
 
 

Current Medications List 
 

Patient Name: __________________________ Date of Birth: ___________________ 
 
Date of Visit: ___________________  
 
Capital Foot Center requires a current listing of all medications you are taking.  This includes 
medications prescribed by other physicians, and any over-the-counter medications, including herbal 
supplements.  You may use the reverse side if you need additional space.  This form will be 
reviewed with you at each visit. 
 
You may bring all of your medications with you, in their original container, to your next visit. 
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