Medication Review Form · Brown Bag Program











 Date:



Patient Name








 Sex:
M   F

Telephone Number







 Age:


Special counseling considerations









Reported Medicine Allergies










Please list ALL medications that you are currently taking (prescriptions, over-the-counter medications, other)

For Pharmacist Use

	
	Medicine #1
	Medicine #2
	Medicine #3
	Medicine #4
	Medicine #5

	Drug Name
	
	
	
	
	

	Dosage
	
	
	
	
	

	SIG on Label
	
	
	
	
	

	MD Name
	
	
	
	
	

	Exp. Date
	
	
	
	
	

	Reported Medical Problem
	
	
	
	
	

	How long taken?
	
	
	
	
	

	Still taken?
	Yes / No
	Yes / No
	Yes / No
	Yes / No
	Yes / No

	Date of last MD visit
	
	
	
	
	

	Patient knows purpose of drug
	Yes / No
	Yes / No
	Yes / No
	Yes / No
	Yes / No

	Compliance w/SIG
	Yes / No / Partial
	Yes / No / Partial
	Yes / No / Partial
	Yes / No / Partial
	Yes / No / Partial

	Side Effects?
	
	
	
	
	

	OTCs
	
	
	
	
	

	Improper Administration
	Yes / No
	Yes / No
	Yes / No
	Yes / No
	Yes / No

	Over/Under Use
	Yes / No
	Yes / No
	Yes / No
	Yes / No
	Yes / No

	Expired
	Yes / No
	Yes / No
	Yes / No
	Yes / No
	Yes / No

	Follow-Up Needed?
	Yes / No
	Yes / No
	Yes / No
	Yes / No
	Yes / No


