
	[image: image1.png]


Adherence 

Assessment Tool

	


	1. What is your goal with Medication Therapy?

	2. Do you have a medication schedule?


	( Yes

( No
	If Yes, what is it?

	3. Are you sticking to your schedule?
	( Yes

( No
	If No, why not?

	4. What would help you stick to your schedule?
	( Written
( Alarm
( Watch
( PhoneCall
	

	5. Do you know your diet restrictions with each medication?
	( Yes

( No
	

	6. What do you consider a light snack?

	7. Are you experiencing bowel elimination or stomach problems?
	( Yes

( No
	If Yes, what kind?

	8. Have you been experiencing fatigue?
	( Yes

( No
	

	9. Do you have loss of appetite?
	( Yes

( No
	

	10. Are you having difficulty swallowing?
	( Yes

( No
	

	11. Any problems with dry mouth?
	( Yes

( No
	

	12. Any changes in taste?
	( Yes

( No
	

	13. Any sores in your mouth?
	( Yes

( No
	

	14. Any transportation problems?
	( Yes

( No
	

	15. What helps you to remember to take your medication?

	16. Do you exercise?
	( Yes

( No
	If Yes, how often?

	17. Do you use alcohol?
	

	
( Yes

	What kind?

	
( No

	How much?

	

	How often?

	18. Do you use recreational or over the counter drugs?

	
( Yes
	What kind?

	
( No

	How much?

	

	How often?

	19. Do you smoke?

	
( Yes

	What kind?

	
( No

	How much?

	

	How often?

	20. May we have your consent for home visits?
	( Yes

( No
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Patient Signature
Date

Patient ID


Last Name:__________________ First Name:________________





I.D.#____________________________ DOB:_________________
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