
	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Current	
  Medication	
  List

Please	
  list	
  all	
  medications	
  that	
  you	
  take	
  including	
  all	
  perscriptions	
  and	
  over	
  the	
  counter	
  medications.
	
  Include	
  vitamins	
  you	
  may	
  be	
  taking	
  as	
  well.

Patient:__________________________________________ Date_________

Medication Milligrams/dosage Frequency Route-­‐Oral/Injection

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________


