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My Medication List
We encourage you to be an active participant in your own health care.
Please keep a current medication list with you at all times. 

My Name_______________________________	Date of last update___________
My Pharmacy____________________________	Pharmacy #_________________
My Birthday_________________		My Phone #____________________________
Emergency Contact______________________________________________________

My Allergies/Sensitivities

______________________________________________________________________________


Current Medications: Please list ALL medications you are taking; including over the counter medications or supplements.

Medication Name__________________________	Dose______________________
Directions________________________________	Start date___________________
Reason for taking_______________________	Doctor__________________________
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