COMMONWEALTH OF MASSACHUSETTS

THE TRIAL COURT

JUVENILE COURT DEPARTMENT
________________, SS.




_________________DIVISION

DOCKET NO. _____________

_____________________________

CARE AND PROTECTION OF:
)

)

_____________________________
)

UPDATED ANTIPSYCHOTIC MEDICATION TREATMENT PLAN
This affidavit is submitted in support of a renewed request for authority to administer antipsychotic medication.  The Proposed Treatment Plan below is: 

 
_____
unchanged from the most recent Treatment Plan authorized by the Court

_____
a modification of the child’s most recent court-approved Treatment Plan

I, __________________________________, M.D., do hereby state to the best of my knowledge 

and belief:

_____
I am the physician who submitted the most recently authorized Treatment Plan.

(Fill in name below and go to Number 5 unless information in Numbers 1 through 4 has changed.)

.

_____
 I am not the physician who submitted the most recently authorized Treatment Plan.

1. 
I am a physician licensed in Massachusetts.  

2.  
My employer is: _____________________________________________________________.

3.  
My professional position is: ____________________________________________________.

4. 
My Board certification(s) is/are (if any):_________________________________ 

_______________________________________________________ 

5.  
The proposed medication treatment plan is as follows:

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

6.  
Since the last review by the Court, the child has had the following changes in his/her circumstances (Provide updated information on a separate sheet and attach to Affidavit):

____ 
child’s primary residence identified at the time the last Affidavit was submitted

____ 
contact person identified at the time the last Affidavit was submitted

____ 
level of care (e.g., home to hospital, ART to foster care)

____ 
legal guardian

____ 
legal status (e.g., charges filed, cases dismissed, adoptions, probation conditions)

____ 
state agency providing case supervision/management services

____ 
medical status/needs

____ 
educational status/needs (e.g., change in school, individual education plan, grade)

____ 
treatment/intervention components to treatment plan

____ 
contacts with parents/family members (e.g., visitation, residence with parents)

____
case worker, case manager, therapist, teacher, or other person in critical role

____ 
other changes or relevant life circumstances of which the Court should be aware

7.  
Since the last review by the Court, the child’s response to interventions, including implementation of the Treatment Plan with antipsychotic medication, is best characterized as:

____ 
Improvement in all areas, including reduced risks of harm to self or others

____ 
Improvement in some but not all areas

____
Clinical picture is essentially unchanged since implementation of last Treatment Plan

____
Child has shown deterioration since implementation of last Treatment Plan 

____
Episodic course since implementation of last Treatment Plan (describe):  

____
Other:

8. The information provided in the last Rogers Affidavit regarding the risks, benefits, alternatives and prognosis of the medications used in the most recently approved Treatment Plan:

____ 
Continues to be accurate and does not require separate documentation

____ 
Is no longer complete or accurate and requires additional documentation due to new information or the request for authorization for a previously unauthorized antipsychotic medication. 

9. There ___ are ___ are not any changes in the substituted judgement information submitted at the proceeding(s) authorizing the most recent Treatment Plan. If yes, please describe the changes in the Substituted Judgement information since the last Affidavit was submitted:

____ 
Minor’s expressed preference:

Child  ___ has ___ has not expressed a preference about the Proposed Treatment Plan.

If expressed, the minor’s preference regarding the Proposed Treatment Plan is as 

follows:

____
Minor’s religious beliefs and convictions:

The minor subscribes to the following religion: _____________________.      ___ None

As I understand them, the minor’s religious beliefs ___ would  ___would not prohibit the authorization of the Proposed Treatment Plan.  If the beliefs would bar authorization of the Proposed Treatment Plan, nature of the beliefs and why they would bar the Plan:

____
Impact on the minor’s family of the Proposed Treatment Plan:

_____
There is no evidence that the minor’s treatment will have an adverse  impact upon the minor’s family.

_____
The use of the Proposed Treatment Plan will, in all likelihood, have a positive impact on the minor’s relationship with his/her family.

