
Patient Name ___________________________ Date of Birth _______________ 
 
 
Please list ALL medications you are currently taking (including common over-the-
counter drugs; ie, aspirin, allergy meds, etc.) 
 
____________________________________________________________________ 

____________________________________________________________________ 

____________________________________________________________________ 

____________________________________________________________________ 

____________________________________________________________________ 

____________________________________________________________________ 

____________________________________________________________________ 

____________________________________________________________________ 

____________________________________________________________________ 

 

 

Are you allergic to any medications?      YES        NO       If YES, list below 

____________________________________________________________________ 

____________________________________________________________________ 

____________________________________________________________________ 

____________________________________________________________________ 

 


