Name: DOB:

My Medications

Please tell us about the medicines you take now. Types of medicines to write down include:

® Prescriptions ® Vitamins @ Supplements
® Natural remedies ® Herbal remedies ® Other over-the-counter medicines
When |
e Strength How many How often / .
Name of medicine (Dose) Ttake whien ke It Why | take it tf:l?i':;?t

< mqfn ing and bedtime) For my high cholesterol 2010