_____
Use of the Proposed Treatment Plan will, in all likelihood, have negative impact on the minor’s relationship with his/her family because:

_____
Minor currently has no family members actively involved in his/her care.

10.  
In my opinion, since the last authorized Rogers Treatment Plan, this child remains currently unable to make psychiatric treatment decisions because (check all that apply):

_____
he/she is a minor and does not meet criteria for status as a “mature minor” capable of making medical decisions under Massachusetts law such as GL.c. 112, section 12F (minor is currently pregnant or believes she is pregnant; minor is parent of a child; minor is a member of the armed forces; minor has been married, widowed or divorced; minor is currently living apart from parent/guardian and managing own affairs as if an adult).

_____
the following features of his/her mental illness compromise his/her capacity to engage in informed consent or informed judgments regarding his/her psychiatric care, and specifically the administration of psychiatric medication (characterize features):

Professional Involvement With Child’s Case Since Last Roger’s Treatment Authorization
11. I am the minor’s: 

_____ treating psychiatrist and have prescribed medications for the child since

(date:)________________________________.

_____ supervising psychiatrist and have supervised the prescription of psychiatric medications for this child by (name of prescribing professional): 

___________________________________________________ since

(date):  _______________________________.  This prescribing professional is:

___ a nurse practitioner with prescription privileges

___ a resident or other physician in training licensed to practice medicine

___ other:  

Since the date provided above, I have personally met with or examined this child ______ times for approximately a total time of _____________ hour/s.

12.  I most recently ___ observed ___ examined the child on (date): __________________

 
The circumstances of that evaluation were:

_____ 
Routine 15-20 minute medication follow-up contact

_____ 
Other routine outpatient appointment

_____ 
Rounds or other routine contact in hospital

_____ 
Routine contact in residential/institutional care

_____ 
Urgent or emergency evaluation

_____ 
Other: _______________________________________

13.  I am familiar with his/her case history.  

14. Since the last Rogers authorization of a Treatment Plan, the minor ___ has  ___ has not had a history of admissions to a hospital/facility.  If yes, the child has had the following number of new admissions to:

_____  inpatient hospital unit

_____ 
acute residential treatment unit

_____ 
residential treatment facility 

_____ 
Other:__________________________________________.

15.  
In my capacity as this child’s ___ treating psychiatrist or ___ psychiatrist supervising the prescription of medication by another qualified professional, I have personally done the following regarding this child since the last Rogers authorization of the Treatment Plan [check all that apply]:

_____
Examined and diagnosed the child

_____ 
Prescribed psychiatric medications for the child

_____
Supervised prescription of psychiatric medication by qualified professional

_____
Reviewed the child’s medical history and records

_____ 
Reviewed the child’s educational history/records

_____
Reviewed the child’s placement history/records

_____ 
Consulted the child’s parents or guardian

_____
Consulted with the child’s substitute caregivers (if child has been in                       substitute care during the period when child was the doctor’s patient)

_____ 
Consulted with the other professionals individually and/or with 

       treatment team(s) responsible for the clinical care of the child:

_____ 
in hospital or hospital diversion (e.g., ART)

_____ 
in IRTP or other locked continuing care

_____ 
in residential care facility

_____ 
in other institutional care setting (e.g., DYS)

_____ 
in a community-based living situation

_____ 
Other: ______________________

This consultation with other professionals:

_____ 
supplemented the personal activity above

_____ 
primary source upon which I based my medical opinion/proposed treatment plan

_____ 
sole source(s) upon which I based my medical opinion/proposed treatment plan 

16. 
Since the last Rogers authorization for the Treatment Plan, I have also communicated with the following (if child has one):

_____ 
the child’s DSS caseworker or DSS supervisor

_____ 
the child’s DMH case manager

_____ 
the child’s DYS case manager

_____ 
the child’s Attorney

_____ 
the child’s Guardian Ad Litem for the “Rogers”

_____ 
Other: ______________________________________

17. 
Additionally, since the last Rogers authorization for the Treatment Plan, I have consulted with:

_____ 
child’s pediatrician/other medical provider

_____ 
school teacher/other educational staff

_____ 
other psychiatrists about this child

_____ Other: 

If No Change In the Most Recently Approved Rogers Treatment Plan is Requested
This proposed treatment plan is unchanged from the most recently approved Plan   Only authorization from the Court to continue treatment consistent with the most recently approved Plan is requested.  Since the last authorization to treat:

