
Patient’s Name: _______________________     DOB:  _________  MSSP # : _______________    
  
Subject: Potential Medication-Related Problem Observed   
  
Dear Dr. _____________________________ ,   
  
Your patient is a client of the ______________________, a social service program designed to 
provide case management to the frail elderly.  As part of its services a   comprehensive 
medication review is provided for each client, including review by a clinical   pharmacist, with 
the goal of identifying clients at potential risk for medication-related problems. Attached to this 
checklist is a current medication list including prescribing physician and other assessment 
information collected in the patient’s home. This review identifies the following potential 
medication-related problem(s): 
 
      Possible Therapeutic Duplication:                    1st Med __________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 
 
 
 

  

       2nd Med __________________________ 

     NSAID:    _______________________________use with the following risk factors:  
  
              Age ≥ 80 yrs:    

            Use of anticoagulant/antithrombolytic/antiplatelet): 

            Current use of oral corticosteroid:     ______________________________. 

 
      Cardiac: 
  
             Suboptimally Controlled Blood Pressure (SBP≥160, DBP>90 mmHg): 

             BP:                             __________          mmHg measured on:   _________________. 

             Low Systolic BP @   __________          mmHg measured on:   _________________. 

             Orthostasis:        1st BP _________ (seated/supine) measured on ________________. 
  2nd BP _________ (standing/seated) measured at same visit, 5         

minutes later . 
   Pertinent med(s):  _______________________________________. 

                
             Slow Pulse:          Pulse: _________   measured on ___________________________.          

Pertinent med(s):  _______________________________________. 
 

      Fall on (date) _________________  Possibly related med: _________________________. 
  
  
  
  
  
  
  
  
          Injuries sustained:________________________________________. 



      Uncharacteristic Confusion/Behavior: ________________________________________. 
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                                          Related med/dose: ________________________________________. 

hould you have any questions or comments, please contact me at: 
phone) ____________________________ or (email)  _________________________________ 

hank you for your attention to these potential problems. 

________________________________, Pharmacist                     Date ____________________ 

lease complete form and fax back to ________________with your recommendation(s) or 
omments: 

 
Physician Response/Comments 

 
______ I have noted the potential medication issue and will follow-up with the patient; 

______ Please have the patient schedule an appointment with my office; 

______ I do not believe an issue exists and the patient’s treatment will remain the same; 

______ Other:  ________________________________________________________________  
_____________________________________________________________________________
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 

_________________________________, MD Signature                              Date ____________ 

_________________________________, MD 
                       Print Name 

atient’s Name: ___________________________  DOB:__________    MSSP #: ____________ 


