
	

	 	

Date:_______________ 

Dear:___________________________, 

Based on the 2015 Beers Criteria, one of the medications prescribed for your patient is considered 
high-risk for elderly patients.  In efforts to reduce preventable adverse effects in the elderly we are 
focusing on strategies for meeting this quality measure and would like to suggest a medication 
change. 

Patient Name:____________________    Date of Birth:_______________ 

Prescribed medication and dose:_________________ 

Prescribed directions:____________________ 

Beers Critera concern: 

� Anticholinergic effects 
� Orthostatic hypotension / Fall risk 
� Reduced elimination 
� Other:_________________________________________ 

Suggested medication change 

Drug and dosage:________________________  Quantity:_______ 

Directions:___________________________ 

� I do not wish to change the prescribed medication 
� I authorize the suggested medication change by KTA Pharmacy and authorize this fill 

plus____ additional refills. 

Provider signature:________________  Oral code:_____ Date:_________ 

Please fax to KTA Puainako Pharmacy at (808) 959-7559 

This facsimile contains Protected Health Information, as defined by the Health Insurance Portability and Accountability Act, 
45 C.F.R. § 164.501, that is of a sensitive and confidential nature. It is being faxed to you with the authorization of the patient 
or under circumstances where authorization is not required.  You are required to maintain this information in a secure and 
confidential manner and are prohibited from re-disclosing it without first obtaining the patient’s consent or as otherwise 
permitted by law. Unauthorized re-disclosure may subject you to federal and state penalties. IMPORTANT WARNING : This 
message is intended for the use of the person or entity to which it is addressed and may contain information that is confidential 
or privileged, the disclosure of which is governed by applicable law. If the reader of this message is not the intended recipient, 
you are hereby notified that any dissemination, distribution, or copying of this information is strictly prohibited. If you have 
received this message by error, please immediately notify Kerri Okamura R. PH., Puna Plantation Hawaii, limited dba KTA 
Super Stores’ privacy officer at (808) 959-4575 ext. 3349, and destroy the related message. 
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