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MEDICATION LIST (Prescription and Over-the-Counter)
Date: ___________
___________________________________________

__________________
Patient Name







Patient Date of Birth

Allergies to Medications (please list): _________________________________________

	Medication
	Dosage
	Frequency
	Date Started
	Date Ended
	Prescribing Physician

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


