1 Next Stepin Care  Formulariopara elcontrol delamedicacion

Nombredelpaciente: Fechadenacimiento:

Nombredelafarmacialocal: Teléfonodelafarmacia;

Direccidéndelafarmacialocal:
Nombredelacompafiadeventapostal: Teléfonodelacompafiia:

Control
Dosis(mg,unid ¢Cuandotomarla? requerido(p
ades, ¢Cantidaddevecesal orejemplo: )
Nombred_eja dosisdelinhalad dia?¢,Porlamafianao Fecha examende Efectossecundari
medicacion: or, porlatarde?¢Conlascom (Porquét de Fechade laboratoriocada os/
marcaogenérica gotas) idas? omarla? inicio finalizacién semanas) Recetadopor signosdepeligro
Medicacionessinrecetamédica(marquetodaslasquesufamiliarutiliceregularmente)
%o Aliviodealergias,antihistaminico % Medicina paraelresfrio/tos %o Laxantes %o Otros(escribaabajo):
% Antiacidos %0 Pastillasparaadelgazar %o Pastillasparadormir
% Aspirina/otrosparaaliviodeldolor, %0 Hierbas,suplementosdietarios %0 Vitaminas,minerales

doloresdecabezaofiebre
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 a ny 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 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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