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	Health Care Provider Order Progress Note



WELCOME TO CENTER FOR HUMAN DEVELOPMENT

	You may wish to gain some services from the Community Based Flexible Supports that will soon be available to you.

Today you will be meeting with Leslie R. Fenn, MD, Ralph Coccoluto, MD or Angelica Harakas, CNS. They are the three people who can consult with you about your psychiatric medications and prescribe them for you.

Barbara Lis, M.Ed., RN will assist you in filling out some forms that will allow us to treat you, give you information called “know your rights” and gather some records that will be helpful in coordinating your care. Most of all we want to get to know you and what your life is like and how we can help make it as good as possible.

To save more time for our visit, please answer the following questions.


	text
	

	Record Number
	

	     
	
	     
	
	     
	
	   

	Last Name
	
	First Name
	
	Date of Birth
	
	Age

	     
	
	     

	Address Line 1
	
	Social Security Number

	     
	
	     

	Address Line 2
	
	E- Mail Address

	     
	
	  
	
	     
	
	     

	City
	
	State
	
	Zip
	
	Phone Number


	     
	
	

	Name of Person with you (if anyone)
	
	

	     
	
	

	Relationship of Person with you (if anyone)
	
	

	     
	
	     
	
	     

	Agency
	
	Phone Number
	
	FAX Number

	     
	
	     
	
	     

	CBFS Program (if any)
	
	Phone Number
	
	FAX Number


	     
	
	     


	Name of Primary Care Doctor/Nurse
	
	Date of Last Visit

	     
	
	     

	Address
	
	E- Mail Address

	 
	
	  
	
	     
	
	     

	City
	
	State
	
	Zip
	
	Phone Number


	IF YOU HAVE MEDICATIONS TO BE PRESCRIBED, DO YOU NEED THEM TODAY?
	Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 



	Person’s (First/Middle/Last):             
	Record Number:        
	Date of Birth:        

	Please list all Allergies or Check Box if None   FORMCHECKBOX 


	     


	What Pharmacy would you like to use?

	     
	
	

	Name of Pharmacy you would like to use
	
	

	     
	
	     

	Address
	
	City


	What is your living situation? (Independent Living, Group Residence, Family, Etc.)
	 

	
	Living Situation


	Do you have a Guardian or Roger’s Order monitor? (If Yes, please fill-in name, phone number and E-Mail address below)
	Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 



	     
	
	     
	
	     

	Name (Guardian/Monitor)
	
	Phone Number
	
	E-Mail Address


	If you have visiting Nurse service (VNA), what agency do you use?
	     

	
	Name of Agency


	If you have a Counselor or Psychotherapist please give the name.
	     

	
	Name of Counselor/Psychotherapist


	Person’s (First/Middle/Last):             
	Record Number:        
	Date of Birth:        

	     
	     
	     

	Organization Name 
	Phone Number
	FAX Number

	Reason for Visit/Program Update (Include concerns, 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 PROVIDERS EVAUATION

	Item
	Comments:

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

No
 FORMCHECKBOX 

	     

	2.
	Are the medications, doses you are prescribing appropriate and effective?
	Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

	

	3.
	Any evidence of tardive dyskenesia or any side effects noted?
	Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

	

	4.
	Are you recommending vital sign monitoring for any medication you are ordering? (If yes, indicate vital sign(s), parameters and when to notify HCP under special instructions on page 2)
	Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

	

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

No
 FORMCHECKBOX 

	

	6.
	Are there any possible adverse or allergic reactions or contraindications specific to this person?
	Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

	

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

No
 FORMCHECKBOX 

	

	Health Care Provider Progress Note/Findings/Recommendations:

	     

	Person’s Concerns or Questions (if applicable) - Complete

	     

	MEDICATION ADMINISTRATION (Check one of the three listed below)

	 FORMCHECKBOX 
  1 - 
	Not Capable of Self-Medicating At This Time

	 FORMCHECKBOX 
  2 - 
	Self-Medicating Training Plan

	
	 FORMCHECKBOX 

	May pour but can not hold medications under Staff supervision

	
	 FORMCHECKBOX 

	Able to package and self-medicate for  FORMCHECKBOX 
 1 dose   FORMCHECKBOX 
 1 day   FORMCHECKBOX 
 3 days   FORMCHECKBOX 
 5 days   FORMCHECKBOX 
 7 days  FORMCHECKBOX 
 14 days

	
	 FORMCHECKBOX 

	Other

	 FORMCHECKBOX 
  3 - 
	Capable of Fully Self-Medicating

	
	 FORMCHECKBOX 

	Understands that she/he is responsible for storing medications and taking all medications as ordered.

