
MEDICATION/RX FORM 
Including OTC/Vitamins/Supplements/Birth Control

Patient Name_______________________________________________________________________
Date of Birth___________________________ Date form was completed_________________________

Medication Rx & OTC Dosage Frequency Reason for Use

Drug/Medication Allergies: ❏ None__________________________________________________________
____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________


