Department of Families, Seniors,
Disability Services and Child Safety

Clarification of Purpose of Medication (COPM)
(PRN or Fixed Dose)

Person’s Name Date of Birth

Address

Under the Disability Services Act 2006, some medications could be considered Chemical Restraint. Please consider the following extracts from the
relevant Acts and clarify the purpose of all medications prescribed for the adult on the form below.

The Disability Services Act 2006, Part 6, section 145 The Mental Health Act 2016, section 10
Meaning of Chemical Restraint Meaning of mental illness
(1) Chemical restraint, of an adult with an intellectual or cognitive disability, means the use of (1) Mental illness is a condition characterised by a
medication for the primary purpose of controlling the adult’s behaviour in response to the adult's clinically significant disturbance of thought, mood,

perception or memory
(2) However, a person must not be considered to have a
mental illness merely because-

behaviour that causes harm to the adult or others.
(2) However, the following are not chemical restraint —

(a) us?ng med?cat?on for the proper treatm(?nt ofa dia.gnosed mentgl illness or physical cc.)r]dition; (h) the person has an intellectual disability
(b) using medication, for example, a sedative, prescribed by a medical practitioner to facilitate or (3) Subsection (2) does not prevent a person mentioned
enable the adult to receive a single instance of health care under the GAA. in the subsection above having a mental illness
(3) To remove any doubt, it is declared that an intellectual or cognitive disability is not a physical (4) A decision that a person has a mental illness must be
condition; made in accordance with internationally accepted

(4) In this section — medical standards.

diagnosed, for a mental iliness or physical condition, means a doctor confirms the adult has the
illness or condition.
mental illness see the Mental Health Act 2016, section 10.
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Reason for Medication (Please tick ¢ medication i d for th
applicable — one box per row only) If medication is used for the
Proper Proper Primary proper treatment of a diagnosed
Name of Fixed Dose mental illness or physical
Medication DEsE | RO | A EE or PRN treatment of | treatment of | - purpose of condition, please specify the
a ?I‘lagnosed afllagnosed “CONTROLLIN,G name of the mental illness or
MENTA,L, PHYSICAL” THE PERSOI\LS physical condition.
ILLNESS CONDITION BEHAVIOUR
[] [] []
[] [] []
[] [] []
[] [] []
[] [] []
[] [] []
[] [] []
Date of last medication review Dl Of. T sche_duled
medication review

Practice Stamp (or practice details, including provider number)
Doctor’s signature:

Doctor’s name:

Date:




