
i Purpose NSructions | pe gjven, '
- Quantity ; - . Scripts
D/C Medication Dose Dispensed Frequency Route (nclude specific ggﬂ:ﬁoﬂé\:;?@: m;hhr:wsm. Given PV
SymPth;l)\lr'nS for andn%ae?g:je)ters between
. doses
L) L]
][]
][]
i
]|
HCP Write New Medication Orders Today Here ] None Prescribed
Medication Dose Frequency Route Special Instructions #hrs late med may
Include treatment purpose and PRN be given, with min. 3 | p | y
( purp hrs between doses
symptoms/parameters)
]
L1 O
(1] O
O O

All Information and medication noted above has been reviewed and the Health Care Provider has completed the shaded areas.

Prescriber (Print Name) Prescriber Signature & Credentials Date:

Posted by: Time/Date: Verified by: Time/Date: Computer updated by:
Date of Provider Mod | Mod | Mod | Mod ) . ) Diagnostic
Service Number Loc. Code Prcdr. Code 1 5 3 4 Start Time | Stop Time | Total Time Code
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