Medications List                          

Name: ______________________________________   Date____________________________


Please list all the medications or drugs you take (prescribed or over-the-counter)        

	Medication 
(brand or generic)

	Treatment for
what issue(s)
	When began
	Daily dosage
(mg, frequency)
	Prescribing Physician


	




	
	
	
	

	




	
	
	
	

	




	
	
	
	

	




	
	
	
	

	




	
	
	
	

	




	
	
	
	

	




	
	
	
	



Notes/Comments:

