
MEDICATION LIST 

 
NAME OF MEDICATION         STRENGTH DOSAGE (TIMES/DAY) 

 

1. _________________________________________________________________________ 

 

2. _________________________________________________________________________ 

 

3. _________________________________________________________________________ 

 

4. _________________________________________________________________________ 

 

5. _________________________________________________________________________ 

 

6. _________________________________________________________________________ 

 

7. _________________________________________________________________________ 

 

8. _________________________________________________________________________ 

 

9. _________________________________________________________________________ 

 

10. _________________________________________________________________________ 

 

11. _________________________________________________________________________ 

 

12. _________________________________________________________________________ 

 

13. _________________________________________________________________________ 

 

14. _________________________________________________________________________ 

 

15. _________________________________________________________________________ 

 

 

 

 

PLEASE INCLUDE ANY OVER THE COUNTER MEDICATIONS YOU ARE CURRENTLY 

TAKING. 

 

 

 

 

_____________________________ 

PATIENT NAME  (PRINT) 

 

_____________________________ 

PATIENT SIGNATURE 

 

_____________________________ 

DATE 

 


