
                                                                   Student Name:  __________________________


Medication History Form 

Patient Name: ______________________________
Date: ______________________________________
Sex: M/F 
Age: _________
 Wt (estimate): _________kg
Vitals and Other Labs:  BP: _________
HR: _________
RR: __________

Allergies or Reactions to Medicines/Foods/Other Agents:

	Allergy or Medication
	Reaction or Side Effect

	
	

	
	

	
	

	
	


Social History:  Tobacco Use:   No/Yes      # packs/day ________ # of years _______

       
Alcohol Use:
  No/Yes      #  drinks/week ________

Current Medical Conditions and Health Concerns:

	1. 

	6.

	2.

	7.

	3.

	8.

	4.

	9.

	5.

	10.


Immunizations: 

	  NAME
	DATE

	(Influenza)


	

	(Pneumococcal) 


	

	(Other)


	


Medications (prescriptions, non-prescription, vitamins, herbs, other):

	Name
	Dose
	Frequency
	Reason for Use

	1. 

	
	
	

	2.

	
	
	

	3.

	
	
	

	4.

	
	
	

	5. 


	
	
	

	6.

	
	
	

	7.

	
	
	

	8.

	
	
	

	9.

	
	
	

	10.

	
	
	

	11.


	
	
	

	12.

	
	
	

	13.

	
	
	

	14.

	
	
	

	15.

	
	
	

	16.

	
	
	

	17.

	
	
	

	18.

	
	
	

	19.

	
	
	

	20.

	
	
	


Recommendations: 

