Stage 1 Medication Review

1. Can the patient tell you what medical conditions they have or have had?
Please circle                                                  Yes                                No

2. Can the patient tell you the names of the medication that they take for the condition(s) and how they take them?
Please circle                                                   Yes                               No

3. Does the patient ever forget or choose not to take their medication?
Please circle 			             Yes                               No

4. Does the patient know what to do if they miss a doe of their medication?
Please circle                                                   Yes                              No

5. Does the patient experience any side effects from their medication?
Please circle                                                  Yes                                No

6. Can the patient tell you what is important to them in terms of managing their medicines?
Please circle                                                  Yes                                 No

7. Does the patient have regular blood tests/check-up/reviews?
Please circle                                                  Yes                                 No

                                                  Is the patient suitable for serial prescribing?
                                                                    Yes                                  No
