
List all of the patient’s medications Prior to Admission including OTC and Herbal preparations.
	Date Recorded:
	
	
	
	
	  

	Medication Name

(Write Legibly)
	Dose
	Route
	Frequency
	Last Taken
	Continued on 

Admission?

Y or N
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	Nurse Comments:

	

	

	

	






Nurse Signature:


	Sources of Information (check all applicable):
	I have reviewed this list:

	(  Patient’s own medication list
	

	(  Patient/Family recall
	

	(  Pharmacy (name & phone):
	

	(  Physician’s list (name):
	Physician Signature

Date

	(  Prior hospital records (name facility)
	

	(  Other (specify):
	


Alternate Providers     (  No  (  Yes:  List__________________________________________________________















Cooley DICKINSON HOSPITAL


TEST FORM:  PREadmission Medication list verification 





Allergies:











