ADVANCED UROLOGY INSTITUTE, LLC.
CURRENT MEDICATION LIST

NAME:          



SS#


                DATE:

NOTE:  Please include all over the counter drugs (i.e. Aspirin, vitamins, etc.)

I am ALLERGIC to the following Medications: ____________________________________________

_____________________________________________________________________________________

I am now taking the following Medications:

	Name of Medication
	(Office Use Only)                                        Date of Visit

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


Current Pharmacy Name: ___________________________ Phone Number:  ___________________
09/18
