5 PeE DEE HEARING CENTER
Medication List*

Patient’s Name DOB :

My Allergies:

My medicines, vitamins, herbs, and supplements, as of (today’s date)

Include all prescription and non-prescription medicines. Non-prescription medicines may include vitamins, herbs, supplements,
cold or cough medicines, aspirin, pain relievers, allergy relief medicines, antacids, laxatives, diet pills, and others you do not need a
prescription to buy.

I take these every day
Name (brand or generic) Strength of medicine I take this medicine for
(Ex: Multivitamin) (Ex: 1 tab) (Ex: for health)

I take these regularly, but not every day

Name (brand or generic) Strength of medicine I take this medicine for
(Ex: Aspirin) (Ex: 400mg) (Ex: for back pain)

I take these only when I need them

Name (brand or generic) Strength of medicine I take this medicine for
(Ex: Meclizine (Bonine/Antivert) (Ex: 100mg) (Ex: for dizziness)

Did you take the COVID-19 vaccination? [_] No [_] Yes. If yes, how many boosters have you had?

Do you receive a flu vaccine? [ ]No[]Yes. If yes, how often? [ ]Oncea year [ ] More than once a year

* This document was modified from https://www.ahrq.gov/health-literacy/improve/pharmacy/medicine-list.html
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