
My Medications 

Name _____________________________________________________________  

Date of Birth _______________________________________________________  

My list of Medications Strength Times/Day 

 __________________________________________   ____________________   ___________  

 __________________________________________   ____________________   ___________  

 __________________________________________   ____________________   ___________  

 __________________________________________   ____________________   ___________  

 __________________________________________   ____________________   ___________  

 __________________________________________   ____________________   ___________  

 __________________________________________   ____________________   ___________  

My list of Non-Prescription Drugs Strength Times/Day 

 __________________________________________   ____________________   ___________  

 __________________________________________   ____________________   ___________  

 __________________________________________   ____________________   ___________  

 __________________________________________   ____________________   ___________  

Known Allergies 

 _____________________________________________________________________________  

 _____________________________________________________________________________  

 _____________________________________________________________________________  

 _____________________________________________________________________________  

 _____________________________________________________________________________  

My Treatment Team: Name Phone# 

Primary Care Physician  ________________________________   ____________________  

Nurse/TCM  ________________________________   ____________________  

Therapist  ________________________________   ____________________  

Psychiatrist  ________________________________   ____________________  

Other  ________________________________   ____________________  

Other  ________________________________   ____________________  

875 Oak St SE  Phone 503-399-7520 
Building C Suite 3095 Fax 503-362-7344 
Salem OR 97301 

Medica ons list SD.pub 


