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McLAREN AMBULATORY CARE CENTER

MEDICATION LIST

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________Medication                          Date

Staff Signature

  ALLERGIES/REACTIONS (Drugs, Dyes, Latex, etc.)

   Date          Allergen            Reaction

_____________________________________________________

_____________________________________________________

_____________________________________________________

  ALLERGIES/REACTIONS (Drugs, Dyes, Latex, etc.)

   Date          Allergen            Reaction

_____________________________________________________

_____________________________________________________

_____________________________________________________

Name of Pharmacy:    Telephone:        Name of Pharmacy:          Telephone:

1.______________________________ 1._________________

2.______________________________ 2._________________

3.______________________________ 3._________________

4.______________________________ 4._________________

Patient Name:

Date of Birth:

Alternate Contact for Patient:

___________________________________

Telephone: _________________________(        )
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EXAMPLE:

Medication   Date

1

2

34
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KEY:1   Name of Medication (i.e.,  Altace)
2   Date
3   Strength (i.e.,  2.5 mg)
4   Dosage with frequency (i.e.,  one tab qd)
5   Quantity (i.e., 30)
6   Refills (i.e., 3)


