
JAF/jaf 10/14/05 Z: administrative docs/psychotropic meds.doc 

DOCTOR’S MONTHLY JUSTIFICATION 

FOR PSYCHOTROPIC MEDICATIONS 

 

Child’s Name:____________________________   Physician’s Name: ____________________________ 

 

 

Medication Physician 

signature 

Date Dosage Court 

approval 

yes/no 

Next 

appt. 

Anticipated results 

       

       

       

       

       

       

*Must be signed and completed by prescribing physician each month that minor is on psychotropic medications 


