

SCRUTINY OF FORM T2 or T3
NAME:




SECTION:                     


 SECTION EXPIRY DATE:                          
TREATMENT EXPIRY DATE:

	STANDARDS
	CONSULTANT


	MHA Admin
	MODERN

MATRON

	CONFIRM THE PATIENT’S CONSENT OR LACK OF CONSENT DOCUMENTED IN CLINICAL RECORD/ SILVERLINK

** NOTE TO ALL – THIS IS A CQC REQUIREMENT
	Y / N
	
	Y / N

	DATE 3 MONTH  RULE APPLIES      
	Due Date:

	CONFIRM A COPY OF THE INDIVIDUAL PRESCRIPTION CHART   IS ATTACHED TO THIS FORM               
	
	Y / N / NA
	

	DO THE DRUG REGIMES ON TREATMENT FORM AND DRUG KARDEX MATCH
	Y / N
	
	Y / N

	CONFIRM THE T2 or T3 IS WRITTEN LEGIBLY
	
	Y / N
	

	DOES THE T2 or T3 SPECIFY BNF CATEGORIES
	Y / N
	
	Y / N

	DOES THE T2 or T3  SPECIFY METHODS OF ADMINISTRATION FOR PRESCRIBED DRUGS
	Y / N
	
	Y / N

	DOES THE T2 or T3 GIVE THE DOSE  RANGE OF THE  DRUGS

**MAXIMUM DOSE MUST BE STATED – CoP Chapter 25
	Y / N / NA
	
	Y / N / NA

	WHERE THE DOSE GOES ABOVE BNF LIMITS, THE APPROPRIATE HIGH DOSE FORM SHOULD BE   

COMPLETED – IS THIS APPLICABLE
	Y / N
	
	Y / N

	WHEN BNF CATERGORY 4.2.1 IS INCLUDED ON FORM T2/T3 IT MUST STATE IF CLOZAPINE IS INCLUDED/EXCLUDED

PLEASE CONFIRM EITHER YES / NO OR NA (NOT APPLICABLE)
	Y / N / NA
	
	Y / N / NA

	DOES THE T2 or T3 INDICATE A TIMEFRAME FOR THE DRUG TO BE ADMINISTERED?

 ** NOTE FOR MHA ADMIN,  if yes the expiry date must be entered onto the Consent to Treatment Expiry Spreadsheet  
	Y / N
	Y / N
	Y / N

	HAS THIS PATIENTS CARE BEEN TRANSFERRED TO A DIFFERENT RC SINCE THE LAST CONSENT FORM? 

** NOTE FOR MHA ADMIN, if yes a new form T2 must be completed
	Y / N / NA
	Y / N / NA
	Y / N / NA

	IS THE RC DISCUSSION RE THE MEDICATION FOLLOWING THE SOADS VISIT ATTACHED TO THIS FORM
	
	Y / N
	

	IS THE SOAD CONSULTEE  (X2) PAPERWORK FOLLOWING THE SOADS VISIT ATTACHED TO THIS FORM
	
	Y / N / NA
	


SCRUTINISED BY…………………………………………………………………………………….  
Date………………………….. 
MENTAL HEALTH ACT ADMINISTRATOR
SCRUTINISED BY……………………………………………………………………………………..  
Date………………………….
MODERN MATRON
SCRUTINISED BY……………………………………………………………………………………..  
Date………………………….
MEMBER OF MEDICAL STAFF
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