
Peter Sheng, M.D. Inc. 
 

PATIENT MEDICATION RECORD 
 
PATIENT NAME : _______________________________  HEIGHT : ________    WEIGHT : ________ 
 
PHARMACY NAME :______________________________              _________________ 
              name            phone no. 
 
ALLERGIES : ____________________________________________________________________ 
 
Please list all medication (name and dosage) you are currently taking. 
 
                                                

MEDICATION                     
SCHE/FREQ 
AMT/UNIT 

          

 
 

           

 
 

           

 
 

           

 
 

           

 
 

           

 
 

           

 
 

           

 
 

           

 
 

           

 
 

           

 
 

           

 
 

           

 
 

           

 
 

           

 
 

           

 
NOTES :_______________________________________________________________________________________ 
 
               _______________________________________________________________________________________ 
 
              ________________________________________________________________________________________ 
 


