
Patient Details

Name: _____________________________________ DOB: ____ /____ /______

Address: ____________________________________ Date: ____ /____ /______

Medical History: ____________________________________________________________

Allergies/Sensitivities/Contraindications: ________________________________________

Dosage Directions Indication Physician

25 mg 1 tab by mouth daily Blood pressure Dr. A. Smith

I, ______________________________,  have reviewed the Care Plan and/or recommendations with the Intern Pharmacist and Patient.

Pharmacist Name: ___________________________________ Organization: _____________________________________________

Intern Name: _______________________________________ Event: ___________________________________________________

Date: ____ /____ /______ Contact Number: _____ - _____ - _____

Care Plan/ Recommendations □  Doctor referral □ No referral

Medication Review Form

Medication

Sample

Notes

Take in the morning

Immunizations

□ Influenza

□ Hepatitis A

□ Hepatitis B

□ MMR

□ Meningococcal

□ Pneumococcal

□ Polio

□ Tdap

□ Zoster
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Dosage Directions Indication Physician

25 mg 1 tab by mouth daily Blood pressure Dr. A. Smith

Care Plan/ Recommendations continued from previous page

Medication Notes

Sample Take in the morning

Medication Review Form
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