
 
Patient Name: ______________                     Date:_______________ 
Patient DOB: _______________  

Current Medication List 

Please list all current prescriptions, over the counter medications, herbal, vitamins, minerals, dietary and 

nutritional supplements.  

Medication Name Dosage Frequency Route 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

 


