
 

 

    
Allergies/Reaction:           _______ 

 

Medication  
(prescription, over-the-counter aspirin, 

vitamins, herbs, inhalers, aerosol 
treatments, oxygen)  

Dose 
mg, mcg, ml, 

units 

Route 
Oral, nasal, 
inhalation, 
injection 

Frequency 
____X daily, or as 

needed for 
_________ 

OFFICE USE: 
 

Document:√ if same, New, DC for discontinued 
Or last time taken for sleep study 

Staff Date/Time: 
 

      

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          
Medication list provided by: 
  patient report 
  meds brought in  
  healthcare provider 
 
  Gave copy of list to patient or care provider 
  Patient declined copy of list 
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Patient Signature: 
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