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MEDICATION SUMMARY/ALLERGIES 
 

 
 
Patient  name:_______________________________MRN#:__________________(for office use) 
  
Today’s Date:________________________________Surgery Date:________________________ 
 
 
Medications that you are presently taking: 
  
MEDICATION                              DOSAGE/HOW OFTEN                     REASON             
 
______________________          __________________________      ____________________ 
 
______________________          __________________________      ____________________ 
 
______________________          __________________________      ____________________ 
  
 ______________________          __________________________      ____________________ 
 
______________________          __________________________      ____________________ 
 
 
MEDICATION ALLERGIES:  
MEDICATION                                 ALLERGIC RESPONSE 
____________________            _____________________________________________ 
 
____________________            _____________________________________________ 
 
____________________            _____________________________________________ 
 
 
Are you allergic to Latex?    Please Circle      NO / YES        
 
 
PRODUCT OR MATERIAL ALLERGIES: 
                 
PRODUCT                                      ALLERGIC RESPONSE 
 
____________________            _____________________________________________ 
 
____________________            _____________________________________________ 
 
 
 


