
Patient	
  Current	
  Medication	
  List	
  

	
  

Patient	
  Name:___________________________________	
   	
   Date:________________	
  	
   	
  

Please	
  initial	
  if	
  you	
  are	
  not	
  currently	
  taking	
  any	
  medications_________________________	
  

Please	
  list	
  all	
  medications	
  you	
  are	
  currently	
  taking	
  including	
  prescriptions,	
  over-­‐the-­‐counter	
  
medications,	
  herbal,	
  vitamin,	
  mineral,	
  and	
  any	
  dietary	
  supplements.	
  

	
  

Medication	
  Name	
   	
   	
  Dosage	
   	
  	
  Frequency	
   	
   Route	
  of	
  Administration	
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