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Medication Reconciliation 
Post Discharge

Patients admitted to a hospital often receive new medications or 
have changes to their existing medications. Hospital-based clinicians 
may not be able to easily access a patient’s complete medication list 
or may be unaware of recent medication changes. As a result, the 
new medication regimen prescribed at the time of discharge may 
inadvertently omit needed medications, unnecessarily duplicate 
existing therapies, or contain incorrect dosages. This puts the patient 
at an increased risk for an adverse drug event.

Medication reconciliation helps to avoid inadvertent medication 
inconsistencies across care settings. It provides the opportunity to 
assess barriers and improve medication adherence. 

It is important for the provider to reconcile the patient’s medication 
within 31 days after the discharge date.

Providers have

days from the date 
of discharge to 

reconcile the patient's 
medications (from the 
date of discharge plus

 30 days = 31 total days)

31

What Providers Can Do:

      •   Reconcile medications following any hospitalizations, ER visits, specialist appointments, 
          long gaps in time between patient encounters, or other reasons deemed appropriate

      •   Schedule a follow-up visit within 31 days after discharge to review medications

      •   Educate the patient and patient's family on the importance of keeping the follow-up visit

      •  Reach out to the patient after a missed appointment

      •  Ask your patients to bring medication lists and all medications to appointments, 
          including any over-the-counter (OTC) medications for meaningful medication 
          reconciliation

      •   Involve patients with their health care. Ensure understanding and ability to take their
          medications as prescribed

Medication Reconciliation 99483, 99495, 99496, 1111F

Be sure to code for medication reconciliation on the follow-up visit.

Description CPT

 Codes listed are speci�c to subject matter of this �yer. While Meridian encourages you to use these codes in association
     with the subject matter of this �yer, Meridian recognizes that the circumstances around the services provided may not 
     always directly support/match the codes. It is crucial that the medical record documentation describes the services 
     rendered in order to support the medical necessity and use of these codes.   
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Medication Reconciliations 
may be faxed to: 313-309-8589

If you have any questions, please 
call Meridian at: 888-437-0606

Medication Reconciliation 
Post Discharge

How to Document Medication Reconciliation Post Discharge
A medical record must include evidence of medication reconciliation, the date it was performed, a 
provider's signature (electronic or otherwise), and the provider's credentials. Any of the following 
evidence meets criteria: 

      •  Documentation of current medications with a notation that references, reconciles, 
          or reviews discharge

      •  Documentation of a current medication list, a discharge medication list, and notation  
         that both lists were reviewed on the same date of service
      •  Documentation of current medications with evidence that the patient was seen for 
          post-discharge hospital follow-up and medication reconciliation or review

      •  Documentation in the discharge summary that the discharge medications were  
         reconciled with the most recent medication list in the outpatient medical review. 
          There must be evidence that the discharge summary was �led in the outpatient chart on 
          the date of discharge through 30 days after discharge (31 total days)

      • Notation that no medications were prescribed or ordered upon discharge
      

Medication Reconciliation Step by Step

1. Compile all medication lists (provider’s chart, patient’s medication list, discharge medication 
     list, prescriptions, samples, etc.)

2. Review compiled medication list and compare to new orders. Remember to validate how  
     the patient is actually taking a medication. It could be di�erent than prescribed

3. Identify, clarify, and document medication discrepancies. Check for:
a. Drug duplications
b. Drug omissions
c. Drug-drug interactions
d. Drug-disease contraindications
e. Changes in dose or directions
f.  Patient taking medications di�erently than prescribed or not taking at all

4. Determine clinical decision after an accurate medication list is gathered and any 
     discrepancies are identi�ed

5. Communicate and share the reconciled medication list with the patient, caregivers, and any 
     other specialty provider


