
MY MEDICATIONS LIST 
 
 

Name: _____________________________ 
 
 
Medications_____    ______________  Strength_   ___  Times/ Day____ 
 
 ___________________________________ ________________________ 
 
 ___________________________________ ________________________ 
 
 ___________________________________ ________________________ 
 
 ___________________________________ ________________________ 
 
 ___________________________________ ________________________ 
 
 ___________________________________ ________________________ 
 
 ___________________________________ ________________________ 
 
 ___________________________________ ________________________ 
 
 ___________________________________ ________________________ 
 
 ___________________________________ ________________________ 
 
 ___________________________________ ________________________ 
 
 ___________________________________ ________________________ 
 
 ___________________________________ ________________________ 
 
 ___________________________________ ________________________ 
 
 ___________________________________ ________________________ 
 
 ___________________________________ ________________________ 
Known Allergies: ____________________ ________________________ 
 ___________________________________ ________________________ 
 ___________________________________ ________________________ 
 ___________________________________ ________________________ 
Flu Vaccine:             Year Given: _______ ________________________ 
Tetanus:                    Year Given: _______ ________________________ 
Pneumovax:              Year Given: _______ ________________________ 


