
MEDICATION LIST
NAME________________________________________DATE__________

Please list all medications you are currently taking.  Include prescription as well as 
over-the-counter medications.

NAME OF MEDICATION DOSE HOW 
OFTEN DO 
YOU TAKE

WHAT 
DOCTOR 

ORDERED

CHANGE CHANGE

PATIENT SIGNATURE__________________________________________________ 

Date reviewed_____________________Therapist reviewing_______________________

Date reviewed_____________________Therapist reviewing_______________________

Date reviewed_____________________Therapist reviewing_______________________
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