
 
  
 
 
 
 

 

Medication Log  

        Patient Name:                                                                                        DOB:                                  

        Allergies:                                                                                                                                                   

Please list any prescriptions or over the counter medications you are currently taking below.  

 
Name 

 
Strength 

 
How Many Times 

Daily? 

How Long Have You 
Taken This 
Medication? 

        
        
        
        
        
        
        
        
        
        
        
        
        

 

 
____________________________________                                        __________________________ 
Patient Signature                                                                                                       Date 


