
                                                     

 

                         
  MEDICATION LIST 

Name: Address: 

Phone Number:  

Date of Birth:  
 

Allergic To/Describe Reaction: Pharmacy: 

 Phone: 

 Address: 
List all prescription and over-the-counter (non-prescription) medications such as vitamins, Aspirin, Tylenol, and herbals 
(ex: Ginseng, Gingko Biloba, St. John’s Wort) Include prescription meds taken as needed, (ex. Viagra, Nitroglycerin.) 

DATE  NAME OF MEDICATION  
DOSAGE OF MEDICATION (EX. MG, 

MCG) 
DATE OF LAST DOSE: 

 Reason for 
taking / MD 

Name 

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

 

IMMUNIZATION RECORD  (Record the last dose taken) 

TETANUS 

PNEUMONIA VACCINE 

FLU VACCINE 

HEPATITIS VACCINE 

 
OFFICE USE ONLY 

UPDATED___________BY_________    UPDATED__________BY_________ UPDATED__________BY_________ 

 

 

 

Patient Signature___________________________________________________________________Date:_______________________ 

 

 


