
Medication List 

Ann Arbor Neurology 
 

PATIENT NAME:_______________________________   As of: ________________________ 

              (date) 

Date of Birth:___________________________________ 

 

 

 

 

1.___________________________________________________________________________________ 

    Medication                      Strength (mg.)    Directions      (example: 1 tab twice a day)  

  

2.___________________________________________________________________________________ 

    Medication                      Strength (mg.)    Directions      (example: 1 tab twice a day)  

 

3.___________________________________________________________________________________ 

    Medication                      Strength (mg.)    Directions      (example: 1 tab twice a day)   

 

4.___________________________________________________________________________________ 

    Medication                      Strength (mg.)    Directions      (example: 1 tab twice a day)  

 

5.___________________________________________________________________________________ 

    Medication                      Strength (mg.)    Directions      (example: 1 tab twice a day)  

 

6.___________________________________________________________________________________ 

    Medication                      Strength (mg.)    Directions      (example: 1 tab twice a day)  

 

7.___________________________________________________________________________________ 

    Medication                      Strength (mg.)    Directions      (example: 1 tab twice a day)  

 

8.___________________________________________________________________________________ 

    Medication                      Strength (mg.)    Directions      (example: 1 tab twice a day)  

 

9.___________________________________________________________________________________ 

    Medication                      Strength (mg.)    Directions      (example: 1 tab twice a day)  

 

10.___________________________________________________________________________________ 

     Medication                      Strength (mg.)    Directions      (example: 1 tab twice a day)  

 

 

PREFERRED PHARMACY NAME_______________________________PHONE#:_________________ 

 

ADDRESS:_________________________________CITY__________________STATE______________ 

 

Use other side for additional medications. 


