
Current Medications List 
 

Name: _________________________________________________ DOB: _____/_____/_____ 
 

Date Last Updated: _____/_____/_____    _____/_____/_____     _____/_____/_____     _____/_____/_____        
 

Prescription Medications (include over-the-counter and supplements): 
 

Name of Medication Dosage Frequency Route Taken 

(Oral, injection, 

topical, etc.) 

Condition 

medication taken 

for 

     
     
     
     
     
     
     
     
     
     

 

Allergies                 

  Date: ___/___/___ ___/___/___ ___/___/___ ___/___/___ 

  Height     

 Weight     

 BP                                        

  HR     

STAFF USE ONLY: 

RD. 02/06/19 

(PLEASE PRINT) 


