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	Medication Addendum
Page | 1        



	Person’s Name (First MI Last):      
	Record #:      
	Date of Admission:      

	Organization/Program Name:      
	DOB:      
	Gender:  FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female

 FORMCHECKBOX 
  Transgender


	Medication Information (Include All Non-Psych Meds/Prescription/ OTC/ Herbal)    FORMCHECKBOX 
 None Reported      

	Medication
	Rationale/ Condition
	Dosage / Route / Frequency
	Reported 

Side-effects 
	Adherence

WA = With Assistance
	Prescriber

	     
	     
	     
	     
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 WA
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 WA
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 WA
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 WA
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 WA
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 WA
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 WA
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 WA
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 WA
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 WA
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 WA
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 WA
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 WA
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 WA
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 WA
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 WA
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 WA
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 WA
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 WA
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 WA
	     

	Comments on Medications: (Include what medications have worked well previously, why person doesn’t take meds as prescribed and/or which one(s) the person would like to avoid taking in the future.):      



	Person’s Signature (Optional, if clinically appropriate)
     
	Date:
     
	Parent/Guardian Signature (If appropriate):
     
	Date:
     

	Clinician/Provider - Print Name/Credential:
     
	Date:
     
	Supervisor - Print Name/Credential (if needed):
     
	Date:
     

	Clinician/Provider Signature:
     
	Date:
     
	Supervisor Signature (if needed):
     
	Date:
     

	Psychiatrist/MD/DO (If required):
     
	Date:
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