NEW MEDICINE INTERVENTION
	Name
	Address
	DOB/CHI


Start new medicine intervention
	Medicine Detail
	

	Instructions
	

	Service
	CMS/Other

	Indication
	


Initial Intervention

	Date of intervention………………………………….
Does the patient know why they have been prescribed the medicine?

Yes/No

Is there anything that the patient would like to know about the medicine and how it should work?

Yes/No

Is there anything else that the patient would like to know about the medicine?

Yes/No

	


Follow Up
	Scheduled date

	

	Intervention date


	

	Contact preference, ie face to face or telephone


	

	Time slot


	

	Has the patient started to take the medicine? 

Yes/No

Is the patient still taking the medicines according to the instructions? 

Yes/No

Has the patient missed any doses of the medicine or changed how they take it?

Yes/No

Is the patient having any problems with the medicine? 

Yes/No

Is there anything else that the patient would like to know about the medicine? 

Yes/No

Does the patient require another follow up intervention? 

Yes/No

Is this follow up intervention complete?

Yes/No

	


Date Intervention Complete………………………………………….
· Adhering

· Not Adhering

· Lost to intervention

