
Cynthia A Sink, DPM 

MY MEDICATION LIST 

 

NAME:__________________________________________DATE:______________ 

DATE OF BIRTH:__________________________________ 

Please list all drugs you are currently taking.  Please include all 

prescription and over-the counter medications, herbal products, 

nutritional supplements and recreational drugs.   

 

Name of Drug Strength of Drug How often do you 
take it? 

What is this drug 
for? 

Who prescribed 
this drug? 

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

 


