
	  	  

	  

Your	  Name:___________________________________________________	  

Your	  Current	  Medications	  as	  of:__________________________________	  

	  

Please	  include	  ALL	  medications.	  	  This	  means	  prescriptions,	  over	  the	  counter,	  herbs,	  vitamins,	  minerals	  or	  
dietary/nutritional	  supplements.	  	  Please	  list	  both	  those	  that	  you	  take	  routinely	  and	  those	  that	  you	  take	  only	  
when	  needed.	  

	  

	  	  	  	  	  	  	  DRUG	  NAME:	   	   	  	  	  	  	  DOSAGE:	   	   	  	  	  HOW	  OFTEN:	   	  	  	  	  	  	  	  HOW	  TAKEN:	  
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