	
	 FORMCHECKBOX 

	Understands the dosage, purpose and common side-effects of all medications prescribed.

	
	 FORMCHECKBOX 

	Understands what might occur if she/he does not take medications as prescribed.

	Schedule Next Visit Within:      FORMCHECKBOX 
   1 Month    FORMCHECKBOX 
   2 Months    FORMCHECKBOX 
   3 Months     FORMCHECKBOX 
   12 Months or Next Visit Date: 
	     

	     
	     
	     

	Prescriber (Print Name)
	Prescriber Signature and Credentials
	Date


	Person’s (First/Middle/Last):             
	Record Number:        
	Date of Birth:        

	Health Care Provider’s Current Orders Form – Psychiatric Prescriber

	If scripts given, indicate number of refills
	

	D/C 
	Medication
	Strength in mg/mcg/ etc.
	QTY.
	Route
	FREQ.
	Treatment Purpose 

(Include specific symptoms for PRN’s)
	Special Instructions (Include any vital signs monitoring and parameters needed.)
	# hrs late med may be given, with min. 3 hrs between doses
	# of Refills
	P
	V

	 FORMCHECKBOX 

	  
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	 
	     
	     
	     
	     
	'
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	    
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	 
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	  
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	  
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	HCP Write New Medication Orders Today Here       FORMCHECKBOX 
 None Prescribed

	D/C 
	Medication
	Strength /Dose 
	QTY.
	FREQ.
	Route
	Treatment Purpose 

(Include specific symptoms for PRN’s)
	Special Instructions (Include any vital signs monitoring and parameters needed.)
	# hrs late med may be given, with min. 3 hrs between doses
	# of Refills
	P
	V

	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


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

	     
	     
	     

	Prescriber (Print Name)
	Prescriber Signature and Credentials
	Date

	     
	     
	     
	     
	     

	Posted By (Name)
	Time and Date
	Verified By (Name)
	Time and Date
	Computer Updated By


	Person’s (First/Middle/Last):             
	Record Number:        
	Date of Birth:        

	Health Care Provider’s Current Orders Form – Primary Care Physician

	If scripts given, indicate number of refills
	

	D/C 
	Medication
	Strength in mg/mcg/ etc.
	QTY.
	Route
	FREQ.
	Treatment Purpose 

(Include specific symptoms for PRN’s)
	Special Instructions (Include any vital signs monitoring and parameters needed.)
	# hrs late med may be given, with min. 3 hrs between doses
	# of Refills
	P
	V

	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	HCP Write New Medication Orders Today Here       FORMCHECKBOX 
 None Prescribed

	D/C 
	Medication
	Strength /Dose 
	QTY.
	FREQ.
	Route
	Treatment Purpose 

(Include specific symptoms for PRN’s)
	Special Instructions (Include any vital signs monitoring and parameters needed.)
	# hrs late med may be given, with min. 3 hrs between doses
	# of Refills
	P
	V

	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


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

	     
	     
	     

	Prescriber (Print Name)
	Prescriber Signature and Credentials
	Date

	     
	     
	     
	     
	     

	Posted By (Name)
	Time and Date
	Verified By (Name)
	Time and Date
	Computer Updated By


	Person’s (First/Middle/Last):             
	Record Number:        
	Date of Birth:        

	Health Care Provider’s Current Orders Form – Special/Other Physician

	If scripts given, indicate number of refills
	

	D/C 
	Medication
	Strength in mg/mcg/ etc.
	QTY.
	Route 
	FREQ.
	Treatment Purpose 

(Include specific symptoms for PRN’s)
	Special Instructions (Include any vital signs monitoring and parameters needed.)
	# hrs late med may be given, with min. 3 hrs between doses
	# of Refills
	P
	V

	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 
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