Source of Medication List (Check all that apply):

O Patient medication list 0O Primary care physician list
O Patient/Family recall O Previous discharge paperwork
O Pharmacy [0 Medication Administration Record from facility
O Other:
LIST ALL OF THE PATIENT’S MEDICATIONS INCLUDING OTC (Over The Counter) AND HERBAL MEDICATIONS
Circle One: Admission Transfer Discharge
These Columns Completed by RN These Columns Completed by MD
Continued after
e Admission / Transfer /
Medication Name Dose Frequency Last Dose + If no, explain
(Write Legibly) (Date/Time) Discharge? p
Medications taken prior to
admission / transfer / discharge Yes No
Nurse Name (Print): MD Name (Print):
Nurse Signature: MD Signature:
Date/Time: Date/Time:
Addressograph
Patient Name:
DOB: Sex:
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