
 

 

MEDICATION LIST 
 

(List prescriptions, over the counter medications, and herbal supplements) 
 

       Patient Name: _______           Date of Birth:    
 

 
TODAY’S DATE 

 

 

DRUG/OVER THE 
COUNTER/HERBAL 

 

DOSE 
 

REASON FOR TAKING 
DENTAL IMPLICATIONS 

To be completed by 
Dental Hygiene Student 

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

 

 

    

     

 


