
 
 

Medication Change Form 
 
 

Name of Individual:____________________________________ 
 
Physician Ordering Change:______________________________ _____by phone 
           _____in person 
 
Medication(s) Discontinued: 
Date/Time 

to D/C 
Medication Dosing Instructions 

   
   
   
 
New Orders: 
Date/Time 

to Start 
Medication Dosing Instructions 

   
   
   
 
Has the guardian consented to the change? _____Y   _____N  
How were they notified? _____________________       Date:_____________ 
 
If this is a psychotropic medication has NC been contacted? ______Y  _____N 
(Medication cannot start until approval is given) 
 
When was HRC approval given? ______________ 
 
 
_________________________________________  __________________ 
Employee Completing Form     Date 
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