Current Medication List
Please Print

Date:

Name:

es that this list includes ALL prescriptions, over-the-

e Your insurance requir
plements) and

counter, herbals and vitamin/mineral/dietary(nutritionaI sup
must include the medications name, dosage, frequency and route of

administration.

PO= By Mouth Dosage Frequency
IM= Into Muscles

Medication

Date:

Signature:




