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Georgia Division of Family and Children Services (DFCS)
Authorization of Psychotropic Medication for Children in Foster Care


	PART A – To be completed by Physician prescribing the medication (PLEASE WRITE CLEARLY)


	Name of Physician
	Physician Contact Number

(       )
	Physician Email

	Name of the Child
	Child’s Date of Birth (Month, Day, Year)

	Reason for Request:     Continue Current Medication Only      New Medication       Other

                                       Notification of Emergency Use

	Allergies/Adverse Reactions:        NKDA

	DSM IV Diagnoses: Axis I
	Axis II
	Axis III

	
	
	

	Current psychotropic Medications, including PRN and Medications including dose, schedule and route:
	Current Non-Psychotropic Medications, including nutritional supplements.

	Was the child given unauthorized medications due to an emergency?

                                                                                 YES                            NO
	If yes, please explain the situation below and list all medications given to the child, as well all other interventions that were attempted.

	Explain here:

	RECOMMENDED MEDICATION
	DOSAGE
	ROUTE
	RANGE OF DOSAGE
	TARGETED SYMPTOMS
	DURATION

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Please attach a list of all potential side effects and/or adverse reactions for each medication listed above.

	Lab studies, Blood Work, per protocol or other follow up needed      Yes        No

       Lithium                EKG                              Other

                                                           VPA                         EEG

                                                           Tegretol                  CT/MRI

	Explain as needed:

	Please explain how the medications listed above interact with other medications the child takes:



	Please explain what alternate treatment options are available:

	Please explain what additional treatment will be used, i.e. individual counseling, group therapy, etc.


	By signing below, I certify that the above information is true to the best of my knowledge.

	Signature Of Physician
	Date (Month, Day, Year)


	PART B- To be completed by the DFCS local director or designee (CHECK ALL THAT APPLY)

	     By signing below, I give my consent for ________________________________________________________to take the medication(s) listed 

                                                                                                                               Name of Child

above as prescribed by his/her physician.

     By signing below, I do not give my consent for _________________________________________to take the medication(s) listed above as

                                                                                                                               Name of Child

prescribed by his/her physician.
Reason consent not given at this time  ______________________________________________________________________________________

__________________________________________________________________________________________________


	Signature of local DFCS County Director/Designee
	Date (Month, Day, Year)

	County
	DFCS Region
	Contact Number


**Parts A & B must be completed and signed before medication can be administered. **
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