WASE

PATIENT MEDICATION RECONCILIATION FORM

(3 No Medications
Allergies: 3 NKA Allergies:

Medications on

Discharge

Medication Dose

Last Dose
Route Frequency Date/Time

O No changes in Home
Medication required. Continue

taking Home Medications as

previously directed by your
other physicians.

O Make the following changes

to your Home Medications.
Continue all other medications

as previously directed by your

physician:

See Additional Written Instruction:

Physician Signature:

Date:

Check All That Apply

Source of Medicine List:

Patient Medication List

Patient/Family Recall

Pharmacy

Primary Care Physician

Surgeon

Meds brought in

Other

| understand that | am to take the medications listed above upon my discharge
from the center. | acknowledge that | have been told to contact the physicians who
ordered any medications that | was taking before coming to the center to confirm if
I should remain on those medications. The medication list has been reviewed with,
and a copy given, to me or my representative.

Patient Signature: Date:

RN Signature: Date:




