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Listings of Current Medications

division of Mental health
             
Participant’s name:  ______________________________________________

Date: _____________________ Participant’s Name: ___________________________________________________________________RIN #:___________
Primary Pharmacy Name:








Number





_
Secondary Pharmacy Name:








Number





_
Laboratory Name









Number:





_

Allergies/Adverse Reactions:_____________________________________________________________________________________________________ _
List ALL prescription medications (oral, injections, creams, sprays) and over the counter medications, vitamins, and supplements (including herbals)
Example:

	Medication
	Dosage
	Purpose
	AM
	NOON
	PM
	BEDTIME
	Lab Monitoring/Frequency

(check if yes, leave blank if none required)

	EXAMPLE:

Lisinopril
	20 mg 
	Blood pressure
	1 at 8 am
	
	1 at 4 pm
	
	( Yes How Often: 


Medication #:  _____
	Medication
	Dosage
	Purpose
	AM
	NOON
	PM
	BEDTIME
	Lab Monitoring/Frequency

(check if yes, leave blank if none required)

	
	
	
	
	
	
	
	( Yes How Often: 

	Special Instructions:

	Prescribing Physician:
	Phone:

	Date added:                                      Discontinued? ( Date: 
	


           Medication #:  _____
	Medication
	Dosage
	Purpose
	AM
	NOON
	PM
	BEDTIME
	Lab Monitoring/Frequency

(check if yes, leave blank if none required)

	
	
	
	
	
	
	
	( Yes How Often: 

	Special Instructions:

	Prescribing Physician:
	Phone:

	Date added:                                      Discontinued? ( Date:
	


Medication #:  _____
	Medication
	Dosage
	Purpose
	AM
	NOON
	PM
	BEDTIME
	Lab Monitoring/Frequency

(check if yes, leave blank if none required)

	
	
	
	
	
	
	
	( Yes How Often: 

	Special Instructions:

	Prescribing Physician:
	Phone:

	Date added:                                      Discontinued? ( Date:
	


        Medication #:  _____
	Medication
	Dosage
	Purpose
	AM
	NOON
	PM
	BEDTIME
	Lab Monitoring/Frequency

(check if yes, leave blank if none required)

	
	
	
	
	
	
	
	( Yes How Often: 

	Special Instructions:

	Prescribing Physician:
	Phone:

	Date added:                                      Discontinued? ( Date:
	


Medication #:  _____
	Medication
	Dosage
	Purpose
	AM
	NOON
	PM
	BEDTIME
	Lab Monitoring/Frequency

(check if yes, leave blank if none required)

	
	
	
	
	
	
	
	( Yes How Often: 

	Special Instructions:

	Prescribing Physician:
	Phone:

	Date added:                                      Discontinued? ( Date:
	


Medication #:  _____
	Medication
	Dosage
	Purpose
	AM
	NOON
	PM
	BEDTIME
	Lab Monitoring/Frequency

(check if yes, leave blank if none required)

	
	
	
	
	
	
	
	( Yes How Often: 

	Special Instructions:

	Prescribing Physician:
	Phone:

	Date added:                                      Discontinued? ( Date:
	


Medication #:  _____
	Medication
	Dosage
	Purpose
	AM
	NOON
	PM
	BEDTIME
	Lab Monitoring/Frequency

(check if yes, leave blank if none required)

	
	
	
	
	
	
	
	( Yes How Often: 

	Special Instructions:

	Prescribing Physician:
	Phone:

	Date added:                                      Discontinued? ( Date:
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