Medication Assessment Tool

Date____________________ Client’s Name______________________________________________________________________ Age______________________

Marital Status__________________________________ Children____________________________ Occupation__________________________________________

Presenting Symptoms (Subjective & Objective) ___________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________

Diagnosis (DSM-IV-TR) Axis I_______ Axis II_________ Axis III__________ Axis IV____________ Axis V (GAF: Current//highest level [Past year]): _________
Current Vital Signs: Blood Pressure: Sitting_​_______/________ Standing________/________ Pulse__________ Respirations________________________________

Weight____________ BMI____________ Waist Circumference____________

FBS____________ HGB A1C____________ Cholesterol____________ HDL____________ LDL___________ Triglycerides_________________________________

CURRENT/PAST USE OF PRESCRIPTION DRUGS (Indicate with “c” or “p” beside name of drug whether current or past use):

Name

Dosage

How Long Used
Why Prescribed

By Whom

Side Effects/Results
______________
_______________
______________
_____________________
_______________
___________________________________

______________
_______________
______________
_____________________
_______________
___________________________________

CURRENT/PAST USE OF OVER-THE-COUNTER DRUGS (Indicate with “c” or “p” beside name of drug whether current or past use):

Name

Dosage

How Long Used
Why Prescribed

By Whom
 
Side Effects/Results
______________
_______________
______________
_____________________
_______________
___________________________________

______________
_______________
______________
_____________________
_______________
___________________________________

CURRENT/PAST USE OF STREET DRUGS, ALCOHOL, NICOTINE, AND/OR CAFFEINE (Indicate with “c” or “p” beside name of drug):

Name


Amount Used

How Often Used

When Last Used
Effects Produced
_____________________
___________________
_____________________
______________
___________________________________

_____________________
___________________
_____________________
______________
___________________________________

Any allergies to food or drugs? _____________________________________________________________________________________________________________

Any special diet considerations? ____________________________________________________________________________________________________________

Does client have (or ever had) any of the following (symptoms/diagnoses)? If yes, provide explanation.

	                                                                           Yes/No
	                                                                   Yes/No 
	                                                           Yes/No

	1.  Difficulty swallowing                              ___/___

2.  Delayed wound healing                           ___/___

3.  Constipation                                            ___/___

4.  Urination problems                                 ___/___

5.  Enlarged prostate                                    ___/___

6.  Recent change in elimination patterns    ___/___

7.  Weakness or tremors                              ___/___

8.  Seizures                                                  ___/___

9.  Headaches                                              ___/___

10.  Dizziness                                                ___/___

11.  High blood pressure                               ___/___

12.  Palpitations                                            ___/___/

	13.  Chest pain                                       ___/___

14.  Blood clots/pain in legs                  ___/___

15.  Fainting spells                                ___/___

16.  Swollen ankles/legs/hands             ___/___

17.  Asthma                                          ___/___

18.  Varicose veins                               ___/___

19.  Numbness/tingling (location?)      ___/___

20.  Ulcers                                            ___/___

21.  Nausea/vomiting                           ___/___

22.  Diarrhea                                        __/____

23.  Shortness of breath                        ___/___

24.  Sexual dysfunction                        ___/___
	25.  Lumps in breasts                      ___/___

26.  Blurred or double vision          ___/___
27.  Eye pain/halo around light       ___/___

28.  Myasthenia gravis                     ___/___
29.  Ringing in the ears                    ___/___

30.  Insomnia                                   ___/___

31.  Skin rashes                                ___/___

32.  Diabetes                                     ___/___

33.  Hepatitis (or other liver disease)___/___

34.  Kidney disease                           ___/___

35.  Glaucoma                                    ___/__

36.  Hypo/hyperthyroidism               ___/___

37.  Other _____________________ ___/___


Additional explanations/comments:

_______________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________

Is client pregnant or breastfeeding? _____________Date of last menses ____________________ 
Type of contraception used _______________________________________________________

Describe any restrictions/limitations that might interfere with medications prescribed. ______________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________

Prescription orders:






Client teaching related to medications prescribed:

Lab work or referrals prescribed:
Evaluator’s signature________________________________________________ Client’s signature________________________________________
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