
PERSONAL MEDICATION RECORD               Date updated: ____________ 
 
Patient:  ____________________________________      M  F        Date of Birth __________ 
 
Address ____________________________________     E-mail: ______________________   
 
 Name Address Telephone E-Mail 
 
Caregiver 

    

Primary 
Physician 

    

Primary 
Pharmacy 

    

 
Food allergies: 
 
Drug allergies: 
 
 
Medication and 
Prescriber 

 
What does it 
look like? 
 

 
 
What is it for? 

 
What is the 
strength ? 

 
How often 
do you take it? 

 
Is it Working 
well for you? 

 
Start Date/ 
Stop Date 

 
 

      

 
 

      

 
 

      

 
 

      

 
 

      

 
 

      

 
 

      

 
 

      

 
 

      

 
 

      

 
 

      

 
Include prescription and over-the-counter medications, as well as herbal supplements. 
 


