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c     See Attached List

c     See Attached List

Script? Y/N

Signature of Patient/Responsible Person:____________________________________________Date:_______  

Pre-Op Nurse Signature: ____________________________________   Date:_____________    Time:________

PACU Nurse Signature: ______________________________________  Date:_____________    Time:________
Original provided to patient? 1

Physician Signature:__________________________   Date:_________   Time:________

RESUME TAKING ABOVE MEDICATIONS AS DIRECTED BY THE PRESCRIBING PHYSICIANS                                                                                        

UNLESS "STOP" IS MARKED (in the yellow column to the right of the medicaition listing).
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c     No New Medications Prescribed

c     No Prescription Medications

c   No Herbals, Vitamins or Non-presciption drugs

Patient Label
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