Patient Medication Summary Sheet

Name: 
_________________________________ Date _______/_______/________








          month                day                year

Please list all of your previous pharmaceutical drugs first, then list any vitamins or supplements. See example below.

	
	Medication Name
	Brand
	Duration of Use
	Dose
	Plan

	1.
	Tylenol
	Bayer
	1 year
	1 x a day
	Leave blank

	2.
	Vitamin C
	London Drugs
	1 year
	500 mg 2x a day
	Leave blank
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If this box is checked, please bring actual medication and/or supplements with you on your next visit.

~vis medicatrix naturae~

