
​____________________________________________________________________________________________________________​
​Medication List​

​Patient Name: _____________________________________​

​Primary Care Physician: ____________________________​

​Please list all medications you are currently taking (prescriptions, over-the-counter medications, and​
​supplements).​

​New Patients: Please​​fill out this list completely.​
​Returning Patients:​​Only list new medications or changes,​​or check the box at the bottom if your list is​
​identical.​

​Medication​ ​Purpose​ ​Prescribed By​ ​Dose / Frequency​

​Please update regularly.​

​Patient Name (print)_________________________________________________​

​Signature: ___________________________________________________________​ ​Date: ____ /____ /____​

​☐ No changes to medication list​ ​Last updated: ____ /____ /___​

​Last updated: ____ /____ /___​


