	University of Rochester

UNIVERSITY HEALTH SERVICE

Box 270617  
Rochester, NY   14627-0617
(585) 275-2662


	Name: _________________________________________
UHS MR #: _____________________________________

Date of Birth:____________________________________
Allergies:_______________________________________
 (Patient/student – complete bolded items above, then list medications below)


MEDICATION LIST

(Include ALL medicines taken, i.e., prescription, nonprescription, vitamins, and herbals)
	Medicines:

Name & Strength
	Frequency
	Purpose of 

Medicine
	Name of Prescriber

(When applicable)
	Start Date
	Stop Date

	Example:

Tetracycline 500 mg
	Once a day
	Acne
	Dr. Jones
	8/06/08
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