MEDICATION LIST
Name:

Date of Birth:

PCP:

Allergies

	Name of medication (or other)
	Reaction

	
	

	
	

	
	

	
	


Prescription Medications

	Medication
	Dose
	Prescribed by
	Start date
	Stop date
	Side effects

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Over the Counter Medications

	Medication
	Dose
	How often

	
	
	

	
	
	

	
	
	


Alcohol, tobacco, all other substances

	Name
	How much
	How often

	
	
	

	
	
	

	
	
	

	
	
	


