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                                                  INTEGRATED HEALTH NURSE MONITORING NOTE
CONSUMER NAME:                                                 CASE #:________   
DATE OF VISIT:___________   
Reason for Monitoring

 FORMCHECKBOX 
  Initiation of new anti-psychotic medication 
 FORMCHECKBOX 
  Currently taking anti-psychotic medication 
 FORMCHECKBOX 
  Other Medication:

 FORMCHECKBOX 
 Antidepressant  

 FORMCHECKBOX 
 Stimulants


 FORMCHECKBOX 
 Mood Stabilizer (anti-convulsants)


 FORMCHECKBOX 
 Lithium


 FORMCHECKBOX 
 Other:  _________________________________

Date of last monitoring visit:  _____________

Protocol frequency of this visit:
 FORMCHECKBOX 
 One time:  Date ___________

 FORMCHECKBOX 
 4-6 weeks
 FORMCHECKBOX 
 8-12 weeks
 FORMCHECKBOX 
 Each medication review

 FORMCHECKBOX 
 Quarterly

 FORMCHECKBOX 
 Six Months


 FORMCHECKBOX 
 Other:  _______________________________________________
Results:
 FORMCHECKBOX 
 BMI _____________
 FORMCHECKBOX 
 Waist Circumference ____________
 FORMCHECKBOX 
 Pulse ___________
 FORMCHECKBOX 
 Blood Pressure  _______________
Additional Notes:  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________


_________________________

Signature of Nurse Completing Assessment




Date
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