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My Medication Log
List prescriptions, over-the-counter drugs, vitamins and herbal medicines. Bring this form to doctor’s appointments, emergency department or hospital visits. If you have any complications with medications, immediately contact your doctor.

Date:___/___/______ Patient name:_______________________________________

First
Last

Allergies:______________________________________________________________

Pharmacy name:_________________________ Phone: (____)_________________

Primary doctor name:_____________________ Phone: (____)__________________

	Medication
	Medication
	
	Medication
	
	Notes/

	name/dose:
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	frequency:
	
	questions:

	
	
	(condition):
	Morning
	
	NoonEvening
	Bedtime
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My emergency contact: ___________________


Phone number: (_________)__________________


