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Pre-op home medication list

Please include all prescription drugs, herbal product, dietary supplement and over-the-counter medication use. 
	Weight _________ kg
Allergies__________________

Renal dosing required? Yes No Unknown

     If yes, est CrCl ____ml/min/1.73m2
Hepatic dosing required? Yes No Unknown

	Addressograph Stamp

Patient name _______________________
Patient MRN   ______________________
Date _________     Time _____



	Source of information (see code)
	Drug (generic name preferred)
	Dose
	Route
	Frequency (PRN must include reason)
	Dose in mg/kg/day, mEq/kg/dose, etc.
	Dose

within acceptable range
	If dose was questionable, how was it verified?  Called pharmacy, examined bottle, etc.
	FLOOR USE

Reconciled against admission orders
	FLOOR USE

Initials

	Example:  
B
	Drug A
	20 mg
	PO
	BID
	4 mg/kg/day
	

	
	Present
	Omitted on purpose
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	Comments:



	RN/RPh/MD Signature _______________________Credentials________  Time ____________




Source code:
A = parent report

B = prescription bottle/receipt
C = CDV
D = Pharmnet

Children's Hospital Boston





This form is intended for use in the Medication Reconciliation Pilot project occurring in the pre-op clinic and on 10NW.  Other areas may disregard.
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