KEARNEY COUNTY HEALTH SERVICES




MEDICATION HISTORY / ORDER FORM

727 East First Street, Minden, NE 68959






ADMISSION PAGE

Admission Date __________________

Patient Name ___________________________________________      Hosp #.___________      Provider _________________________________________
  Allergies:






___NA

    This form is to be used when admitting a patient in order to document a 










   
    complete medication history of home medications

  








   



       Key Points
  Nature of reactions:






   * Use NO Prohibited Abbreviations
       * Place in Practitioner Order Section of Chart










   * If amending an entry, draw line through it, initial it, and rewrite correctly on another line
NEW MEDICATIONS OR MEDICATION CHANGES SHOULD BE WRITTEN ON ADMISSION ORDER FORM

















   Admitting Provider


















    check Appropriate

	Medication, include all meds, OTC, Herbal
	Dose/Route
	Schedule
	Reason for taking
	Last Dose
	Continue
	Do not give

	 
	 
	 
	 
	 
	
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 


_____________________________________________________________________________________       Date / Time ______________________________


Admitting Practitioner Signature 

Reviewed and Transcribed by: _____________________________________________________________      Date / Time ______________________________





Nurse Signature


Source of Medication History (check all used)



          ___Unable to obtain patient medication information

__Patient medication list/card

__Primary care physician list



     Reason:

__Patient / family recall

__Transfer Sheet

__Med Admin record from facility



__Pharmacy (name) ______________________________________________________




Other: _________________________________________________________________



