
This form must be completed and signed by the prescribing physician. Read JV-219-INFO, Infor~notiorr About 
Psjbchotropic Mudication Forms, for more information about the required forms and the application process. 

@ Informat~on about the child (name): 

Date of birth: Current height: Current weight: 

Prescribing Physician's 
Statement-Attachment 

@ Type of request: 

Case Number: 

V 

3. An initial request to administer psychotropic medication to this child 
b. A request to continue psychotropic medication the child is currently taking 

@ This applica~ion is made during an emergency rimation. The emergency circumstances requiring the temporary 
administratron of psychotropic medication pendmg the court's decisron on this application are: 

@ Prescribing physician: 
a. Name: License number: 
b. Address: 
c- Phone numbers: 

d. Medical specialty of prescribing physician: 
Childhdolescent psychiatry General ps y c h i a p  Family practicelGP Pediatrics 

@ This request is based on a face-to-face clinical evaluation of the child by: 
a. the prescribing physician on (date): 

b. other (provide nnme, prqfessio~rcrl status, ond date qf evalualionj: 

@ Information about child provided to the prescribing physician by (check oll ~har apphg: 
I7 child caregiver Oi teacher social worker probation officer parent 

records (specfi9: 
El other ( ,~pec# ,~:  

@ Describe thc child's symptoms, including duration as well as the child's response to any current psycho!rupic 
medication. 1 f the child is  not currently taking psychotropic medication, describe treatment alternatives to the 
proposed administration of psychotropic medication that have been tried with the child in the last six months. 
If no alternatives have been tried, explain the reasons for not doing so. 
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Case Number: 

. - 

@ Diagnoses from Diagnostic and Sforisricol Mnnuoi of &f~n,ol D~sorders, Fo'uurtlr Edition (DSM-IV) 
@ro vid~jirli A.xis I c~nd Axis I1 diagnoses: inclusion of numeric codes is optional): 

Child's name: I 

@ Therapeutic services, other than medication, in which the child will participate during the next six months 
(check rtll rhor npplv; include fieqzrency for groicp therapy and itldividsml shernpy): 

I 

3. Group therapy: b. Individual therapy: 

c *  a Milieu therapy (explain}: 

d. Other modality /erplnin): 

@ a. Relevant medical history iducribe sp~ef i inp  sign 8ca11t medical conditions, nll current nonpqrhotropic 
medicnrions, date of last pliysical ewminatiorl, and any recent abnermaI iahoro to~  resul~s): 

b. Relevant laboratory tests pcrforrned or ordered (oprionnl i+furmnrion; provide $required by locnl courl rule): 
kidney funct~on liver function thyroid hnction UA a glucose lipid panel 

1 CBC 'O EKG pregnancy med~cation blood levels /specifv): 

other i'.~pec~fi.): 

@ Mandatory Information Attached: Significant side effects, warningdcontraindications, drug interactions 
(incfrsding those with continuing psychotropic medication and all nonpsychotropic medication currently taken by 
the child), and withdrawal symptoms for each recommended medication are included in the attached material. 

@ a. The child was told in an age-appropriate manner about the recommended medications, the antic~pvted 
bcncfits, the possible side effects and that a request to the court for permission to begin and/or continue 
the medication will be made and that he or she may oppose the request. The child's response was 

agreeable other (explnirr): 

b. The child has not bee11 informed of this request the recommended medications, their anticipated benefits. 
and their possible adverse reactions because: 
(1) the child is too young, 

(2) the dlild lacks the capacity to provlde a response (q ln i t r ) :  

13) other (explain): 

0 The child's present caregiver was infonned of this request, the reconmended medications, the anticipated 
benefits, and tbe possible advase reactions. The caregiver's response was n agreeable Q other (expjain): 

@ Additional information regarding medication treatment plan: 
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Child's name: 

,blcdicfltioiolr rlan!c {gcncric or h r o ~ d )  I Reuson for sfoppir~g 

@ List all psychotropic medications currently administered that you propose to continue and all psychotropic 
medications you propose to begin administering. Mark each psychotropic niedicafion as New p) or 
Continuing (C). Administration schedule i s  optional Information; provide if required by local court rule. 

17 L~s t  the psychotropic medications that you know were taken by the child in the past and the reason or reasons these O \\ere stopped if the reasons are known to you. 

ilfcd~catron rranir (gen~rlr  or brand) and 
g nrpronls I R ~ ~ P I P ~  hy PRCII mcd~catinn f 
anticQated hcrlcfi! to cl~lkd 

Type or print name of prescribing p/?.v~icion 

llediruri~ln name (generic or brand} 
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or 
N 

Md: 

Targets" 
I 

.\led: 

Tar_rets. 

Xld 

Tsrgcts- 

Reason for stopping 

r~re l  
m ~ / d ~ y  

Tlearmmr 

dur*tion* 

Mcd: 

Tarpcts 

L4c.J: 

Targcls: 

Adntin~~rraIlon sclred~~le (nptlonal) 
Initial and target schedule for neu med~cafion 
Currcnl schcdule for cont~nu~ng rncdlcatlon 
Provide mgldose and # of doscs!day 
If PRN, promde conditions and parameters for usc 

I 

*,I ~r~l /o~' i :~rmtt  m ~dntitri.~ier rhe ntedicatlon 1s l i m i t l  ro this trme Jinte  or s rr months from the dote /he order ZJ ihved, n,lriuhever uccrr rsJrxt. 

@ List all psychotropic medications currently administered that will be stopped if this application is granted. 
I 



Application Regarding 
Psychotropic Medication 

Attach a completed and signed JV-220(A), Prescribing Plr~.sician's 
Stnternenf-A~taclir~~eni, with all its attachments, must be attached to this 
form before 12 is filed with the court. Read JV-219-INFO. Itfinnnlion Abotit 
Ps~ehotropic Medicntior~ Fornu, for more information about the required 
fonns and the application process. 

@ Information about where the child lives: 
a. The child lives with a relative in a foster home 

with a nonrelative extended family member 
in a regular group home in a level 12-1 4 group home 
at a juvenile camp at a juvenile ranch 

other (~pecifi):  

b. If applicable, name of facility where child lives: 

c. Contact information for responsible adult where child lives: 

( I )  Name: 
(2) Phone: 

@ Information about the child's current location: 
a. The child remains at the location identified in @ 
b. The child is currently staying in: 

ourt of California, County of 

~ 
L I 
Fill in chtlds name and date of brrlh 

Child's Name: 

I Date of Birth: 
I I 
Clerk frNs ~n case number when form is filed. 

Case Number: I 
( 1 ) a psychiatric hospital (name): 
(2) a juvenile hall (,tame): 

( 3 )  other (speclfjl}: 

@ Ch*ldls social worker probation oliicer 
a. Name: 

b. Address: 
c. Phone: Fax: 

@ Number of pager anaclled: 

Date: 

jr,pe or print nnrae ofpcrson compl.ting (Iris form Signature 

n Child welfare services staff (sign above) 

Probation department staff (sign n b w y  

Medical office staff (sign ohove) 

Caregiver (sign above) 

Prescribing physician (sign on pnge 3 of JV-220(A)) 
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