CURRENT MEDICATION:

Please list any prescription medications, over the counter medications, vitamins, herbs or nutritional
supplements that you are now taking. Please include the dosage amount and the times a day you take
them. Please include any drug sensitivities.

Medications Name: | Times a Day:
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Other Physicians involved in my care:

Name: ' Telephone: ' Specialty:

Comments:

Name: Allergies:
D.O.B.:




