
 
 
PATIENT	NAME:		____________________________________	

	
	

CURRENT	MEDICATION	LIST	
		(REQUIRED	FOR	MEDICARE	PATIENTS)	

Drug	Name	 Dosage	(mg)	 Frequency	(how	

often)	

Route	(into	body)	

	 	 	 	

	 	 	 	

	 	 	 	

	 	 	 	

	 	 	 	

	 	 	 	

	 	 	 	

	 	 	 	

	 	 	 	

	 	 	 	

	 	 	 	

	 	 	 	

	 	 	 	

	 	 	 	

	 	 	 	

	 	 	 	

	 	 	 	

	 	 	 	

	 	 	 	

	 	 	 	

	 	 	 	

 
 
 
 
Signature	of	Patient	or	Guardian:	__________________________________________			Date:	_________________	
 


