
PARTNERSHIP FOR HEALTH - MEDICATION ADHERENCE

MEDICATION SCHEDULE 
Patient Name: Provider Name: 

Contact Information:

Date Medication How many 
times a day?

How many pills 
each time?

What time(s)  
of day? How will I remember? Special instructions?

PATIENT NOTES
My next appointment:

How I am feeling between visits: 

Questions I have: 

Reason for any missed doses:

This publication was supported by Cooperative Agreement PS19-1904 from the Centers for Disease Control and Prevention.
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