ONCOLOGY OUTPATIENT CLINIC

HOME MEDICATION RECONCILIATION FORM
In addition to your prescription medications, please remember to include any vitamins, over-the-counter medications, and/or herbal preparations that you take on a regular basis.


                  



















             For clinic use only
	NAME OF MEDICATION
	DOSAGE
	FREQUENCY

	WHAT ARE YOU TAKING THIS FOR?
	DATE STARTED
	LAST DOSE TAKEN 
	cont
	d/c
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	PATIENT MEDICATION RECORD
Patient safety is our primary objective.
Please complete this booklet and bring it with you on your first visit to the Oncology Clinic.

Completing and maintaining an accurate medication record is one way in which we can improve patient safety.

NAME_________________________
Date of Birth __________________________
Health Card Number___________________  


	INSURANCE INFORMATION   □ None
         1.Name of Insurance Provider ________________________

Group Number ___________________________________
  
Certificate/ID Number _____________________________
            Name of Cardholder _______________________________
            Relationship to You  ________________________________
           How much do you have to pay: 
              for a prescription (copay)? ___________________________              

              each year (yearly deductible)? ________________________
            *If you have more than one drug plan, please fill in below: 
           2.Name of Insurance Provider __________________________

Group Number _____________________________________
  
Certificate/ID Number________________________________

Name of Cardholder _________________________________

Relationship to You __________________________________
How much do you have to pay: 
  for a prescription (copay)? ____________________________

  each year (yearly deductible)? ________________________ 

Is there anything else we may need to know about your insurance (lifetime maximum, annual cap)? 
_____________________________________________________
	
	DRUG ALLERGY INFORMATION

   □ NO KNOWN DRUG ALLERGIES
Where possible, please provide the following information about your medication allergies:
DRUG:

TYPE OF REACTION:

DATE OF REACTION:

DRUG:

TYPE OF REACTION:

DATE OF REACTION:

DRUG:

TYPE OF REACTION:

DATE OF REACTION:

DRUG:

TYPE OF REACTION:

DATE OF REACTION:



	This booklet will serve as the foundation of your medication record.  To assist you in completing the information, schedule an appointment with your community pharmacist to review your prescriptions and provide you with an up to date list of the medications you are currently taking.  All patients with an Ontario Health Card who are taking 3 or more medications are eligible for MedsCheck and we highly encourage you to make use of this invaluable service.  
HOME PHARMACY INFORMATION

Pharmacy ___________________________

Address _____________________________

 Phone # _____________________________

 Fax # ________________________________ 
 Pharmacist ___________________________

For more information on the MedsCheck program, please visit
www.medscheck.ca

	
	Thank you for taking the time to complete this booklet.

Your cooperation in this process will help us provide you with the best possible care.
______________________________________________
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______________________________________________
Outpatient Oncology Pharmacy

905-684-7271 x43814

Monday – Friday

8am – 4pm













Medication History Reconciled By: __________________________________________Date: ___________________________ _________________________Date:__________________________








