
 
 

   

 

 

 

 

 
 

 
 
 

 

 
 

 
 

 

 

   

 

 
 

 

 
 

 
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 



 
 

   

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

        



30-Day Home Visit Psychotropic Medication Review 

__________________________________________________________________________________________ 
 

CCKids 30 Day HV Psych Med Review 
Rev. 7/2018 

Child Name:______________________ DOB:__________ Case Name:_____________________________________ 
 
Date of Home Visit:_______________________________ 

 
Placement Type:_________________________________ 

 
Treating Physician:_______________________________ 

 
Name of Placement/Caregiver:______________________ 
 

Date of Last med Mgmt Appt:_______________________ Date of Next Med Mgmt Appt:______________________ 

 

Are parental rights still intact to consent to medication? Yes   No    
If no, is there a court order authorizing medication? Yes   No    
If yes, did the parent(s) receive a copy of the Physician’s Report? Yes   No    
If yes, has a parent consented to the meds by signing the Physician’s Report? Yes   No    
If yes, did the parent(s) receive a monthly progress update as to the child’s medication? Yes   No    
Is the child taking medication as prescribed? Yes   No    
If no, please explain reasons and follow-up action to be taken: 
________________________________________________________________________________________________ 
Has the med log been reviewed and medication count been completed with administration showing as 
accurate? 

Yes   No    

If no, please explain reasons and follow-up action to be taken: 
________________________________________________________________________________________________ 
Has the caregiver reported any side effects from the medication(s)? Yes   No    
If Yes, what side effects and please explain the reasons and follow-up action to be taken: 
________________________________________________________________________________________________ 
Has the caregiver noticed that the medication(S) have had a positive impact on the child’s 
functioning/behavior? 

 
Yes   

 
No    

If no, please explain reasons and follow-up action to be taken: 
________________________________________________________________________________________________ 
Does the child feel that the medication is helpful? Yes   No    
If no, please explain reasons and follow-up action to be taken: 
________________________________________________________________________________________________ 
Does the child or caregiver have any questions or concerns about the medication? Yes   No    
If yes, please list them as well as any follow-up action to be taken: 
________________________________________________________________________________________________ 

 

Psychotropic 
Medication 

Dosage 
 

How many 
times a 

day? 

Diagnosis and 
symptoms 

treated 

Date 
Filled  

Quantity 
Filled 

# of 
Refills  

 

Pill 
Count 

 

Stopped? 
Y/N 

If Yes, 
Reason 
Stopped 

 
 

         

 
 

         

 
 

         

 
 

         

_____________________________________ _________ ____________________________________ ________ 
Dependency Case Manager Signature Date Caregiver Signature Date 



 

Medication Administration Log Please submit the completed form to 
our office by the 5th of each month. 

 

   

 

Child's Name:  DOB:  

 

Medication & 

Prescribing Physician 

 
Dosage 

Reason for 

Medication 

Frequency & 

Time of Day 

MONTH OF    ,   YEAR OF   

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 

   1)                                
2)                                
3)                                

   1)                                
2)                                
3)                                

   1)                                
2)                                
3)                                

   1)                                
2)                                
3)                                

 

Medication Allergies: 
1._____________________________ 
2._____________________________ 
3._____________________________ 

My signature/initial indicates that I have, on a daily basis, administered or monitored self-administered prescribed dosage as evidenced by my initials 
on the medication log. 

Caregiver Name Caregiver Signature Caregiver Initial Key 
R-Refused 
C- Crisis Unit or ER 
M-Missed      D-DJJ/detention 

   

Notes:    
   

 



PLACEMENT CHANGE FORM FOR CHILDREN WITH DURABLE 

MEDICAL EQUIPTMENT 

CCKids-DME placement change  
Rev. 7/2026 

 

Case Name:_____________________________________________ Date of Placement Change:________________________________ 
Child Name: _____________________________________________ Child DOB: ______________________________________________ 
Prescribing Provider Name & Phone: ________________________ 
Person Transporting DME: ________________________________ Primary DCM:____________________________________________ 

 

As of this date, the next appointment with prescribing provider for the child is  on_________________ at _____________am/pm.  

 

Equipment Description(s): (Include exact name e.g. nebulizer, wheelchair, etc.): 

 

Is equipment in good working condition (yes/no & explain): 

 

Asset/Serial Number (unique manufacturer identifier & company contact info):    

 

 

Accessories Included (power cords masks, manuals, or specific attachments) & last time cleaned: 

 

 

_______________________________ ______________   __________________________________  ______________ 

Signature Caregiver’s Name   Date    Signature Caregiver’s Name   Date  

_______________________________ ______________   __________________________________  ______________ 

Signature DCM/ Transporter  Date    Signature DCM/ Transporter   Date  

Caregiver:  I verify that the DCM spoke with me about the information on this form. I verify that I have received the DME listed above and necessary 

instructions on how to use it. 



PLACEMENT CHANGE FORM FOR CHILDREN ON MEDICATION    

CCKids-Med placement change  
Rev. 7/2026 

Note: Pill counts are to be completed IN PERSON when picking the child up from his/her current placement and then 

again at the time of placing the child.  

Case Name: ________________________________________ Date of Placement Change: ___________________________ 
Name of Child: _____________________________________ DOB: ______________________________________________ 
PCP Name & Phone: ________________________________ Psychiatrist Name & Phone: __________________________ 
Pharmacy Name & Phone: ____________________________  
Person Transporting Child: ___________________________ DCM: _____________________________________________ 

As of this date, the next Psychotropic Medication appointment for the child is                           at               am/pm.  

The DCM has reviewed possible side effects of the medications and the reason the child is on the medication with me as indicated in the most recent 

med report (5339).  

Inventory 
Medication Name 

& Dosage  
RX # Diagnosis or 

purpose 
Prescribing 
Physician 

Time & frequency 
of administration 

Side effects Pill Count 
Leaving 
Placement 

Pill Count upon 
Arrival to New 
Placement 

 
 

       

 
 

       

 
 

       

 
 

       

 

______________________________________ ______________   __________________________________  ______________ 

Signature Caregiver Child is Moving from Date    Signature Caregiver Child is Moving to  Date  

_______________________________  ______________   __________________________________  ______________ 

Signature DCM/ Transporter   Date    Signature DCM/ Transporter   Date  

Caregiver:  I verify that the DCM spoke with me about the information on this form. I verify that I have received these medications, their instructions 

and that I clearly understand and read the dosage information on the medication bottle.  

Transporter: I have verified the Name of the Child on the medication, the quantity of each medication and entered the quantity in the form above. 
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