
MEDICATION LIST 
 

Name:____________________________________________ Date:_____________ 
 

Please list ALL medications​ (​including prescription, over-the-counter, herbal supplements, and 

vitamin/mineral/dietary supplements​).  ​Include the drug name, dosage, frequency, and route​. 
 

Drug Name Dosage Frequency Route (circle one) 
   ORAL   INJECTION   DROP  

TOPICAL  Other________ 

   ORAL   INJECTION   DROP  
TOPICAL  Other________ 

   ORAL   INJECTION   DROP  
TOPICAL  Other________ 

   ORAL   INJECTION   DROP  
TOPICAL  Other________ 

   ORAL   INJECTION   DROP  
TOPICAL  Other________ 

   ORAL   INJECTION   DROP  
TOPICAL  Other________ 

   ORAL   INJECTION   DROP  
TOPICAL  Other________ 

   ORAL   INJECTION   DROP  
TOPICAL  Other________ 

   ORAL   INJECTION   DROP  
TOPICAL  Other________ 

   ORAL   INJECTION   DROP  
TOPICAL  Other________ 

   ORAL   INJECTION   DROP  
TOPICAL  Other________ 

   ORAL   INJECTION   DROP  
TOPICAL  Other________ 

   ORAL   INJECTION   DROP  
TOPICAL  Other________ 

   ORAL   INJECTION   DROP  
TOPICAL  Other________ 

   ORAL   INJECTION   DROP  
TOPICAL  Other________ 

   ORAL   INJECTION   DROP  
TOPICAL  Other________ 

   ORAL   INJECTION   DROP  
TOPICAL  Other________ 

 


