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This sample form will assist you in creating a unique form for your practice. Effective forms address the specific circumstances of each practice.
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Allergies: 	
Currently Taking: 	

	Date
	Medication/
OTC
	Dosage
	Schedule/
Route
	Quantity
	Date Discontinued
	Additional Testing/
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	Nurse or Appropriate Designated Office Staff Signature/Physician or Applicable Provider Signature
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