
   

Name: _____________________________________________________________  Birthdate: __________ 

 
Primary Doctor: __________________________ 

  
City: ___________________ 

 Phone: _____________ 
 
Fax: _______________ 

Specialty Doctor: _________________________ 
         
Specialty: ______________________________ 

  
City: ___________________ 

 Phone: _____________ 
 
Fax:  _______________ 

Current Medications: (Please include herbal supplements and over-the-counter drugs) 

Drug Name Dose How often? Reason for taking? 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    
** Please note that this is only a current medication list. It is NOT usable as a legal prescription. 

From this list, we will contact your doctor for a legal prescription. ** 
 


