1 Next Step in Care

Patient name;

Medication Management Form

Local pharmacy name:

Local pharmacy address:

Date of birth:

Pharmacy phone number:

Mail order company name:

Company phone number:

Name of Medication
Brand or Generic

Dosage
(mg. units,
puffs, drops)

When to
take it?
Times per day?
AM or PM?
With meals?

Why take it?

Start
Date

Stop
Date

Monitoring
Required
(e.g. lab test every
_ weeks)

Prescribed By

Side Effects /
Danger Signs

Over-the-Counter Medications (check all that your family member uses regularly)

%o Allergy relief, antihistamines

% Antacids

%o Aspirin/ other relief for pain,

headache, or fever

This electronic message transmission, including any attachments, contains information from Chaparral Physical Therapy, which may be confidential or privileged. The
information is intended for the use of the person listed above. If you are not the intended recipient, please be aware that any disclosure, copying, distributing or use of
the contents of the information is prohibited. If you have received this electronic transmission in error, please notify the sender immediately and destroy all electronics

% Cold/ cough medicines

% Diet pills

% Herbals, dietary supplements

%o Laxatives

%o Sleeping pills

% Vitamins, minerals

%o Other (list below)

and hard copies of the communication including the attachments. The PHI (Protected Health Information) contained in the fax is HIGHLY CONFIDENTIAL. It is
used only to aid in providing specific healthcare services to our patient(s). Any other use is a violation of Federal Law (HIPPAO) and will be reported.
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