
 
 

Patient Medication Form 
 

NAME: _____________________________________    DATE OF BIRTH:__________________________ 

PRIMARY CARE DOCTOR: ________________________________________________________________   

PCM ADDRESS: ________________________________________________________________________ 

PCM PHONE #: ______________________________  PCM FAX #:  ____________________________  

  

Medication Dosage Directions Symptom 
Treated 

Date 
Prescribed 

Date  
Ended 

Prescribing  
Physician 

# of 
pills 
 each 
refill 

 
 

       

 
 

       

 
 

       

 
 

       

 
 

       

 
 

       

 
 

       

 
 

       

 
 

       

 
 

       

 
 

       
 

 
 

       

  
 

      

 


