ROBERT A. MESROPIAN CENTER FOR COMMUNITY CARE
MEDICATION LIST

PATIENT NAME: ________________________________________________  DATE OF BIRTH: ___________________ 
Please list all medication, vitamins, herbal supplements and any other over-the counter medications you are currently taking. 

                                                                                                    STRENGTH                                         DIRECTIONS
              MEDICATIONS/VITAMINS                                    (Example: 50 mg)                                    (3 times a day)
	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



