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MEDICATION RECONCILIATION 
 

 

Name:  _________________________________________________________  Date of Birth:  ____________________________  

 

1. No Known Drug Allergies   � 

2. If you do have known drug allergies, please list the medications below along with known reactions/side effects: 

 

Medication Name Side Effect/Reaction 

 

 

 

  

 

 

 

 

 

 

 

3. Do you have a latex allergy or sensitivity?   Yes  �     No  � 

4. Do you have an allergy to iodine or radiocontrast agents?   Yes  �    No  � 

 

Home and Current Medications 

(Prescriptions, Over-the-Counter, Patches, Inhalers, Eye Drops, 

Vitamins, Herbal Supplements) 

Record of Changes in Home Medications 

(STAFF USE ONLY) 

Drug Name Last Taken 

Date/Time 

Medication 

Discontinued 

Medication  

Addition 

  Date: Date: 

  Date: Date: 

  Date: Date: 

  Date: Date: 

  Date: Date: 

  Date: Date: 

  Date: Date: 

  Date: Date: 

  Date: Date: 

  Date: Date: 

  Date: Date: 

  Date: Date: 

  Date: Date: 

  Date: Date: 

  Date: Date: 

  Date: Date: 

 

 

Patient Signature: _____________________________________________           Date: ___________________________________________ 

 

 

M.D. Signature: ______________________________________________           Date: ___________________________________________ 
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MEDICATION RECONCILIATION CHANGES 
 

Name: ____________________________________________________   Date of Birth: ______________________________________ 

 

Date of Visit: ____________________________________________ 

Have there been any changes in your medications since your last visit?  No �  Yes  �  If yes, please list the changes below: 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

Changes made to medications on this date of service?  No �    Yes  �  If yes, please list the changes below: 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

M.D. Signature: ___________________________________________________  Date: __________________________________ 

Date of Visit: ____________________________________________ 

Have there been any changes in your medications since your last visit?  No �  Yes  �  If yes, please list the changes below: 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

Changes made to medications on this date of service?  No �    Yes  �  If yes, please list the changes below: 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

M.D. Signature: ___________________________________________________  Date: __________________________________ 

Date of Visit: ____________________________________________ 

Have there been any changes in your medications since your last visit?  No �  Yes  �  If yes, please list the changes below: 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

Changes made to medications on this date of service?  No �    Yes  �  If yes, please list the changes below: 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

M.D. Signature: ___________________________________________________  Date: __________________________________ 

Date of Visit: ____________________________________________ 

Have there been any changes in your medications since your last visit?  No �  Yes  �  If yes, please list the changes below: 

______________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________ 

Changes made to medications on this date of service?  No �    Yes  �  If yes, please list the changes below: 

______________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________ 

M.D. Signature: ___________________________________________________  Date: __________________________________ 

 


