MEDICATION MONITORING FORM
Child’s Name _____________________________________
Date ___________________

Child’s Doctor ____________________________
Form Completed By __________________

1. What dose (dosage and frequency) have you been regularly giving to this child over the past month?

2. Have you noticed any of the following side effects recently?

Loss of appetite/weight



Rashes

Insomnia





Dizziness

Irritability in late morning of late afternoon

Dark circles under eyes

Unusual crying




Fearfulness

Tics or nervous habits




Social withdrawal

Headache/stomachache



Drowsiness

Sadness





Anxiety

3. If so, please describe how often and when the side effects occurred.

4. Have you spoken with the child’s teacher recently? How is the child performing in class?

5. Did your child complain about taking the medication or avoid its use?

6. Have there been problems in giving the child medication at school?

7.  Does the drug seem to be helping the child as much now as it did previously?


If not, what seems to have changed?


8.  When was your child last examined by the doctor? (If more than six months, schedule the child for a doctor’s visit and exam).
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