
 

 

 

 

 

 

 

Height: _______ Weight: ______ 

Medication List 
(Prescriptions, over-the-counter & supplements)

Medication Name Strength Dose 

1.)   ________________________________ 

2.)   ________________________________ 

3.)   ________________________________ 

4.)   ________________________________ 

5.)   ________________________________ 

6.)   _____________________ 

7.)   _____________________ 

8.)   _____________________ 

9.)   _____________________ 

10.) _____________________ 

11.) _____________________ 

12.) _____________________ 

13.) _____________________ 

Date: __________________________              Name:_____________________________________ 

Date of Birth:  ____________________              Preferred contact phone #: ____________________ 

Preferred e-mail address for medical information: _________________________________________ 

Occupation:      __________________  ________________ 

Name of Preferred Pharmacy:      __________   ________________ 

Location of Preferred Pharmacy:       _________________ __________ 

Primary Care Physician:         __________________________ 

Referring Physician: ________________________________________________________________ 
 

 Updated: August 2014 
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