
 
 
Please complete the following with all medications you are currently 

taking both prescribed and over the counter. 
  This information will assist your doctor in providing the best level of 

care for your current condition. 
 
 
 

NAME: 
MEDICATION LOG 

Medication Why Prescribed Prescribing Doctor Dose/Frequency 
    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

 


