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                                                  INTEGRATED HEALTH NURSE MONITORING REQUEST
CONSUMER NAME:                                                 CASE #:________   
DATE OF REQUEST:___________   
 FORMCHECKBOX 
  Initiation of new anti-psychotic medication – follow protocol

 FORMCHECKBOX 
  Currently taking anti-psychotic medication – monitor protocol areas each med review

 FORMCHECKBOX 
  Other Medication:

 FORMCHECKBOX 
 Antidepressant  

 FORMCHECKBOX 
 Stimulants


 FORMCHECKBOX 
 Mood Stabilizer (anti-convulsants)


 FORMCHECKBOX 
 Lithium


 FORMCHECKBOX 
 Other:  _________________________________

            Please monitor (check all that apply):
 FORMCHECKBOX 
 BMI 
 FORMCHECKBOX 
 Waist Circumference 
 FORMCHECKBOX 
 Pulse 
 FORMCHECKBOX 
 Blood Pressure
Frequency:

 FORMCHECKBOX 
 One time:  Date ___________

 FORMCHECKBOX 
 4-6 weeks

 FORMCHECKBOX 
 Each medication review

 FORMCHECKBOX 
 Quarterly

 FORMCHECKBOX 
 Six Months

 FORMCHECKBOX 
 Other:  _______________________________________________

Additional Notes:  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________


_________________________

Signature of Physician requesting






Date

**When requesting lab work, please use the LifeWays lab request form.
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