
Medication	
  List
Patient	
  Name______________________________	
  	
  	
  Today's	
  Date_____________________________

What	
  Pharmacy	
  do	
  you	
  use____________________________________________________________

Please	
  list	
  all	
  medications	
  you	
  take:	
  (Include	
  prescribed	
  and	
  over-­‐the-­‐counter	
  medicines	
  such	
  as	
  
vitamins,	
  minerals,	
  and	
  herbal	
  supplements)

Name	
  of	
  Medication Dose How	
  Often	
  Taken

Signature______________________________________Date	
  Signed__________________________________


