
 
 
Medication Name & Dose: _________________________________ 
 
Pharmacy (REQUIRED): __________________________________ 
 
 
 
 
 

 
Patient Name: _______________________________________________ DOB: ________________________ 
 
Prescription Pick-up Date: _____________________ 
 
 
How has your child been doing in school this month? 
 
_____ Poor   _____ Fair  _____ Good  _____ Excellent 
 
Has there been any feedback from school this month? 
 
_____ Yes   _____ No 
 
Has there been any significant change in behavior? 
 
_____ Yes   _____ No 
 
Have there been any new medications prescribed to your child this month by another physician? 
 
_____ Yes   _____ No If yes, please specify ___________________________________ 
 
Have you noticed any adverse reaction to the medication? 
 
_____ Headache _____ Nausea  _____ Weight Loss _____ Weight Gain 
 
_____ Loss of Appetite _____ Increase or Decrease in Mood Swings 
 
Have there been any disruptions or problems with your child’s sleep this month? 
 
_____ Yes   _____ No 
 
Please sign below that the information above is correct and that you have communicated any concerns 
with the physician. 
 
 
_________________________________________________         _______________________ 
Parents or Guardian Signature     Date 
 
 
 


