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Attachment B


DMR – PROGRAM REVIEW COMMITTEE – REGION

REQUEST FOR MEDICATION/PROGRAM REVIEW – IDT TO FILL OUT THIS SIDE

DATE OF REVIEW:

 FORMCHECKBOX 
 Initial Review (New or Changed)

 FORMCHECKBOX 
 Periodic/Update/Paper Review

 FORMCHECKBOX 
 Behavior Modifying Medication

 FORMCHECKBOX 
 Restraint Procedure

 FORMCHECKBOX 
 Aversive Procedure

**************************************************************************************************
Name:      




DMR#:      



DOB:      /     /     
Residence:      



Agency:      
Day Program:      



Case Manager/Contact Person:      
RN:      




Program Author:      
For Behavior Modifying Medications or Restrictive Procedure:  Target Behavior List

1.      






2.       
3.      






4.       
5.      






6.       
DSM-4 Diagnosis

Axis I.       
Axis II.      
Axis. III.      
Prescriber:       





Date last seen by Prescriber:      /     /     
	Medication

List ALL Neuro-Psychiatric Medication
	Current

Dosage
	Proposed

Range
	Status-Check One:

C=Current (Already has PRC Approval) A=Add (Needs PRC Approval)
	Consent

Date

	1.      
	     
	     
	 FORMCHECKBOX 
C/  FORMCHECKBOX 
A
	     

	2.      
	     
	     
	 FORMCHECKBOX 
C/  FORMCHECKBOX 
A
	     

	3.      
	     
	     
	 FORMCHECKBOX 
C/  FORMCHECKBOX 
A
	     

	4.      
	     
	     
	 FORMCHECKBOX 
C/  FORMCHECKBOX 
A
	     

	5.      
	     
	     
	 FORMCHECKBOX 
C/  FORMCHECKBOX 
A
	     

	6.      
	     
	     
	 FORMCHECKBOX 
C/  FORMCHECKBOX 
A
	     

	7.      
	     
	     
	 FORMCHECKBOX 
C/  FORMCHECKBOX 
A
	     

	8.      
	     
	     
	 FORMCHECKBOX 
C/  FORMCHECKBOX 
A
	     

	Restraint Procedure

(Specify mech or phys and each type)
	Status-Check One:

See Above C/A Code
	Consent

Date

	1.      
	 FORMCHECKBOX 
 C/  FORMCHECKBOX 
 A
	     

	2.      
	 FORMCHECKBOX 
 C/  FORMCHECKBOX 
 A
	     

	3.      
	 FORMCHECKBOX 
 C/  FORMCHECKBOX 
 A
	     

	Aversive Procedures

(List each)
	Status-Check One:

See Above C/A Code
	Consent

Date

	1.      
	 FORMCHECKBOX 
 C/  FORMCHECKBOX 
 A
	     

	2.      
	 FORMCHECKBOX 
 C/  FORMCHECKBOX 
 A
	     

	3.      
	 FORMCHECKBOX 
 C/  FORMCHECKBOX 
 A
	     


Required documentation that MUST be attached:

1.   FORMCHECKBOX 
  Behavior Support Plan

4.   FORMCHECKBOX 
  Psych/Prescriber Notes (Three most recent)


Date Plan     /     /     
5.   FORMCHECKBOX 
  Behavior Modifying Medication History

2.   FORMCHECKBOX 
  Behavioral Data & Graphs

6.   FORMCHECKBOX 
  TD Screen

3.   FORMCHECKBOX 
  Psych/Prescriber Treatment Plan
7.   FORMCHECKBOX 
  Consent Form(s) –Medication and/or Restrictive Proc.


Date of Plan      /     /     
8.   FORMCHECKBOX 
  Response to Most Recent PRC Requirements & Suggestions.

Person Completing Form:      





Date:      /     /     


Name:       






PRC DATE:       
Program Review Committee Recommendation

MEDICATION:

RANGE:
     



     


 FORMCHECKBOX 
 Approved
    FORMCHECKBOX 
  Disapproved
 FORMCHECKBOX 
 Apprd. W. Qual.

