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Medication list
A complete list of your medications is one of the most important things that you will need upon admission to the hospital. 

List all medications you take, such as pills, patches, inhalers, eye/ears/nose drops, creams, ointments. 

Be sure to include over-the counter medicine, vitamins, minerals and herbal products.

Name of Medication 
(example: atorvastatin)

Dose/Strength 
(20 mg)

How Much 
(1 pill)

How often/When
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r Why I take it 
(to lower cholesterol)

Additional information 
(take with or without food; 

Prescribed by Dr. Goodheart)

Please contact your community pharmacy to obtain an up-to-date list of your prescribed medication.
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