
 
Midwest Pain Management 

 
PATIENT MEDICATION LIST 

Prescribed, Over the Counter, Herbal, etc. 
 

Name: ____________________________ Date of Birth: ________________________ 
 
Pharmacy Name: ____________________ Pharmacy Phone #: ___________________ 
 
Medication Allergies or Intolerances:  (List medications, latex, skin disinfectants, and what 
type of reaction occurs)  
_________________________________________________________________________ 
_________________________________________________________________________
_________________________________________________________________________ 
 

Date List Medication(s) name, dosage, how it is taken 
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