







( Genotype Date ---------          (Phenotype Date ---------








Complaints of general effects or side effects? ________________________________________________________________________


When missed last dose? _____________________________________	(Not missed	(Not taking	(Not on ARV


On average how many doses do you miss per week? __________________________________________________________________


Reason for missed doses?_________________________________________________________________________________________





ARV Regimen Start Date: _____________     


AZT __________    ( Combivir 1 bid	( NFV 1250 mg bid	MVI________________


3TC __________     ( Trizivir 1 bid	RTV ______________	Diflucan ___________


ddI ___________     ( TDF 300 mg qd	SQV ______________	Bactrim ____________


d4T __________      ( EFV 600 mg hs	IDV  ______________	Zithromax __________


ddC __________      ( DLV 400 mg tid	APV ______________	Dapsone ____________


ABC _________      NVP ____________	LPV/RTV__________	Daraprim ___________


( FTC 200 mg qd    ( T-20 90MG bid	ATV ______________	Leukovorin __________


______________      ________________      FosAPV____________    __________________ 





Previous ARV:	


       ( None	         ( NFV


( AZT	( Combivir    ( RTV


( 3TC	( Trizivir       ( SQV


( ddI	( TDF            ( IDV


( d4T	( NVP           ( APV


( ddC	( DLV           ( LPV


( ABC	( EFV           ( ATV


( FTC	( T-20      ( FosAPV





VL: ________  Date: _________  VL: __________  Date: __________


CD4: _______  Date: _________  CD4:_________   Date: __________


CholTot_____    TG _____    LDL _____    HDL ____    Date: _______


Other Labs _______________________________________________





( Patient verbalizes understanding of all instructions


( Medication schedule prepared	( Medication schedule reviewed


( Given pill box      ( Has pill box or refuses	( ALF


( Discusses/reviewed ADR’s


( Discussed/reviewed goals of therapy (VL/CD4)


( Discussed/reviewed importance of adherence (resistance)





Pharmacy______________________	Ph#______________


FOLLOW-UP


Appointment duration: __________________


Patient will follow-up Date: ______________	Time: _______________  





________________________________________________________________


Pharmacist Signature





PHARMACY MEDICATION CONSULTATION PROGRESS NOTE





INTERVENTIONS


( Recommend regimen	( Med +/-  food		( Refill pillbox


( Side effects		( Drug interaction	( Lab ordered


( Change interval	( Refill obtained		( Other med +/-


( Change dose		( Change dosage form	( Other


( Clarified VL/CD4	( Remove old meds	______________


( OI proph +/-		( Rdg/Lang barrier	______________





Name: _______________________________


MR#: ________________________________


Medical insurance ______________________











Phone # ______________________________





ASSESS/PLAN:_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


________________________________________________________________________________________________________________


________________________________________________________________________________________________________________


________________________________________________________________________________________________________





OBJECTIVE:  ALLERGY________________


 Ht ________	Wt _________	CrCl _____________








    ( First Time Visit	( New Regimen	     ( With Medications


    ( Follow-up Visit	( Same Regimen     (Without Medications





CC:________________________________________________________________________________________


PMHX: _________________________________________________________________________________                HIV/AIDS?


Opportunistic Infections: (PCP   (TE   (MAC   (TB   (CMV   (Candida   (Toxo IgG(   ( RPR(Date____    (FTA ABS(


Hepatitis Panel:_________________________________________________________________________________________________


Social HX: __________________________________________________________________________________





ADHERENCE ASSESSMENT:


Knowledge of medication scheduling (correct doses, times) ___________________________________________________________


Basic knowledge of VL/CD4 (meaning of values, goals) ______________________________________________________________


Help at home with medications? _____________  Whom? _________________________     Person here today with patient? _______





Date: ____________     DOB: __________     Sex: _____     


Race: __________     Risk: _______________     