     



     


 FORMCHECKBOX 
 Approved
    FORMCHECKBOX 
  Disapproved
 FORMCHECKBOX 
 Apprd. W. Qual.

     



     


 FORMCHECKBOX 
 Approved
    FORMCHECKBOX 
  Disapproved
 FORMCHECKBOX 
 Apprd. W. Qual.

     



     


 FORMCHECKBOX 
 Approved
    FORMCHECKBOX 
  Disapproved
 FORMCHECKBOX 
 Apprd. W. Qual.

     



     


 FORMCHECKBOX 
 Approved
    FORMCHECKBOX 
  Disapproved
 FORMCHECKBOX 
 Apprd. W. Qual.

     



     


 FORMCHECKBOX 
 Approved
    FORMCHECKBOX 
  Disapproved
 FORMCHECKBOX 
 Apprd. W. Qual.

     



     


 FORMCHECKBOX 
 Approved
    FORMCHECKBOX 
  Disapproved
 FORMCHECKBOX 
 Apprd. W. Qual.

     



     


 FORMCHECKBOX 
 Approved
    FORMCHECKBOX 
  Disapproved
 FORMCHECKBOX 
 Apprd. W. Qual.

     



     


 FORMCHECKBOX 
 Approved
    FORMCHECKBOX 
  Disapproved
 FORMCHECKBOX 
 Apprd. W. Qual.

     



     


 FORMCHECKBOX 
 Approved
    FORMCHECKBOX 
  Disapproved
 FORMCHECKBOX 
 Apprd. W. Qual.

Behavior Program:  FORMCHECKBOX 
 Approved
 FORMCHECKBOX 
  Disapproved
  FORMCHECKBOX 
 Approved with Qualifications

Behavioral Plan based on an Acceptable Functional Analysis:   FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

Qualifications/Requirements:       
     
     
     
     
     
Suggestions (Not Required):        
     
     
     
     
     
T D Screen Date:      

 FORMCHECKBOX 
 AIMS
 FORMCHECKBOX 
 DISCUS
    FORMCHECKBOX 
 OTHER
    FORMCHECKBOX 
 RESULTS:      
PRC Members Signatures:





IDT Team Attending:

________________________________________________

_________________________________________________

________________________________________________

_________________________________________________

________________________________________________

_________________________________________________

________________________________________________

_________________________________________________

*Human Rights Committee Representative:___________________________

 FORMCHECKBOX 
 Concur
 FORMCHECKBOX 
 Full HRC Needed

Next PRC Review:       
 FORMCHECKBOX 
 Presentation

 FORMCHECKBOX 
 Paper Review
Next PRC Date:       
· Full HRC Meeting Required, If HRC Representative Did Not Concur At The PRC Meeting

HUMAN RIGHTS COMMITTEE RECOMMENDATION 

Full HRC Review Date: _____/_____/_____

Medication:
   FORMCHECKBOX 
 Approval
 FORMCHECKBOX 
 Disapproval
 FORMCHECKBOX 
 Approved with Qualifications

Program:
 FORMCHECKBOX 
 Approval
 FORMCHECKBOX 
 Disapproval 
 FORMCHECKBOX 
 Approved with Qualifications

Comments/Qualifications/Requirements (attach additional comments as necessary):

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

HRC Signature (Chair):  _________________________________________

REGIONAL DIRECTOR’S DECISION

Medication:
   FORMCHECKBOX 
 Approval
 FORMCHECKBOX 
 Disapproval
 FORMCHECKBOX 
 Approved with Qualifications

Program:
 FORMCHECKBOX 
 Approval
 FORMCHECKBOX 
 Disapproval 
 FORMCHECKBOX 
 Approved with Qualifications

Comments/Qualifications/Requirements (attach additional comments as necessary):

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Regional Director’s Signature: ______________________________________________


DATE: ____/____/____

COMPLETED FORM MUST BE ON FILE IN THE CLIENT’S RESIDENCE
SEE OTHER SIDE FOR PRC RECOMMENDATIONS.
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