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My Medication Profile 
 
Patient Name:   Date of birth:  Date completed:   
 

Medication Name 
 

Dosage 
 

Frequency 
 

Diagnosis 
 

Prescribing physician  
  

Include all prescription and 
non-prescription drugs, 
vitamins, and supplements 

 
Include mg, 
mcg, units, 
puffs, drops 

How many times 
per day?  
After meals? 
At bedtime? 

 
For what reason is this 
medication being 
prescribed to you? 

Who is prescribing this 
medication for you? 

     

     

     

     

     

     

     

     

     

 
 


