
Medication List 
 
Name: ___________________________________________   Date Updated: ______________                                                           
 
Date of Birth: _______________________   Phone Number: ___________________________ 
 
Drug Allergies: ________________________________________________________________                                                                                                                                               
 

Prescription Medications 

Medication Name Purpose Dose Frequency 

    

    

    

    

    

    

    

    

    
    

    

    

    

    

    

    
 

Over The Counter Medications, Vitamins, and Supplements 

Medication Name Purpose Dose Frequency 

    

    

    
    

    

    
 



 

My Healthcare Providers 

Primary Care Provider:  Phone:  

 

Provider #2:  Phone:  

Specialty:  

 

Provider #3: Phone: 

Specialty: 
  
 

Emergency Contacts 

Emergency Contact #1:  Phone:  

Relationship:  

 

Emergency Contact #2: Phone: 

Relationship: 
 


