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Patient Adherence Record 
Folder No.  Date 

(dd/mm/yyyy) 
/ /  

 

Self-Reporting 

Question Yes No 

Do you sometimes find it difficult to remember to take your medicine?   

When you feel better, do you sometimes stop taking your medication?   

Thinking back over the past four days, have you missed any of your doses?   

Sometimes if you feel worse when you take the medicine, do you stop taking it?   
 

Visual Analogue Scale (VAS) 

0 1 2 3 4 5 6 7 8 9 10  

Score ____%                       

                      

Pill Identification Test (PIT) 
Medication Knows the name 

(Y/N) 
Knows the 

number of pills 
per dose (Y/N) 

Time the medication is taken Knows any 
additional 
instruction Morning 

(hour) 
Evening 
(hour) 

Considered 
Acceptable 

(Y/N) 
       

       
       
       
       
 


