
MEDICATION RECORD 
 
 
PATIENT: _______________________________    DATE: ___________________ 

 
 
Pharmacy: _______________________  Telephone: __________________ Fax: __________________ 
 

Drug Allergies  
 

 
 
 
 
 
 
 
 

Continuing Medications 
 

 
 

 
 

 
 
 
 
 
 
 
 
 
 
 

 
 

PRN/OTC Medications (including: vitamins, herbal remedies, aspirin etc.) 

Medication Reaction 

  
  
  
  

Medication Dose (mg) Frequency Prescribing MD Start Date Stop Date 

 
 

     
      
      
 
 
 
 
 
 
 
 

 
 

  
  

   
   

  
   

 

 

  
     

Medication Dose (mg) Frequency Prescribing MD (if any) Start Date Stop Date 

 
 
 
 
 
 
 
 
 

   
 
 
 
 
 
 
 
     

  
  

  
  

  
  

  


