
GBMC HEALTHCARE 
6701 North Charles Street 
Baltimore, MD 21204 

OUTPATIENT HOME MEDICATION RECONCILIATION FORM 
 
Patient home medication recorded on admission: 
Documented by:  ____________________________ 
Date:  _______________Time: _______________ 
 
MEDICATION / HERBAL / VITAMINS / CONTRAST / OVER THE COUNTER 
NAME                       DOSE                             REASON                                  LAST TAKEN               
 
 
 
 

 
 
 
 
 
 
 
 
 
Allergy or Adverse Reactions                                       TYPE              SEVERITY    DATE 
 
 
 
 
___________________________________________________________________________________ 
Reviewed by Attending of Record or Designee: 
 
On Admission____________________________________Date/Time__________________________ 
 
Change in level of Care _____________________________ Date/Time_________________________ 
 
On Discharge______________________________________Date/Time_________________________ 
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