
Name_____________________________ Date of Birth_________________  Date__________________ 

 

Current Prescription Medication 

 

          Name        Dosage          Reason for Taking 

               (example:  5 mg twice a day) 

_________________________     ____________________________     ___________________________ 

_________________________     ____________________________     ___________________________ 

_________________________     ____________________________     ___________________________ 

_________________________     ____________________________     ___________________________ 

_________________________     ____________________________     ___________________________ 

_________________________     ____________________________     ___________________________ 

_________________________     ____________________________     ___________________________ 

_________________________     ____________________________     ___________________________ 

 

Over The Counter Medication 

 

_________________________     ____________________________     ___________________________ 

_________________________     ____________________________     ___________________________ 

_________________________     ____________________________     ___________________________ 

_________________________     ____________________________     ___________________________ 

 

 

Vitamins / Supplements 

 

_________________________     ____________________________     ___________________________ 

_________________________     ____________________________     ___________________________ 

_________________________     ____________________________     ___________________________ 

_________________________     ____________________________     ___________________________ 

 

Please list any allergic reactions to medication________________________________________________ 

_____________________________________________________________________________________ 

Any other allergies?____________________________________________________________________ 

_____________________________________________________________________________________ 

Zerba Chiropractic, P.C. 


