
                               Medication List 
 
Please list all the medications you are taking including any over the counter 

medications, vitamins or herbal supplements you are taking. 
 

 
Name: ________________________                 Date: ________________________ 
 

Medication Name: Dose: Dr. Who 
Prescribed: 

What medication 
is Taken for: 

Length of time 
on medication: 

     

     

     

     

     

     

     

     

     

     

     

     

     

 
Comments: 
 

 

 

 

 
 
Signature ____________________________       Date __________________________ 


