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Medication Questions

Thank you for participation in the Simplify My Meds® program. In order for us to make sure this program
provides the maximum benefit to you, please take a moment to respond to the statements below.

| believe it is important to take my prescription medications as directed.
(O Strongly agree (O Somewhat agree (O Somewhat disagree () Strongly disagree

| understand the medications | take, what they do, and how | am supposed to take them.
(O Strongly agree (O Somewhat agree (O Somewhat disagree () Strongly disagree

| am committed to taking my prescription medications as directed.
(O Strongly agree (O Somewhat agree (O Somewhat disagree () Strongly disagree

The last time | skipped or missed a dose of my medication was:
(O Within the past week (O Within the past month (O More than a month ago month

The main reason why | skip or miss a dose of my medication is because:
(O Ineeded/wanted to save money () | was confused about how/when to take my medication

(O I forgot or was too busy (O I'wanted to avoid the side effects
(O The medication was not working () | felt better
(O Other (Please explain: )

Thank you for taking the time to answer these questions.
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