PATIENT’S LAST NAME FIRST NAME

MIDDLE

DATE OF BIRTH

Please List all Current Medications, Vitamins or Supplements. If you have a list we can make a copy. If you are unsure of the
name of Medication please list what type of Medication you are taking and what condition you are taking it for.

Name of Medication, Vitamin, or Supplement

Reason for Use

Still Current

Discontinued

Reason for Termination

Signature of Patient or Responsible Party

Today’s Date

Last Reviewed




