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	Individualized Action Plan: Psychopharmacology
Page | 2        



	Person’s Name (First MI Last):      
	Record #:      
	Date of Admission:      

	Organization/Program Name:      
	DOB:      
	Gender:  FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female


   FORMCHECKBOX 
  Transgender


	Start Date:

     
	Target Completion Date:

     
	Adjusted Target Date:                                  

Reason for adjustment:        

	Desired Outcomes in Person’s Served Words:      
                     

	State Goal below in Collaboration with the Person Served as identified in the:  FORMCHECKBOX 
 Psychiatric Evaluation and/or  FORMCHECKBOX 
 Comp. Assessment
Clinician and Person Served will:

 FORMCHECKBOX 
 1. develop a collaborative plan to maximize recovery and life satisfaction for the person served.

 FORMCHECKBOX 
 2. collaborative work to develop a medication regimen that is effective in reducing signs and symptoms while limiting side effects, including impact of co-morbid medical conditions. 
 FORMCHECKBOX 
 3. work to together to foster maximal self-management of issues of concern.
 FORMCHECKBOX 
 4. work together to ensure that the person served fully understands the risks and benefits and alternatives to all treatments offered.
 FORMCHECKBOX 
 6. work together to establish chemical dependence recovery that leads to improved physical and mental health.   
 FORMCHECKBOX 
 7. Other:        

 FORMCHECKBOX 
 8. Other:        

 FORMCHECKBOX 
 9. Other:        



	Objectives: 

The Person Served will:
 FORMCHECKBOX 
 1. report a sense of effective partnership with the clinician in achieving shared goals.
 FORMCHECKBOX 
 2. report a sense of being well understood, respected and treated like a full partner in care by the clinician.
 FORMCHECKBOX 
 3. report that the clinician is responsive, available and effective when problems arise in treatment.
 FORMCHECKBOX 
 4. report improved or improving satisfaction with respect to the difficulties with which the person began services.
 FORMCHECKBOX 
 5. understand and manage other lifestyle activities that may increase symptoms or medication side effects, e.g., substance use, caffeine, weight control, other diet, etc.

 FORMCHECKBOX 
 6. have his/her mental status improve or remain the same

	
	 FORMCHECKBOX 
 7. have current signs and symptoms reduced through the use of appropriate psychiatric medications. 

 FORMCHECKBOX 
 8. report being fully informed about the risks, benefits and alternatives for all treatments. 

 FORMCHECKBOX 
 9. be able to list medications, uses, and benefits.

 FORMCHECKBOX 
 10. take medications as prescribed with assistance as needed.  

 FORMCHECKBOX 
 11. assist medical staff in monitoring side effects through appropriate lab work, monitoring of vital signs, and direct observation/reporting.
 FORMCHECKBOX 
 12. Other:       
 FORMCHECKBOX 
 13. Other:       
 FORMCHECKBOX 
 14. Other:       

	Person’s Strengths and Skills and How They Will be Used to Meet Goals:      


	Therapeutic Intervention Methods
	Provider
	Frequency
	Duration

	 FORMCHECKBOX 
 Collaborative Medication Management
	 FORMCHECKBOX 
 MD/DO   FORMCHECKBOX 
APN   
	 FORMCHECKBOX 
 Weekly      FORMCHECKBOX 
 Other (list):      
 FORMCHECKBOX 
 Monthly

 FORMCHECKBOX 
 Quarterly 
	 FORMCHECKBOX 
1 Month      

 FORMCHECKBOX 
 3 Months   

 FORMCHECKBOX 
 6 Months   
	 FORMCHECKBOX 
 9 Months

 FORMCHECKBOX 
1 Year 

 FORMCHECKBOX 
Other:     

	 FORMCHECKBOX 
 Collaborative Medication Education / Symptom /Illness Management
	 FORMCHECKBOX 
 MD/DO   FORMCHECKBOX 
APN     FORMCHECKBOX 
 RN        

 FORMCHECKBOX 
 Other (list):      
	 FORMCHECKBOX 
 Weekly      FORMCHECKBOX 
 Other (list):      
 FORMCHECKBOX 
 Monthly

 FORMCHECKBOX 
 Quarterly 
	 FORMCHECKBOX 
1 Month      

 FORMCHECKBOX 
 3 Months   

 FORMCHECKBOX 
 6 Months   
	 FORMCHECKBOX 
 9 Months

 FORMCHECKBOX 
1 Year 

 FORMCHECKBOX 
Other:     

	 FORMCHECKBOX 
 Counseling/coaching with respect to goals and objectives


	 FORMCHECKBOX 
 MD/DO   FORMCHECKBOX 
APN    FORMCHECKBOX 
 RN        

 FORMCHECKBOX 
 Other (list):      
	 FORMCHECKBOX 
 Weekly      FORMCHECKBOX 
 Other (list):      
 FORMCHECKBOX 
 Monthly

 FORMCHECKBOX 
 Quarterly
	 FORMCHECKBOX 
1 Month      

 FORMCHECKBOX 
 3 Months   

 FORMCHECKBOX 
 6 Months   
	 FORMCHECKBOX 
 9 Months

 FORMCHECKBOX 
1 Year 

 FORMCHECKBOX 
Other:     