18.  
There ____ have ____ have not been any adverse clinical side-effects or other outcomes arising from medications of the authorized Treatment Plan.  If there have been adverse clinical side-effects or outcomes, describe their nature, severity and course below and offer the rationale for continuing with the medications on the Treatment Plan:

19.  
The child ___ has ___ has not demonstrated clinical improvement as anticipated with the implementation of the most recently approved Treatment Plan.  Briefly characterize the nature and extent of clinical improvement due to the Treatment Plan.  Also describe any deterioration in functioning and offer rationale for continuing with the medications on the Treatment Plan. 

IF NO CHANGE IN TREATMENT PLAN REQUESTED PLEASE SKIP TO AND COMPLETE NUMBERS 29 -40 TO COMPLETE AFFIDAVIT 
If Modification Of the Most Recently Approved Rogers Treatment Plan is Requested
This proposed treatment plan is a modification from the most recently approved Plan.  Authorization to implement this modified Proposed Treatment Plan is requested.  The reason(s) for modification of the most recently authorized Treatment Plan is/are:
Provide the information below regarding the proposed modifications in the most recently approved Treatment Plan.
DIAGNOSIS AND COMPETENCY:
20.
In my opinion, this child currently warrants the following DSM-IV diagnoses:

 
AXIS I:

Axis II:

Axis III:

Axis IV:

Axis V: (include GAF narrative description)

21.
When symptomatic, this child’s Axis I mental illness (es) is/are primarily manifested by (describe symptoms for each Axis I diagnosis given):

22.
(Where appropriate) the presence of the following Axis II or Axis III diagnoses complicate the manifestation or treatment of the Axis I diagnoses in the following way(s):

23.
When symptomatic, child has a documented history within the past (check all that apply):

_____

one week

_____

one month

_____
t
three to six months

_____ 
six to twelve months

_____

more than one year ago

_____ 
Other:

of engaging in one or more of the following kinds of conduct, in a manner such that the psychiatric symptoms (check any that apply):

_____ 
precipitate/cause difficulties not previously present

_____ 
exacerbate difficulties previously present

_____ 
significantly elevate risks for difficulties

24.  
The difficulties arising from the child’s psychiatric symptoms are best characterized as conduct leading to severe impairment in ability to function in:

_____ 
School settings in the community

_____ 
School settings in institutional care

_____
Family or foster care settings

_____ 
Institutional care settings

_____
Other:

25.  Characterize the conduct resulting in severe functional impairment in the settings above:

_____
Running away from settings providing care.  

_____ 
If yes, how often in past 6 months: 

_____
Complication of psychiatric symptoms by alcohol/drugs
_____ 
If yes, what substances, mode of administration and pattern:

 
_____ 
Physical agitation requiring physical restraints
_____ 
If yes, how often in past 4 weeks: ____

 
_____
Threats of physical assaults upon others
_____ 
If yes, date of most recent incident:________________

_____
Physical assault with risk of injury to others:
_____
Assault without weapon/object

_____ 
Assault with weapon/object

_____ 
If yes, date of most recent incident: ________________

_____
Physical assault resulting in injury to others
_____ 
Nature of most severe injury to victim(s):

_____ 
Assault without weapon:
  


_____
Assault with weapon:

 _____ If yes, date of most recent incident:_________________

_____
Aggression against animals
_____ 
If yes, date of most recent incident: _________________


 
_____ 
Threats of sexual misconduct towards others
_____ 
If yes, date of most recent incident:__________________

_____
Sexual aggression/misconduct upon:

_____ 
one victim

_____ 
more than one victim

  Victim(s) are:




