
Medication List 

Patient Name: _____________________________  Date: _____________________ 

 

PRESCRIPTION MEDICATIONS:  DOSAGE: FREQUENCY:           ORAL:       

INJECTION: 

_________________________  ________ __________     ______        ______ 

_________________________  ________ __________     ______       ______ 

_________________________  ________ __________     ______       ______ 

_________________________  ________ __________     ______       ______ 

_________________________  ________ __________     ______       ______ 

OVER THE COUNTER MEDICATIONS:    

_________________________  ________ __________     ______      ______ 

_________________________  ________ __________     ______     ______ 

_________________________  ________ __________     ______     ______ 

_________________________  ________ __________     ______     ______ 

VITAMINS/MINERALS:     

_________________________  ________ __________     ______     ______ 

_________________________  ________ __________     ______     ______ 

_________________________  ________ __________     ______     ______ 

_________________________  ________ __________     ______     ______ 

OTHERS MEDICATIONS:     

_________________________  ________ __________     ______      ______ 

_________________________  ________ __________     ______     ______  

_________________________  ________ __________     ______     ______ 
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