	Appendix Three:  Follow-up Documentation




XXX Pharmacy Logo
FOLLOW-UP DOCUMENTATION
_____________________________________

Patient Name
Follow-up E-mail or Phone Call
Date: ______________




Date antibiotic therapy initiated: ____________________
Current Symptoms:



(  Symptoms resolved

(  Sore throat


(  Difficulty swallowing


(  Malaise


(  Nausea & Vomiting

(  Abdominal Pain
· Temperature

(  Other 


(  Headache
Are symptoms worse or are they improving? ________________________________________________________
____________________________________________________________________________________________

Have there been any missed doses? _______________________________________________________________
Is the patient experiencing side effects? ____________________________________________________________
Follow-up: ___________________________________________________________________________________

Secondary Culture Results

Today’s date: ______________



Date culture sent to lab: ___________________________








Date results obtained: _____________________________

Results: ______________________________________________________________________________________
Assessment: __________________________________________________________________________________

Plan: ________________________________________________________________________________________

(  Patient notified: _______________________________

(  Physician notified: ____________________________
Follow-up
Pharmacist








Date 










