
MEDICATION 

 

Name:_____________________________________________________________ 

Date:______________________________________________________________ 

 

Please list current medications.  Please include prescription, over-the-counter, 

herbals, vitamin/mineral/dietary nutritional supplements.  Please include  

drug name, dosage, frequency and route (by mouth, trans-dermal, etc.). 

 

DRUG NAME                          DOSAGE                       FREQUENCY                ROUTE__ 
 
__________________________________________________________________ 
                   

___________________________________________________________________ 

___________________________________________________________________ 

 

___________________________________________________________________ 

 

___________________________________________________________________ 

 

___________________________________________________________________ 

 

___________________________________________________________________ 

 

___________________________________________________________________ 

 

___________________________________________________________________ 

 

___________________________________________________________________ 



 

___________________________________________________________________ 

 

 


