Psychiatric Appointment Review Sheet
Client Name :    _______________________ Date: _______________
Support staff attending: 
Documentation REQUIRED at every appointment, if applicable:
· Medication record (MAR sheets)   

 
· PRN medication records 

· Behaviour tracking: ABC sheets or 5 W’s              

 
· Graphs (tracking behaviours, sleep, bowel movements, menstruation, etc)


Health Review:
Has there been any change in medication since the last consultation? If so, explain:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

If yes, describe any behavioral changes since the medication changed: 
________________________________________________________________________________________________________________________________________________________________________________________________________________________

Any changes/concerns in health status that may be impacting mental status/behaviour?  Check all that apply:
bowels


⁪

activity level
⁪

appetite
⁪

seizures

⁪

mood

⁪

fatigue

⁪

sleep


⁪

toileting
⁪

pain

⁪
sexuality
 
⁪

menses

⁪

weight

⁪

smoking

⁪

hearing

⁪

vision

⁪

caffeine use

⁪

gait, movement and physical mobility  ⁪
Please describe: 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Medical investigations or tests, or visits to a specialist since last consultation:

________________________________________________________________________
________________________________________________________________________

Target Behaviours: 
Update on any issues that were to be monitored from last appointment.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Data: 
Include number of incidents (↑ or ↓ or no change) compared with last observation period.  
· Note any patterns that staff members have observed, eg. time of day.  
· Were any interventions tried? If so, please describe:
· What worked? ____________________________________________ 
· What did not? ____________________________________________  
PRN Medication:
Summarize use over time since last appointment (or provide MAR sheet):
________________________________________________________________________________________________________________________________________________
Is the PRN medication effective?      Yes           No     (Circle one and describe the effect.)
Environment: Identify any changes since last consultation: social, routines, staffing, etc. 

Home:
Day Program: 

Other:

Signature of agency representative: _____________________________
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