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CURRENT AND PAST MEDICATIONS



Client: _____________________________________________________   DOB: ______/______/_______   Date: _________________________

Please list all of your current medications.

1. Medicine ____________________________________________________________________________  Dose: _________________________
Approximate length of time on this medication: ______________________________________________________________________________
Purpose: ____________________________________________________________ Cautions: _________________________________________
Side effects: ___________________________________________________________________________________________________________
Prescribing physician: __________________________________________________ Phone: __________________________________________
Pharmacy: ___________________________________________________________ Phone: __________________________________________

2. Medicine ____________________________________________________________________________  Dose: _________________________
Approximate length of time on this medication: ______________________________________________________________________________
Purpose: ____________________________________________________________ Cautions: _________________________________________
Side effects: ___________________________________________________________________________________________________________
Prescribing physician: __________________________________________________ Phone: __________________________________________
Pharmacy: ___________________________________________________________ Phone: __________________________________________

3. Medicine ____________________________________________________________________________  Dose: _________________________
Approximate length of time on this medication: ______________________________________________________________________________
Purpose: ____________________________________________________________ Cautions: _________________________________________
Side effects: ___________________________________________________________________________________________________________
Prescribing physician: __________________________________________________ Phone: __________________________________________
Pharmacy: ___________________________________________________________ Phone: __________________________________________

4. Medicine ____________________________________________________________________________  Dose: _________________________
Approximate length of time on this medication: ______________________________________________________________________________
Purpose: ____________________________________________________________ Cautions: _________________________________________
Side effects: ___________________________________________________________________________________________________________
Prescribing physician: __________________________________________________ Phone: __________________________________________
Pharmacy: ___________________________________________________________ Phone: __________________________________________

5. Medicine ____________________________________________________________________________  Dose: _________________________
Approximate length of time on this medication: ______________________________________________________________________________
Purpose: ____________________________________________________________ Cautions: _________________________________________
Side effects: ___________________________________________________________________________________________________________
Prescribing physician: __________________________________________________ Phone: __________________________________________
Pharmacy: ___________________________________________________________ Phone: __________________________________________


Please list medications you have tried and have discontinued within the last year or two.

Medication			              Length of Time Taken		Reason for Discontinuing
________________________________________     ___________________    ______________________________________________________
________________________________________     ___________________    ______________________________________________________
________________________________________     ___________________    ______________________________________________________
________________________________________     ___________________    ______________________________________________________
________________________________________     ___________________    ______________________________________________________
________________________________________     ___________________    ______________________________________________________
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