
 
MEDICATION LIST 

 
Please list all medications below:                      Dosage       
  
PRESCRIPTION:  
  
  
  
  
  
  
  
  
  
VITAMINS/HERBAL SUPPLEMENTS:  
  
  
  
  
  
OVER-THE-COUNTER MEDICATION:  
  
  
  
TAKEN AS NEEDED (PRESCRIPTION OR OVER-
THE-COUNTER 

 
  
  
  
  
 
Patient Name:_______________________________________________________________________ 
  
Patient Signature:_______________________________________________Date:_________________ 


	VITAMINS/HERBAL SUPPLEMENTS:
	Patient Name:_______________________________________________________________________
	Patient Signature:_______________________________________________Date:_________________

