
PHARMACOLOGICAL MANAGEMENT - 90862 
 
 
Participant Name: __________________      Provider name: ________________________ 
Participant DCN: ___________________ 
Date of Visit:  ______________________     Location/Setting:________________________ 
Begin and End Time: ________________ 
 
Current Diagnosis (should be updated annually, at a minimum): _______________________ 
__________________________________________________________________________ 
 
Prescribed and/or Continued Medications:                    Dose/Frequency:  
 
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________ 
 
Current Symptoms: 
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________ 
 
Mental Status: 
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________ 
 
Response to treatment/Side Effects:  
__________________________________________________________________________
__________________________________________________________________________ 
__________________________________________________________________________ 
 
Medication Changes/Adjustments: 
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________ 
 
Labs/Tests done or pending: 
__________________________________________________________________________
__________________________________________________________________________ 
__________________________________________________________________________ 
 
Recommendations/Plan: 
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________ 

Provider Signature __________________________________    Date _________________ 
 


