
 

Patient Medication List 

  

Patient Name:  DOB: 
 

Are you allergic to any medications? (Please list): 
 

  

 
 
 

Please provide the names of all medications you are currently taking. This includes any over the counter (OTC) 

medications and supplements. Be sure to include the Medication Name, Medication Dosage/Strength (i.e. mg, 

mcg, mEq, etc.), and frequency of use (i.e. daily, twice daily, etc.).  

 

If you are unsure about any medications, please bring all of your bottles in with you for your appointment.  
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