PATIENT NAME: ___________________________________

DATE OF BIRTH: ___________________________________

TODAY’S DATE: ___________________________________
MEDICATION LIST

	NAME OF MEDICATION
	DOSAGE and FREQUENCY
	ROUTE ADMINISTERED 

(PLEASE CIRCLE)

	
	
	ORALLY; SUBLINGUAL;  INJECTION

TRANSDERMAL (PATCH)

	
	
	ORALLY; SUBLINGUAL;  INJECTION

TRANSDERMAL (PATCH)

	
	
	ORALLY; SUBLINGUAL;  INJECTION

TRANSDERMAL (PATCH)

	
	
	ORALLY; SUBLINGUAL;  INJECTION

TRANSDERMAL (PATCH)

	
	
	ORALLY; SUBLINGUAL;  INJECTION

TRANSDERMAL (PATCH)

	
	
	ORALLY; SUBLINGUAL;  INJECTION

TRANSDERMAL (PATCH)

	
	
	ORALLY; SUBLINGUAL;  INJECTION

TRANSDERMAL (PATCH)

	
	
	ORALLY; SUBLINGUAL;  INJECTION

TRANSDERMAL (PATCH)

	
	
	ORALLY; SUBLINGUAL;  INJECTION

TRANSDERMAL (PATCH)

	
	
	ORALLY; SUBLINGUAL;  INJECTION

TRANSDERMAL (PATCH)

	
	
	ORALLY; SUBLINGUAL;  INJECTION

TRANSDERMAL (PATCH)

	
	
	ORALLY; SUBLINGUAL;  INJECTION

TRANSDERMAL (PATCH)

	
	
	ORALLY; SUBLINGUAL;  INJECTION

TRANSDERMAL (PATCH)


I have reviewed the patient’s current medications using all immediate resources available on the date of the encounter. This list includes all known prescriptions, over-the-counters, herbals, and vitamin/mineral/dietary (nutritional) supplements and contains the medications’ name, dosages, frequency and route of administration.







________________________________________ 







Therapist Signature and License #



Mar 2016

