


MEDICATIONS:            □ I DO NOT TAKE ANY MEDICATIONS 

Please list all the medicines you take which require a doctor's prescription. 

NAME OF MEDICINE HOW OFTEN TAKEN 

DOSE OF 
MEDICINE Mg, 

units, cc's 

Have you taken any blood thinner or aspirin in the last 3 months? 

SURGICAL HISTORY: 

PLEASE CHECK ANY OVER-THE-
COUNTER MEDICINES YOU ARE 
PRESENTLY TAKING: 

□ NONE

□ Antacids

□ Aspirin Containing Products 

D Cold/Cough remedies

D Diarrhea Preparations

D Eye Drops

D Herbal Remedies

D Laxatives

D Pain Medicines

D Sleeping Medicine

D Vitamin/Supplements

D Recreational Drugs

D Weight Loss Medications 

□ 0 Other: ________________

□ Yes □ No

LIST PREVIOUS SURGERIES/INJURIES/HOSPITALIZATIONS OR PROCEDURES (INCLUDE EYE SURGERIES)         □ NONE 

DATE PROCEDURES 

SIGNATURE OF PATIENT OR GUARDIAN DATE 

_____________________________________________________________________




