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CLINICAL SERVICES


















MEDICATION THERAPY MANAGEMENT DOCUMENTATION FORM
Name: _______________________________

Patient phone #___________________
Date of Birth: __________________________  
MD/PCP:________________________
 
Medication Allergies / Reactions:________________________________________________

_________________________________________________________

Chronic Medications (Rx and OTC):
	Medication Name / Strength
	Sig:
	Last fill date:
	Prescribed by:

	1.
	
	
	

	2.
	
	
	

	3.
	
	
	

	4.
	
	
	

	5.
	
	
	

	6.
	
	
	

	7.
	
	
	

	8.
	
	
	

	9.
	
	
	

	10.
	
	
	

	11.
	
	
	

	12.
	
	
	

	13.
	
	
	

	14.
	
	
	

	15.
	
	
	

	16.
	
	
	

	17.
	
	
	

	18.
	
	
	

	19.
	
	
	

	20.
	
	
	

	21.
	
	
	


PATIENT NAME ____________________________________ Patient DOB_______________
Objective:

	Weight
	

	Blood Pressure
	

	A1c
	(____/____/____)

	Blood Glucose 
	Fasting / Non-fasting

	Lipid Panel
	TC_________ TG________ LDL________ HDL_______   (____/____/____)

	Vaccines
	( Influenza (date________)    ( Pneumococcal (date_______)



MTM Assessment:

· Duplicate therapy

_____________________________________________________________________________________________________________________________________________________________________________________________

· Cost-saving alternatives 
_____________________________________________________________________________________________________________________________________________________________________________________________

· Drug-drug, drug-disease, or drug-food interactions

_____________________________________________________________________________________________________________________________________________________________________________________________

· Adverse drug events

_____________________________________________________________________________________________________________________________________________________________________________________________

· Non-adherence 

_____________________________________________________________________________________________________________________________________________________________________________________________

· Potentially Inappropriate Therapy 

_____________________________________________________________________________________________________________________________________________________________________________________________
PATIENT NAME ____________________________________ Patient DOB_______________
	ASSESSMENT/GOALS

	_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	PLAN

	1. ____________________________________________________________________________
2. ____________________________________________________________________________
3. ____________________________________________________________________________
4. ____________________________________________________________________________
5. ____________________________________________________________________________

6. ____________________________________________________________________________

7. ____________________________________________________________________________

	Follow-up visit scheduled:
(  Yes_______________________

( No

Length of visit:    ( 15 minutes        ( 30 minutes        ( 60 minutes        ( 90 minutes     ( 120 minutes


Recommendations from Pharmacist to Prescriber:

PATIENT NAME ____________________________________ Patient DOB_______________
	Recommendations
	MD Response 

	
	Accept
	Reject
	Comments, including strength and dosing instructions for any new medications

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


____________________________      ________________     ___________________________
MD/Prescriber Signature*                                  Date                                     MD Name Printed
Please indicate whether you ACCEPT or REJECT recommendations in space provided above.
 Physician acceptance of above recommendations will serve as a written prescription for orders.
If you have accepted recommendation, please fax back THIS PAGE ONLY to 
_______________________________
Thank you.






