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myCare Start Pharmacist to Physician Feedback Form: Feedback form to be completed by pharmacists upon completion of the two myCare Start consultations and sent to physicians or optionally after consultation one if there are issues that require the prescribing physician’s attention.
	Date:

	Name of prescribing physician:

	Patient Name:
Patient Date of Birth (DD/MM/YY):
	New medication(s):

	Assessment of adherence
	☐  No adherence difficulties
☐  Adherence difficulties
☐  Treatment not yet initiated 

	Patient experiencing side effects
	☐ Yes. Description and recommendations: _________________________
☐  No
☐ Unknown 

	Contraindications, interactions or duplications present (see medication list):
	☐  Yes. Description and recommendations: _________________________
☐  No
☐  Unknown

	Follow up by physician required
	☐  Yes. To be discussed: ___________________________________________
☐  No

	Topics discussed during the myCare Start consultation at the pharmacy
	Understanding my medication
☐ Motivation for treatment
☐ Self-management skills
☐ Symptoms and impacts on my body
☐  Other: _________________________________________________________________________________

	Other important information/recommendations or actions taken
	__________________________________________________________________________________________________________________________________________________________________________________

	☐ Medication list attached, including known over the counter items

	Name of Pharmacist:   _________________________________________________              
	Phone number:             __________________________________________________

	Name of Pharmacy: ____________________________________________________
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