
Date Reviewed   Tech   Dr 
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____________    ____  ____ 

____________    ____  ____ 

 

 

Date ______________ 

 

 MEDICATION/VITAMIN LIST 

 

 

Patient Name ______________________________________________________ 

 

Please list all medications you are presently taking. 

 

Name of medication                                  Dose                      How often taken      

 

_________________________________________________________________ 

 

_________________________________________________________________ 

 

_________________________________________________________________ 

 

_________________________________________________________________ 

 

_________________________________________________________________ 

 

_________________________________________________________________ 

 

_________________________________________________________________ 

 

_________________________________________________________________ 

 

 

□ I am not presently taking any medications. 

 

__________________________________ 

Patient Signature 

 
 

 

 

Forms-Medication List-9/19/08-lml 


