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Patient Name: ______________________________________________ Date: __________________________ 
 
Date of Birth: _________________ Phone Number: ___________________ Cell Number: ________________ 
 
Pharmacy Name: ________________________________ Pharmacy Phone Number: _____________________ 
 
Instructions:  Patients should complete items A-F and return form to office staff 
 
Please Write “NONE” if You Do NOT Take Any Medications 
A:   B:     C:             D:        E:                              For Office Use Only: 

All Medications 
(including over the 
counter, herbs, & 
vitamins) 

Dosage 
(mg) Frequency Date 

Began Prescribing Physician Date/ 
Initials 

Date/ 
Initials 

Date/ 
Initials 

Date/ 
Initials 

Date/ 
Initials 

1          
2          
3          
4          
5          
6          
7          
8          
9          
10          
11          
12          
13          

   
F: 
Drug Allergies: 
______________________________   ____________________________   _____________________________ 
______________________________   ____________________________   _____________________________ 
 
____________________________________________________________   ____________________________ 
Patient Signature           Date    
 
Initials: Signature: 
  
  
                                                    


