
Medication List 
 
 

Patient Name ___________________________________ 
Medication Allergies___________________________________________ 
_____________________________________________________________ 
_____________________________________________________________ 

 
Date 

Prescribed 
Medication Name Medication 

Dosage/# 
mg 

How many 
times per day 

Discontinued 
Date if 

applicable 
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     

 
* Always keep list up to date & bring with you to each appointment* 


