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MEDICATION LIST 

 

- Medicare requires that we collect a list of your current medications 

- Please list your current prescription and over the counter medications, vitamin/ 

supplements  

- Include dosage, frequency and  Route (how it is taken) if other than by mouth. 

 

 

Medication Name   Dosage        Frequency             Route (if other than by mouth) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


