
MEDICATION LIST 
 
 

Name: 

 
 
DOB:          

 
 
Allergies: 
 
 
 

 
Please list your current prescriptions and over-the-counter medications, the dosage and 
the frequency taken. This list is required for all appointments. 
 

Medication Dosage Frequency 
   
   
   
   
   
   
   
   
   
   
   
   
   
   
 


