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Name:	
  ______________________________________________	
   	
   	
   	
   	
  	
  	
  	
  	
  Date:	
  _________________________	
  

	
  

	
  

Please	
  list	
  all	
  medications	
  and	
  over	
  the	
  counter	
  supplements	
  (including	
  vitamins)	
  that	
  you	
  are	
  taking.	
  

	
  

Name	
  of	
  Medication	
   	
  	
  	
  	
  	
  	
  	
  	
  Strength	
   	
  	
  	
  	
  	
  	
  	
  	
  How	
  many	
  each	
  day,	
  &	
  time	
  taken	
  	
  	
  	
  	
  	
  	
  	
  	
  Prescribed	
  By	
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Please	
  tell	
  us	
  if	
  you	
  have	
  concerns	
  about	
  any	
  of	
  these	
  medications.	
  

	
  


