
 

Medication and Surgical History 

Patient Name ___________________________________________________________________________  

Pharmacy _______________________________________ Pharmacy Phone_________________________ 

Pharmacy Address________________________________________________________________________ 

 

 

 

 

 

 

 

 

List any medications you are currently taking; include both prescription and over-the-counter drugs, as well as 
any supplements you use regularly. 

Medication Name Dose and Frequency 
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
 
List any known MEDICATION ALLERGIES. 
Medication 
 
 
 
 
 

 
List all past surgeries and any serious medical conditions. 
Surgery Date 
  
  
  
  
  
  
  
  
  
  
  

 


