
                        
PATIENT INFORMATION RECORD 

Please Use Black Ink Only  

 

Medication List and Medication Allergies  
 

          Date: _____________________ 

 

Patient Name: ________________________________________ Date of Birth: ________________ 

 

          Medications: Please list any current medications that you are taking, including over the counter. 
 

          Name of Medication             Strength            Dose 

 

__________________________________ _________________  ___________________________ 

__________________________________ _________________  ___________________________ 

__________________________________ _________________  ___________________________ 

__________________________________ _________________  ___________________________ 

__________________________________ _________________  ___________________________ 

__________________________________ _________________  ___________________________ 

__________________________________ _________________  ___________________________ 

__________________________________ _________________  ___________________________ 

__________________________________ _________________  ___________________________ 

__________________________________ _________________  ___________________________ 

 

        Allergies to Medications: Please list any medication allergies that you are aware of. 
 

            Name of Medication             Reaction 

 

__________________________________ ______________________________________________ 

__________________________________ ______________________________________________ 

__________________________________ ______________________________________________ 

__________________________________ ______________________________________________ 

__________________________________ ______________________________________________ 

__________________________________ ______________________________________________ 

__________________________________ ______________________________________________ 

 
Provider Reviewed: __________   MA Entered: ___________ 

 

VSCS 
Valley Skin Cancer Surgery 

 


