
 
 
 

MY LIST OF MEDICATIONS 
 
Name:  ____________________________ 
Address: ___________________________ 
City: ___________ ST ______ Zip_______ 
Phone: _____________________________ 
Alternate Phone: _____________________ 
 
 
 Medication   Strength  Times/Day (How is it taken?  
        By mouth, Under tongue   
        & What is it for?) 
__________________     _________    ______________________________ 
__________________     _________    ______________________________ 
__________________     _________    ______________________________ 
__________________     _________   ______________________________ 
__________________     _________    _____________________________ 
__________________     _________    _____________________________ 
__________________     _________    ______________________________ 
__________________     _________    ______________________________ 
__________________     _________    ______________________________ 
__________________     _________    ______________________________ 
__________________     _________    ______________________________ 
__________________     _________    ______________________________ 
__________________     _________    ______________________________ 
__________________     _________    ______________________________ 
__________________     _________    ______________________________ 
__________________     _________    ______________________________ 
__________________     _________    ______________________________ 
__________________     _________    ______________________________ 
__________________     _________    ______________________________ 
__________________     _________    ______________________________ 
__________________     _________    ______________________________ 
__________________     _________    ______________________________ 
__________________     _________    ______________________________ 
__________________     _________    ______________________________ 
__________________     _________    ______________________________ 


