Pottstown Clinic Company L.L.C.

Medication History Notice:

Acknowledgement
Patient Name:___________________________________________

Date of Birth___________________________  

I, __________________________________, understand that my physician may need access to my medication history and may work in conjunction with my pharmacy in order to provide accurate medical treatment 

Patient Signature






Date

_____________________________________________________________

Personal Representative Signature



Date

For Office Use Only:

· Patient refused to sign

· Patient unable to sign due to communication/language barrier

· Patient unable to sign due to emergency situation

· Other (please explain)

_________________________________________________________________________________________________________________________________________________________________________________

___________________________________________________________

Office Representative Signature




Date






