	

	Medical Record No.:
	Health Insurance No.:

	
	Surname:
	First Name:	

	
	Date of Birth:  	( 	)
	Gender:

	
	Admission Date:
	Room No.:

	
	Attending Physician:


MEDICATION DISCHARGE PLAN
	Reason for admission:
	Refer to the discharge summary.

	Primary diagnosis and other active diagnoses:
	Refer to the discharge summary.

	Medical history:
	Refer to the discharge summary.


Refer to the discharge summary. 
(Complete if necessary, for example: antibiotic treatments, intravenous iron, history of failed treatment attempts.)
Medication received and/or completed during hospitalization:
Refer to the medication reconciliation.
Indications and reasons for medication changes (addition, discontinuation, dose or dosage change, specific treatment duration):
(Examples: individual responsible for medication administration, tablets must be split/crushed, self-medication trial during hospitalization, potential factors that may influence adherence (e.g., cognitive or visual impairment).)
Medication management, administration and adherence to drug therapy:




	Health issue(s)
	Analysis and recommendation(s)

	(Health issue and associated medication(s))
(Medication history if applicable)
	SOA: (Specify therapeutic goals when relevant)

	
	P:	(Target the involved professional when relevant)

	(Health issue and associated medication(s))
(Medication history if applicable)
	SOA: (Specify therapeutic goals when relevant)

	
	P:	(Target the involved professional when relevant)

	(Health issue and associated medication(s))
(Medication history if applicable)
	SOA: (Specify therapeutic goals when relevant)

	
	P:	(Target the involved professional when relevant)
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Medical Record No.:	Surname:	First Name:(Examples: severity of cirrhosis according to the Child-Pugh classification, relevant laboratory tests/medical imaging, QTc interval, patient education provided, spoken language (when relevant).)
Additional relevant information:
(Suggested content: summarize in layman’s terms the points deemed relevant (e.g., certain medication changes that occurred during hospitalization, certain pharmacological recommendations).)
Key points about the medication for the patient or caregiver:



	Contact information:

	Contact person:	, (Relationship to the patient)
	Contact information:

	Family physician or SNP*:
	Contact information:


*SNP: Specialized Nurse Practitioner

	Prepared by:

	Surname and first name (in block letters):
	License No.:

	Job title:
	

	Signature:
	Date:

	Contact information:
	


[image: ] The patient or caregiver consents to the transmission of this document and the discharge summary to the community pharmacy and other professional(s) deemed relevant.
This document is complementary to the medication reconciliation (if available) and the discharge summary (if available). Refer to these documents for more information.
Patient or caregiver
Other:
Community pharmacist
Family physician or SNP Specialist physician:
Administrative use – List of recipients
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