
 Medication List 
 

Patient Name: ____________________________________________ 
DOB: ___________________________________________________ 
Today’s Date: ____________________________________________ 
 
Please list all primary care/specialist doctors that you are in the care 
of:  
__________________________   _____________________________ 
__________________________  _____________________________ 
__________________________  _____________________________ 

 
Please list all current Medications and dosage: 
(This includes over the counter medications) 
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________  


