Name: _____________________________Date of Birth _________Date_____________

MEDICATION LIST
Use this form to write down all of the medications you are taking  Include prescription drugs, over-the-counter drugs and Supplements.  Be as thorough and complete as possible.  Try to include the Name of the product, the strength , the amount you take, and how often you take it.  Record the reason that you are taking the product.

Record any side effects that you think you may be experiencing. 
ALLERGIES: ____________________________________________________________

Prescriptions:  ____________________________________________________________

Drug Name                             Strength


Directions
1.
2.
3.
4.
5.
6.
7.
8.
9.
OTC/SUPPLEMENTS_____________________________________________________

Side Effects or Adverse effects I may be having: ________________________________

________________________________________________________________________
