ADMISSION

MEDICATION RECONCILIATION/PHYSICIAN ORDER FORM
DATE AND TIME: ______________________________

ALLERGIES: ​​​​​​​​​​​​​​​____________________________________________________________________________________________
Pregnancy/Lactation: __________________________________________________________________________________

HEIGHT: ​​​​_______ft. _________in.

WEIGHT: ___________lbs. ___________oz.
	Home Med. Dose/Route/Frequency/Time

(Include Herbal/OTC/Vitamins)
	Reason


	Last Dose Taken

(“?’” If unknown)
	Continue
same 
med.
	Discontinue
 Medication
	Changes

(record changes in dose, route, frequency, or time)

	Patient takes no medications
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


PHYSICIAN SIGNATURE:







RN SIGNATURE:

DATE & TIME:









DATE & TIME:
 Original to: Patient Record
Copy to Pharmacy (DO NOT SEND UNTIL PHYSICIAN HAS SIGNED)

