[bookmark: _GoBack]Medication Reconciliation THC Audit Form

Medical Record Number:  ____________________

Date of Discharge:  ____________________

	Form Component
	Information Completed
	Comments

	Allergies/Reacton
	
	


	Name of Pharmacy
	
	


	Vaccinations
	
	


	Medications Listed or no medications box checked
	
	

	In Hospital section completed
	
	

	At Discharge section completed
	
	

	Insulin injections
	
	


	Information Obtained
	
	


	Medication disposition
	
	


	New Medications @ Discharge
	
	

	Physician signature date/time #1
	
	

	Physician signature date/time #2
	
	

	Form has a patient label
	
	






Date of Audit:  ____________________
03/18/2013

