DATE
PHYSICIAN NAME

ADDRESS

FAX #


RE:  PATIENT NAME

         DOB __________
Dear Dr. __________________________:

PATIENT NAME was seen as a patient in our Medication Management Service on ________________.  As a part of this service, the patient’s entire medication regimen, including OTC and herbal products, was comprehensively reviewed by a pharmacist.  The patient was provided guidance as to indication, appropriate use, and monitoring of their medication regimen.  An essential component to this service is our communication with you, the patient’s physician.  Below you will find a summary of our visit as well as some drug therapy suggestions you may consider at the patient’s next follow-up visit with you.

Patient Summary:

SUBJECTIVE INFORMATION FROM THE PATIENT INCLUDING REASON FOR VISIT/DISCUSSION WITH YOU
Objective Data: (obtained today’s visit)
INCLUDE ANY OBJECTIVE DATA (HOME BLOOD PRESSURE READINGS, HOME BLOOD GLUCOSE, COMPLIANCE AS EVIDENCED BY REFILL RECORDS, ETC)
Assessment and considerations:

EACH MEDICAITON-RELATED PROBLEM SHOULD BE LISTED SEPARATELY WITH SUGGESTIONS PROVIDED TO THE PATIENT AND POTENTIAL ACTIONS FOR THE PHYSICIAN TO CONSIDER.  AN EXAMPLE IS PROVIDED BELOW:

1. Hypertension (PROBLEM):  Pt’s BP is not at goal (ASSESSMENT) of < 140/90 (GOAL) on current maximized single dose therapy, indicating need for additional drug therapy (DRUG THERAPY PROBLEM).  Consideration should be given to addition of 2nd antihypertensive agent at this time to improve BP control (PLAN).

2. Hypoglycemia (PROBLEM):  Pt is experiencing frequent episodes of hypoglycemia, indicating loss of BG control (ASSESSMENT), related to non-compliance with meal time insulin (DRUG T HERAPY PROBLEM).  Pt has been taking meal time insulin 3 hours after eating resulting in BG < 70, and one incident requiring emergency assistance.  Pt is educated on appropriate timing of meal time insulin, instructed to continue to monitor BG at home as directed, and report low BG to MD immediately (PLAN , part 1).  Consideration should be given to decreasing insulin requirements if hypoglycemia continues.  (PLAN, Part 2).

Follow-up:

PATIENT NAME is scheduled for an appointment with you on:   DATE
A follow-up pharmacist appointment is scheduled for:  DATE
Thank you for your consideration of these findings.  Please contact me at PHARMACY PHONE if you would wish to further discuss today’s appointment or provide any additional information that may assist you in caring for your patient.  
Sincerely,

STUDENT PHARMACIST NAME
CONTACT INFORMATION

PHARMACIST NAME

CONTACT INFORMATION


