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	Balancing Test Form

	Seniors and People with Disabilities

Children with Developmental Disabilities
	



Dear Health Care Provider:
Because of the need to protect the interests of children and adults with developmental disabilities living in foster homes or group homes, the foster or group home provider is required, by their respective Oregon Administrative Rule, to have your signature on this form prior to the use of psychotropic medications.
	I understand that:

	1.
The provider(s) supporting 
	     
	in their


home is/are required to present me with a full and clear description of the behavior and symptoms of the condition to be treated by the psychotropic medication and information on any observed side effects.  If needed, the information requested may include the frequency, intensity, and circumstances around the symptoms.

2.
The federal Centers of Medicare and Medicaid (CMS) expect the judicious use of psychotropic medications in order to avoid chemical restraints. I have reviewed the information given me and believe the use of this medication is in the best interests of:
	     


	
	
	     
	

	Health Care Provider’s Signature
	
	Date

	

	     

	PRINTED Health Care Provider’s Name


THIS FORM IS VALID ONLY FOR ONE YEAR FROM THE DATE OF SIGNATURE.

IT MUST BE REVIEWED AND REDONE ANNUALLY.

DHS 4110 (3/05)
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