	 FORMCHECKBOX 
 Injections
	 FORMCHECKBOX 
 MD/DO   FORMCHECKBOX 
APN     FORMCHECKBOX 
 RN        

 FORMCHECKBOX 
 Other (list):      
	 FORMCHECKBOX 
 Weekly      FORMCHECKBOX 
 Other (list):      
 FORMCHECKBOX 
 Monthly

 FORMCHECKBOX 
 Quarterly 
	 FORMCHECKBOX 
1 Month      

 FORMCHECKBOX 
 3 Months   

 FORMCHECKBOX 
 6 Months   
	 FORMCHECKBOX 
 9 Months

 FORMCHECKBOX 
1 Year 

 FORMCHECKBOX 
Other:     

	 FORMCHECKBOX 
 Physical Assessment (Vital signs, AIMS, weight, etc).  
	 FORMCHECKBOX 
 MD/DO   FORMCHECKBOX 
APN   FORMCHECKBOX 
 RN                  FORMCHECKBOX 
 Other (list):      
	 FORMCHECKBOX 
 Weekly      FORMCHECKBOX 
 Other (list):      
 FORMCHECKBOX 
 Monthly

 FORMCHECKBOX 
 Quarterly 
	 FORMCHECKBOX 
1 Month      

 FORMCHECKBOX 
 3 Months   

 FORMCHECKBOX 
 6 Months   
	 FORMCHECKBOX 
 9 Months

 FORMCHECKBOX 
1 Year 

 FORMCHECKBOX 
Other:     

	 FORMCHECKBOX 
 Coordination of care
	 FORMCHECKBOX 
 MD/DO   FORMCHECKBOX 
APN     FORMCHECKBOX 
 RN              FORMCHECKBOX 
 Other (list):      
	 FORMCHECKBOX 
 Weekly      FORMCHECKBOX 
 Other (list):      
 FORMCHECKBOX 
 Monthly

 FORMCHECKBOX 
 Quarterly 
	 FORMCHECKBOX 
1 Month      

 FORMCHECKBOX 
 3 Months   

 FORMCHECKBOX 
 6 Months   
	 FORMCHECKBOX 
 9 Months

 FORMCHECKBOX 
1 Year 

 FORMCHECKBOX 
Other:     

	 FORMCHECKBOX 
 Other:     
	 FORMCHECKBOX 
 MD/DO   FORMCHECKBOX 
APN    FORMCHECKBOX 
 RN                  FORMCHECKBOX 
 Other (list):      
	 FORMCHECKBOX 
 Weekly      FORMCHECKBOX 
 Other (list):      
 FORMCHECKBOX 
 Monthly

 FORMCHECKBOX 
 Quarterly
	 FORMCHECKBOX 
1 Month      

 FORMCHECKBOX 
 3 Months   

 FORMCHECKBOX 
 6 Months   
	 FORMCHECKBOX 
 9 Months

 FORMCHECKBOX 
1 Year 

 FORMCHECKBOX 
Other:     


	Person’s Name (First     MI     Last):                        
	Record #:      


	Referrals/Additional Evaluations    FORMCHECKBOX 
 None required
 FORMCHECKBOX 
 Physical Assessment   FORMCHECKBOX 
 Substance Abuse Assessment    FORMCHECKBOX 
Neurological Consult    FORMCHECKBOX 
 Psych Testing    FORMCHECKBOX 
 Neuropsych Testing   

 FORMCHECKBOX 
Nutritional/Dietician    FORMCHECKBOX 
Other (list):       

	Explained rationale, benefits, risks, and treatment alternatives to/for the Person Served?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No  


	Transition/Level of Care Change/Discharge Plan
	 Anticipated Date:      

	 Criteria - How will the provider/person served/parent/guardian know that level of care change is warranted?
 (check all that apply):  

   FORMCHECKBOX 
 Services covered by this plan are no longer medically necessary. 

   FORMCHECKBOX 
 Other:      

	Person Served / Guardian

Response


	 FORMCHECKBOX 
 Person Served:     FORMCHECKBOX 
Understands Information    FORMCHECKBOX 
Does not Understand      FORMCHECKBOX 
Agrees with Medication     FORMCHECKBOX 
Refuses Medication

 FORMCHECKBOX 
 Guardian:     FORMCHECKBOX 
Understands Information      FORMCHECKBOX 
Does not Understand      FORMCHECKBOX 
Agrees with Medication     FORMCHECKBOX 
Refuses Medication

Comments:      

	If the Person Served refuses plan, describe plan for continuation of services:         

	The Person Served received a copy of the IAP?  FORMCHECKBOX 
Yes     FORMCHECKBOX 
No (explain):      


	Person’s Signature (Optional, if clinically appropriate)     
	Date:
     
	Parent/Guardian Signature (If appropriate):
     
	Date:
     

	Psychiatrist/MD/DO, APN - Print Name/Credential:
     
	Date:
     
	Psychiatrist/MD/DO, APN Signature (if needed):
     
	Date:
     

	
	
	Next Appointment:

Date:         Time:          FORMCHECKBOX 
 am        FORMCHECKBOX 
  pm


 Revision Date: 4-30-13       
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