Date: [Insert Date]

Patient Name: [Insert Patient Name]
Date of Birth: [Insert DOB]

Patient ID: [Insert ID Number]

To: [Insert Recipient Name/Primary Care Provider]
Clinic/Facility: [Insert Clinic Name]

Subject: Medication Management Consultation Summary
Dear [Insert Provider Name],
I conducted a medication management consultation with the above-named patient on [Insert
Date]. The purpose of this visit was to review the patient's current medication regimen, assess
adherence, and identify any drug-related problems or potential interactions.
Current Medications Reviewed:

e [Drug Name, Dosage, Frequency]

e [Drug Name, Dosage, Frequency]

e [Drug Name, Dosage, Frequency]

Clinical Observations and Assessment:

[Insert brief summary of patient's response to therapy, reported side effects, or compliance
issues. ]

Changes and Recommendations:

[Insert specific changes made, such as dosage adjustments, discontinued medications, or new
prescriptions. ]

Follow-Up Plan:

The patient is scheduled for a follow-up appointment on [Insert Date]. Please monitor for [Insert
specific lab values or symptoms].

Sincerely,
[Your Name/Signature]

[Your Title/Credentials]
[Contact Information]



