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	Tennessee Department of Children’s Services

Foster Home Medication Record


	Child’s Name
	
	Age
	
	Month/Year
	

	Foster Parent Name
	
	


	Prescription Medication(s)
           (for psych meds only)

Name of medication

Dosage

Times given

Prescribing Provider

Next appt. date/time

Informed Consent

1.





 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 N/A
2.





 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 N/A
3.





 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 N/A
4.





 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 N/A
5.





 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 N/A
Side effects noted



Any changes or improvements noted



Any questions for the Provider


Phone numbers for Providers





	Missed or Refused Doses
Medication

Date/time

Reason

Prescriber notified




 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  Date





 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  Date





 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  Date





 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  Date





 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  Date





 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  Date





 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  Date





 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  Date





Weekly Medication Counts

	
	Date
	Medication
	Amount left
	# of Refills
	Refill date
	Stop date

	Week 1
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Week 2
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Week 3
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Week 4
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Week 5
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


	Additional information
	



	

	


	Prescription Medication(s) given as needed (PRN)

Name of medication

Dosage

Given for
Prescribing Provider

    Approval from DCS*
1.




 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 N/A
2.




 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 N/A
3.




 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 N/A
4.




 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 N/A
5.




 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 N/A
Side effects noted



Any changes or improvements noted



Any questions for the Provider


Phone numbers for Providers





	Over-the-Counter Medication(s)
Name of medication


Dosage
Given for
OK’d by Prescribing Provider
1.



 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    Provider name

2.



 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    Provider name

3.



 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    Provider name

4.



 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    Provider name

5.



 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    Provider name

Side effects noted



Any changes or improvements noted



Any questions for the Provider




	Reviewed by (case mgr signature)
	
	 FORMCHECKBOX 
 DCS    FORMCHECKBOX 
 Contract provider

	Print name
	
	Date
	

	Name of contract provider if appliable
	
	Copy to DCS FSW  FORMCHECKBOX 



[image: image1.wmf]Check the “Forms” Webpage for the current version and disregard previous versions. This form may not be altered without prior approval.

Distribution: Child’s Case File 
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