


  Name of Medication                            Dosage and Directions

Please provide information regarding your medication history in the space below.  This information �
assists Maxor Pharmacists in providing the best possible care.

Current Prescription Medications (Taken on a regular basis)

Current Over-the-Counter Medications
  Name of Medication                            Dosage and Directions

Medications no longer taken or not taken on a regular basis

  Name of Medication                            Reason medication was stopped


