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[bookmark: _Toc56502140][bookmark: _Toc59617680]Purpose of medication clarification form – example only

	General information
	Required information

	Names of medication (brand and chemical names)
	 Enter text.
	Dose
	 Enter text.
	Route
	 Enter text.
	Frequency
	 Enter text.
	PRN or Routine (please select)
If PRN, please describe conditions or circumstances of medication administration.
	Choose an item.

 Enter text.

	Primary purpose of medication: Check Option A or Option B below. Choose only one option.

	Option A (please tick): ☐
Primary purpose of this medication is for the treatment of, or to enable treatment of, a diagnosed mental disorder, a physical illness or a physical condition.


	 Enter text.
	Option B (please tick): ☐
Primary purpose is to influence/manage behaviour.

	 Enter text.


	Potential side effects 
Any anticipated positive and negative effects of the medication on the person.
	 Enter text.


	Reduction and Elimination planning
What Information/data can be collected to support safely reducing and eliminating the use of this medication over time.
	 Enter text.


	Date of next medical review
	Click or tap to enter a date.
	Prescribing Doctor’s name
	 Enter text.

	Specialty
	 Enter text.

	Contact details
	 Enter text.
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