
Original File Copy - Duplicate PatientQB8776A (REV 5/17) 

ALLERGIES / ADVERSE ALLERGIC DRUG REACTIONS Label
(Note symptoms exhibited)

Medications:                                                                              

Other:                                                                                        INITIAL VISIT DATE:                                                          

Breast Center - Medication Reconciliation Form
Current Medications from home - includes prescribed, over the counter or herbal medications, and supplements

Source of Information:  □ Patient     □ Other                                          (*See comments . . . as some meds may have a prolonged effect)

Patient Name:                                                                         

Date of Birth:                                                                          

Medical Record #:                                                                   

                                                                                                                     
Signature of person completing form/relationship to patient        Initial Visit Date

                                                                                                                     
Signature of RN reviewing initial medication list Date/Time

S - Sample (See sample book for details) O - Prescribed by another physician

Rx - New prescription U - Unknown at this time -
Pt. requested to bring in meds

*PE - Prolonged effect next visit
(greater than 72 hours)

Copy given to patient   [   ] Yes     [   ] NA     [   ] Refused

INITIAL VISIT:
MEDICATION NAME DOSE FREQUENCY/

ROUTE
D/C 

DATE DATE FOLLOW UP VISITS:
MEDICATION NAME DOSE FREQUENCY/

ROUTE COMMENT D/C
DATE

After Today’s Procedure: Use
acetaminophen (Tylenol) for pain if
necessary. Tylenol 325mg tablets
by mouth.

Take 1 tablet every 4-6 hours for
mild pain.

Take 2 tablets every 4-6 hours for
moderate pain.

Do not take more than 8 tablets in
24 hours.

□ None


