
 

Current Medications List 
Family First Dental  

 
Name: _________________________________ Emergency Contact Name/Phone: ______________________ 
 
 

Date Last Updated: _________________    _________________    _________________    _________________ 
 
 

Prescription Medications: 
 

Name of Medication Strength and 
Frequency 

Condition Medication 
Taken For 

Physician who 
Prescribed Med 

Notes 

     
     
     
     
     
     
     
     
     
     
 

Allergies         Pharmacy/Prescription Drug Plan 
 

   
  
  



 

 