_____ 
Peer                 _____
Younger

_____ 
Adult               _____
Elderly (over 60)


_____ 
Disabled or other special vulnerability

_____ 
With use of weapon or other coercion

_____ 
Other:

  
_____ If yes, date of most recent incident: ________________

 
_____
Credible threats of self-harm or suicide
_____ If yes, date of most recent incident: ________________

_____
Acts of self-harm with low potential for lethality but posing significant management problems. If yes, check any that apply:

_____
Head-banging  

_____ 
Superficial cutting

_____ 
Burning self      

_____ 
Pulling out own hair

_____
Hitting self       

_____ 
Biting self

_____
Punching walls 

_____ 
Swallowing objects

_____ 
Bingeing/Purging

_____ 
Inserting objects

_____ 
Other:

_____ If yes, date of most recent incident: ______________

 
_____
Acts of self-harm resulting in injury warranting medical attention
_____If yes, date of most recent incident:_______________

_____       Suicide attempt by: 
_____ 
overdose          _____
hanging

_____ 
Firearm            _____ cutting



_____ 
Other:

_____ If yes, date of most recent incident: _______________


_____
Other conduct placing child or others at risk of significant physical harm.  Please briefly describe with date of most recent incident:

26. In the past:

_____ 
two weeks

_____ 
two weeks to one month

_____ 
one to six months

_____ 
six months to twelve months

_____ 
other (specify):

the child has manifested the following symptoms or behaviors that are the current target symptoms for the medications in the Proposed Treatment Plan described in this Affidavit:  

_____ 
Auditory hallucination   _____ Visual Hallucination

_____ 
Other hallucination: _____________________________

_____ 
Significantly impairing agitation/restlessness

_____ 
Significantly impairing psychomotor retardation

_____ 
Significantly impairing instability of mood

_____ 
Significantly impairing social withdrawal

_____ 
Gross disorganization of thought processes

_____ 
Delusions

_____ 
Paranoia

_____ 
Trauma-related intrusive thoughts or flashbacks

_____ 
Dissociative symptoms

_____ 
Clinically significant impairment in capacity to sleep

_____ 
Clinically significant impairment in capacity to control impulsivity

_____ 
Other:

27.  
In my opinion, this child is currently unable to make psychiatric treatment decisions because (check all that apply):

_____
he/she is a minor and does not meet criteria for status as a “mature minor” capable of making medical decisions under Massachusetts law such as GL.c. 112, section 12F (minor is currently pregnant or believes she is pregnant; minor is parent of a child; minor is a member of the armed forces; minor has been married, widowed or divorced; minor is currently living apart from parent/guardian and managing own affairs as if an adult).

_____
the following features of his/her mental illness compromise his/her capacity to engage in informed consent or informed judgments regarding his/her psychiatric care, and specifically the administration of psychiatric medication (characterize features):

SUBSTITUTED JUDGMENT:

28.  
The minor is currently on the following medications and dosages (include all medications):

29.  
The child has been administered the following psychotropic medications in the past (name medication; dosage range; target symptoms; side effects, if any; length of prescribed use; assessment of effectiveness; and, reason for discontinuation):

If the Answer to Number 9 (above) indicated that there had been no change in the following Substituted Judgement Factors, skip to Number 23.  If there have been changes in Substituted Judgment Factors, provide the information below as needed.
30  
Minor’s expressed preference:

Child  ___ has ___ has not expressed a preference about the Proposed Treatment Plan.

If expressed, the minor’s preference regarding the Proposed Treatment Plan is as 
follows:

31.
Minor’s religious beliefs and convictions:

The minor subscribes to the following religion: _____________________.      ___ None

As I understand them, the minor’s religious beliefs ___ would/ ___would not prohibit the authorization of the Proposed Treatment Plan.  If the beliefs would bar authorization of the Proposed Treatment Plan, nature of the beliefs and why they would bar the Plan:

32. 
Characterize any impact on the minor’s family of the Proposed Treatment Plan:

_____
There is no evidence that the minor’s treatment will have an adverse  impact upon the minor’s family.

_____
The use of the Proposed Treatment Plan will, in all likelihood, have a 


positive impact on the minor’s relationship with his/her family.

_____   The minor currently has no family members actively involved in his/her care.

33    
Anticipated side-effects of medications in minor’s Proposed Treatment Plan:

_____
The minor has been prescribed the medications in the Proposed Treatment Plan in the past and exhibited no clinically significant side effects to those medications in the past.

_____ 
Although in the past, the minor has exhibited some clinically significant side effects to medications in the Proposed Treatment Plan, these side-effects have been clinically manageable and have not been impairing or life threatening.  Characterize:

_____
The minor has not been prescribed one or more of the medications in the Proposed Treatment Plan.  List below any previously untried medications in the Proposed Treatment Plan, noting any that may have potentially seriously disturbing or life threatening side-effects.  Briefly specify the side-effects and communicate the level of risk (e.g., rare, common) associated with the most adverse side-effect outcomes.

__________________________________________________________

__________________________________________________________ 

____________________________________________________________________________________________________________________

__________________________________________________________

Other comments: 

34.
Assessment of target symptoms/adverse side effects for each proposed medication:

Medication #1 (incl. dosage range): ___________________________________________

Would begin if court-approved: (  ) immediately (  ) other:

Time frame before effectiveness can be assessed: ____________________

Target symptoms for this medication for this child:

In general, the possible side effects of this antipsychotic medication are as follows.

Please check all applicable potential side effects, AND signify likelihood of occurrence as follows: (1) very likely, (2) moderately likely, (3) uncommon, (4) rare.)

_____
 Acute dystonic reactions 

_____
 Hypertension 

 (acute muscle spasm of 

_____
 Hypotension (subnormal blood pressure)

 face, trunk, and limbs)

_____
 Insomnia

_____
 Agranulocytosis


_____   Lactation

_____
 Akinesia



_____
 Lens opacities - cataracts

_____
 Bone marrow toxicity

_____
 Liver toxicity

_____
 Cardiac arrhythmia


_____
 Nausea 

_____
 Cardiac toxicity


_____
 Neuroleptic Malignant Syndrome

_____
 Confusion



_____
 Photosensitivity

_____
 Constipation



_____
 Sedation

_____
 Degeneration of retina

_____
 Seizures


_____
 Dizziness



_____
 Sexual dysfunction

_____
 Drowsiness



_____
 Skin pigmentation

_____
 Dry mouth



_____
 Tardive Dyskenesia

_____
 Dystonic reactions


_____
 Tremors

_____
 Extrapyramidal symptoms 

_____
 Urinary retention

 (involuntary movements)

_____
 Weight gain/loss (specify)

_____
 Other: ______________________________

Is there anything about this child or treatment of this child which elevates any adverse side effect or medication interaction risk?

Medication #2 (incl. dosage range): ___________________________________________

Would begin if court-approved: (  ) immediately (  ) other:

Time frame before effectiveness can be assessed: ___________________________

Target symptoms for this medication for this child:

In general, the possible side effects of this antipsychotic medication are as follows.

Please check all applicable potential side effects, AND signify likelihood of occurrence as follows: (1) very likely, (2) moderately likely, (3) uncommon, (4) rare.)

_____
 Acute dystonic reactions 

_____
 Hypertension 

 (acute muscle spasm of 

_____
 Hypotension (subnormal blood pressure)

 face, trunk, and limbs)

_____
 Insomnia

_____
 Agranulocytosis


_____ 
 Lactation

_____
 Akinesia



_____
 Lens opacities - cataracts

_____
 Bone marrow toxicity

_____
 Liver toxicity

_____
 Cardiac arrhythmia


_____
 Nausea 

_____
 Cardiac toxicity


_____
 Neuroleptic Malignant Syndrome

_____
 Confusion



_____
 Photosensitivity

_____
 Constipation



_____
 Sedation

_____
 Degeneration of retina

_____
 Seizures


_____
 Dizziness



_____
 Sexual dysfunction

_____
 Drowsiness



_____
 Skin pigmentation

_____
 Dry mouth



_____
 Tardive Dyskenesia

_____
 Dystonic reactions


_____
 Tremors

_____
 Extrapyramidal symptoms 

_____
 Urinary retention

 (involuntary movements)

_____
 Weight gain/loss (specify)

_____
 Other: ______________________________

Is there anything about this child or treatment of this child which elevates the adverse side effect or medication interaction risk?

Medication #3 (incl. dosage range): ___________________________________________

Would begin if court-approved: (  ) immediately (  ) other:

Time frame before effectiveness can be assessed?

Target symptoms for this medication:

In general, the possible side effects of this antipsychotic medication are as follows.

Please check all applicable potential side effects, AND signify likelihood of occurrence as follows: (1) very likely, (2) moderately likely, (3) uncommon, (4) rare.

_____
 Acute dystonic reactions 

_____
 Hypertension 

 (acute muscle spasm of 

_____
 Hypotension (subnormal blood pressure)

 face, trunk, and limbs)

_____
 Insomnia

_____
 Agranulocytosis


_____   Lactation

_____
 Akinesia



_____
 Lens opacities - cataracts

_____
 Bone marrow toxicity

_____
 Liver toxicity

_____
 Cardiac arrhythmia


_____
 Nausea 

_____
 Cardiac toxicity


_____
 Neuroleptic Malignant Syndrome

_____
 Confusion



_____
 Photosensitivity

_____
 Constipation



_____
 Sedation

_____
 Degeneration of retina

_____
 Seizures


_____
 Dizziness



_____
 Sexual dysfunction

_____
 Drowsiness



_____
 Skin pigmentation

_____
 Dry mouth



_____
 Tardive Dyskenesia

_____
 Dystonic reactions


_____
 Tremors

_____
 Extrapyramidal symptoms 

_____
 Urinary retention

 (involuntary movements)

_____
 Weight gain/loss (specify)

_____
 Other: ______________________________

Is there anything about this child or treatment of this child which elevates the adverse side effect or medication interaction risk?

35.  
If not already detailed above, describe nature, potential severity, and likelihood of possible adverse interactions with any other medications the child is or will be taking:

36.
If the current state of knowledge permits, please indicate whether the Proposed Treatment Plan poses known significant developmental risks in a maturing child for the following.  If “yes,” please identify which medication(s) bear the risk for the identified domain:

_____ central nervous system development/functioning

_____ sexual/reproductive development/function

_____ growth (height, weight)

_____ developing addictive dependency

_____ developing movement disorders

_____ Other:

_____ None (developmental risks are minimal or absent)

_____ Unknown (state of science is insufficient to confidently determine risks)

37.  
Please identify any other treatment interventions that will be in effect as part of the child’s comprehensive treatment plan during the course of the implementation of the Proposed Treatment Plan (check all that apply).

_____ Individual psychotherapy

_____ Group therapy (specify):

_____ Family therapy

_____ Milieu therapy in institutional setting

_____ Substance abuse treatment

_____ Specialized interventions (e.g., juvenile sexual offender, firesetter):

_____ Other:

38.  
Please briefly describe the child’s current educational placement and level of attainment.    Please characterize the nature, severity, and likelihood of medication effects that may impair functioning in an educational setting (e.g., sedation compromising classroom attention).

39.  
Please use the space below to bring to the attention of the Court any additional information that you believe the Court should have regarding this child and the Proposed Treatment Plan.

INFORMATION REGARDING PROGNOSIS AND IMPLEMENTATION
40.  
Likely prognosis for this child with implementation of the Proposed Treatment Plan (check all that apply):

_____
With treatment, in all likelihood, the minor’s psychiatric condition will 


improve and the minor will exhibit fewer psychotic symptoms.

_____  The minor will be less likely to become dangerous to himself/herself or others 

due to his/her mental illness.

_____ 
The minor’s period of current hospitalization will be substantially decreased.

_____ 
The minor may be better able to avail him/herself of other treatment opportunities.

_____ 
The minor’s psychiatric condition is more likely to stabilize or remain stable.

_____ 
Implementation of the proposed treatment plan will likely slow or prevent deterioration of mental status and/or functioning that would likely occur if the proposed treatment plan is ___ delayed in implementation and/or ____ not authorized for implementation. 

_____ 
Other:

41.  
Likely prognosis without implementation of the Proposed Treatment Plan (check all that apply):

_____ 
The minor’s condition will likely deteriorate, he/she will become increasingly psychiatrically impaired with the suffering, functional impairments and/or risks of harm to self/others associated with the target symptoms of the medications of the Proposed Treatment Plan.

_____ 
Over time, failure to implement the Proposed Treatment Plan substantially increases the likelihood that ___ the child will become less responsive to the medications recommended in the Proposed Treatment Plan and/or ___ less responsive to similar kinds and classes of medications recommended in the Proposed Treatment Plan in treating the identified target symptoms.

_____ 
Over time, failure to implement the Proposed Treatment Plan substantially increases the likelihood that the child will require ___ a more intensive, higher level of care and/or ____ a longer stay at his current level of care.

_____ 
The minor’s condition will remain the same as his/her present condition, including the suffering, functional impairments and/or risk of harm to self/others associated with the target symptoms for the medications of the Proposed Treatment Plan.

_____ 
The minor’s condition will improve but at a significantly slower rate than it would with implementation of the Proposed Treatment Plan.

_____
Other:

42.
The proposed plan ____  includes ____ does not include provision for a “drug holiday” during which some or all of the proposed medications will not be administered.  If the proposed plan includes provision for a “drug holiday,” describe the conditions, purposes and/or time period for this hiatus.  If the proposed plan does not include provision for a “drug holiday,” briefly state the reason(s) for continuous administration of the proposed medication(s).

43. 
What, if any, risks to the child arise if the child complied only erratically with the medication(s) or suddenly stopped taking the medication(s)?

44. 
What, if any, risks to the child are likely to arise should the child use alcohol or controlled (unprescribed or street) substances while on the medication(s)?

45.  
I have discussed the proposed medication regimen and its risks and most likely side-effects, benefits and most likely time frame to take effect, likely outcome without the proposed medication regime, and reasonable alternatives with:

Date discussed 

_____
the child





      _____

_____
the child’s parent, if appropriate


      _____

_____
the child’s DSS worker, if in DSS custody

      _____

_____
the child’s GAL




      _____

_____
the child’s attorney




      _____

_____
the child’s non-parental caregivers, if appropriate
      _____

_____ 
Other:






      _____

46.  
Include monitoring by screening or laboratory tests (check any that apply and indicate which medication requires the screening/testing and the frequency with which the test will need to be done)

_____
AIMS screening

_____
Blood 

_____
Liver function

_____
Other:  

47.  
Please state what alternative medications were considered, and why the proposed

medication(s) were selected instead, individually or as part of a regimen.

48. 
The child ____ does   ____ does not have a treating psychotherapist that is a professional other than myself.   I  ____ have ____have not directly consulted with the child’s psychotherapist within the past month.   The name and telephone number of the child’s psychotherapist is:

49. 
In my medical opinion, current psychotherapeutic services and social/environmental interventions are:

_____ 
beyond what the child currently requires clinically

_____ 
adequate to the child’s current clinical needs

_____ 
insufficient (please describe what services/interventions are recommended)

My reason(s) for holding this opinion are:

50.
It ____ is ____ is not my medical opinion that the need for the Court to authorize:

_____ the antipsychotic medication requested in the Proposed Treatment Plan

_____ other psychiatric medication (non-antipsychotic)

_____ other:

 

would be significantly lessened if the additional services/interventions recommended in Number 26 could be put into place.

51.
The Treatment Order should be sent to the following address, telephone and facsimile:

Name: 
_____________________________________________ 

Address:
_____________________________________________

_____________________________________________

Tel:_________________
Fax:__________________ 

Signed under the pains and penalties of perjury, this __________ day of ________________, in the year of ____________. 

________________________________

, M.D.

Business Address/Telephone/Fax

________________________________

________________________________

________________________________

________________________________
1

