PREPLANNING REPORT 

FOR PSYCHIATRIC FOLLOWUP

Consumer Name: ____________________________________ Date Completed: ____________________

Psychiatrist: ________________________________________ Next Appointment: __________________

INSTRUCTIONS:  A Preplanning Report must be completed by the Program Director and turned in to the Quality Manager a minimum of 5 days prior to the Preplanning Meeting. The information on this report will be compiled and reviewed by the Preplanning Team, who will make recommendations to the treating psychiatrist based on the data. The Quality Manager will maintain an ongoing record of Preplanning results and any medication changes  on the Medication/Intervention Review Form. 
1. List any psychotropic medication changes since the last medication review. Give reason and date of change.

_______________________________________________________________________________________________

__________________________________________________________________________________

2. Describe any intervention changes since last medication review and date of initiation.

_________________________________________________________________________________________________

_________________________________________________________________________________________________

3. List monthly totals for each Targeted Behavior for the past 3 months.

	Behavior
	Month  _______
	Month ________
	Month  ________

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


4. List any unusual behaviors or incidents during the past 3 months that were not tracked. Specify the behavior and date of occurrence. Were there any precipitating factors identified?

____________________________________________________________________________________


____________________________________________________________________________________

5. Identify any current medical concerns (surgeries, illnesses, injuries, etc.)

____________________________________________________________________________________

____________________________________________________________________________________

6. List any Labs or Diagnostic Tests pertaining to Psychiatric Medications (blood levels, EKG’s, blood sugars, etc.)

____________________________________________________________________________________

____________________________________________________________________________________

PAL/gs
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PREPLANNING REPORT 

FOR PSYCHIATRIC FOLLOW UP

Consumer Name: _______________________________________ Date: ________________________

7. Describe any recent changes in Sleep Patterns. If a change has occurred, a Sleep Pattern Flow Sheet should be completed daily and copies provided at Preplanning.

____________________________________________________________________________________

8. Identify any changes in recent eating habits. List specific weight loss or gain and time frame.

____________________________________________________________________________________

____________________________________________________________________________________

9. List any input from Day Service Provider or Employer.

____________________________________________________________________________________

____________________________________________________________________________________

10. List any input from the Family/Guardian/Advocate.

____________________________________________________________________________________

____________________________________________________________________________________

11. List observations from Support Staff.

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________


12. Recommendations:

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Person Completing Report: ______________________________________________________________

Date sent to Quality: ________________________ Date received by Quality: _______________________

PAL/gs


                                                                                                                                                   Page 1, Side 2

