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Medication Sheet 

 

Milford Gastroenterology Associates, Inc. 
 

Name: ___________________________________ D.O.B.:__________ Date: ________ 

 

Instructions: Please list all prescription medication, over-the-counter medications, 
ointments, supplements, eye drops, etc. 
 

MEDICATION ALLERGIES / REACTION: ________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

 

 

Medication Dose Directions 

 

 

  

 

 

  

 

 

  

 

 

  

 

 

  

 

 

  

 

 

  

 

 

  

 

 

  

 

 

  

 

 

  

 

 

  

 

 

Signature: __________________________________________________________ 


