““I SERVICES

Patient Name:

Please list all medications you are taking, including prescription and NON-

Medications

prescription medications, vitamins, birth control pills, herbs and supplements.

ALLERGIES: (please list environmental and/or medication allergies AND the reaction)

Medication

Dose

Frequency

Medication

Dose

Frequency

Please bring in ALL of your medications to your first visit with the

provider and after hospital visits. This includes the prescription bottles

labeled with your name, the name of the drug, dose, and frequency.




