
MEDICATION LIST 
 
 

Name:___________________________________________   DOB:_______________________ 
 
ALLERGIES:____________________________________________________________________ 
 
LIST ALL MEDICINE YOU ARE CURRENTLY TAKING.  Prescriptions and over the counter 
medications (examples:  aspirin, antacids) and herbals (examples:  ginseng, gingko) and any 
as needed medications (examples:  nitroglycerin)  

 
 

DATE MEDICATION DOSE DIRECTIONS INDICATION 
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
 
 

IMMUNIZATION RECORD 
 
 
 

DATE IMMUNIZATION DATE IMMUNIZATION 
    
    
    

 


