Date of Review:
Pharmacist Name:
Doctor Name:

Outcome, if known,
Medication Use Issue Proposed Action Action by with dates
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Patient: Doctor:

O This is your copy; please retain it for your personal use. You may wish to [ This is your copy; please retain a copy in your patient’s notes

share it with other health care professionals. . . . .
O For information only - no action required

O Please make an appointment with your doctor to discuss within___ weeks
. ) [ Please review the actions proposed above
O Take this form to your next scheduled doctor appointment prop

O Follow actions agreed to above
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Howe Sound Pharmacy Ltd., #208-1100 Sunshine Coast Highway, Gibsons BC | 604.886.3365 | www.howesoundpharmacy.ca



