
 

 

Name: ________________________________           Date: _____________ 

 

• Please list all current prescription medications, over the counters, herbals 
and vitamin/mineral/dietary supplements that you are taking. 

 

 
 
Name of Medication 
 

 
 
Dosage 
(mg) 

 
 
Why Taken 

 
 
Frequency 

    

    

    

    

    

    

    

    

    

    

    

    

    

 


