
Current Medication List 

 

Patient Name: ___________________________ DOB: _____________ 

Allergies: _____________________________________________________ 

 

Medication Name Strength & Frequency Reason For Taking Prescriber 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

 

Additional notes: 

____________________________________________________________

____________________________________________________________

____________________________________________________________ 


