	PLAN OF NURSING SERVICE

PSYCHOLOGICAL DISORDER(S)
NAME:       
DOB:      


	Home
	     

	Start Date
	     
	Revision  Date
	     

	Condition
	Adjustment, Schizoaffective, PTDS, Schizophrenia, Psychotic, Panic, ODD, OCD, Depression, Bipolar, ADD, Antisocial, Borderline Personality, Conduct, Explosive and Mood Disorders

	RN Signature
	     
	Date
	     

	Condition Resolved
	     
	Date
	     

	All staff at time of initial training must read and sign the back of this form.

	INFORMATION / INSTRUCTIONS: 

1. If medications are ordered, administer them according to the directions of the physician.
2. Observe, report, and record any adverse side effects to the medications as indicated on Medication Specific Information Sheet to RN.
3. Read and follow behavior plan.

4. Provide safe and secure environment.

5. Complete blood work as ordered.

6. Monitor and report to RN a weight loss or gain of 5 pounds, loss of appetite, OR a steady weight gain.

7. Call RN/BTT for changes in pattern of behavior.

8. If       threatens to hurt self or others or attempts a suicidal act, DO NOT LEAVE ALONE – CALL 911.

9. Additional instructions for this individual (if any):       
IF ANY EVENT OCCURS THAT CAUSES CONCERN FOR THE INDIVIDUAL’S WELL-BEING IMMEDIATELY NOTIFY THE RN!!

IF ANY EVENT OCCURS THAT MAY REPRESENT A THREAT TO THE INDIVIDUAL’S HEALTH/WELL-BEING, ACTIVATE THE EMERGENCY MEDICAL SERVICES BY CALLING 911



