
 

 

 
MEDICATION UPDATE & AUTHORIZATION 

 

Child’s Name (First, MI, Last) Child’s DOB 

Interim History & Diagnosis (review child’s condition, medications, dosages, any allergic reactions, effectiveness of medications, substance 
abuse, health changes since last visit, child’s assessment of progress related to symptoms, side effects, and overall functioning since last seen 
by psychiatrist) 

 
Medications 

 
Name 

 
Dosage/Route/Frequency 

Amount/ 
Refills 

New = N  
Continuing = C  

Discontinued = D 

 
Rationale 

         

         

         

         

         

         

         

         

Additional Comments or Rationale on Medications 

Possible Side Effects 

Provider Signature/Credentials Date 

Guardian Signature Authorizing New Medication/Medication 
Change 

Date 


