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Patient Name_ ______________________________________ 	 Date______________________

Acupuncture Changes Lives

What medications are you currently taking? (Use additional sheet if necessary)

Medication/Vitamin/Herb Name	 Reason for taking it	 For how long	 Dosage

  ________________________       ________________________        __________       _____  

  ________________________       ________________________        __________       _____ 

  ________________________       ________________________        __________       _____ 

  ________________________       ________________________        __________       _____ 

  ________________________       ________________________        __________       _____ 

  ________________________       ________________________        __________       _____  

  ________________________       ________________________        __________       _____  

  ________________________       ________________________        __________       _____  

  ________________________       ________________________        __________       _____  

  ________________________       ________________________        __________       _____

  ________________________       ________________________        __________       _____  

  ________________________       ________________________        __________       _____   

  ________________________       ________________________        __________       _____ 

  ________________________       ________________________        __________       _____ 

  ________________________       ________________________        __________       _____  

  ________________________       ________________________        __________       _____  

  ________________________       ________________________        __________       _____

Dietary Therapy:


