
 

 
 

Medications 
 
 Name:  _____________________________________________   Date: ___________ 

 
Allergies:  ____________________________________________________________ 

 
Adverse drug reactions:_________________________________________________ 

 
 

Current prescription and 
non-prescription 

medications 

Dosage Frequency Taken Route of 
medication (oral, 

injection, etc.) 

    
    
    
    
    
    
    
    
    
    
    
    
    
 
Comments: 
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
____________________________________________________________ 
 
Therapist Signature: __________________________________________ 
 
Signature indicates medication review with patient during office visit. 
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