List all medication currently used. Include any occasionally used medication such as inhalers or EpiPens.

MEDICATION FORM

Participants Name Expedition #
Medication: Medication:
Strength: Strength:
Frequency: Frequency:

Reason for taking this medication:

Reason for taking this medication:

Approximate Date Started:

Approximate Date Started:

Temporary: Permanent
| Side Effects

Temporary: Permanent

Side Effects

Storage Instructions (if any):

Storage Instructions (if any):

Name of Prescribing Physician

Name of Prescribing Physician

Physician’s Phone # Phone #
Medication: Medication:
Strength: Strength:
Frequency: Frequency:

Reason for taking this medication:

Reason for taking this medication:

Approximate Date Started:

Approximate Date Started:

Temporary: Permanent
Side Effects

Temporary: Permanent
Side Effects

Storage Instructions (if any):

Storage Instructions (if any):

Name of Prescribing Physician

Name of Prescribing Physician

Physician’s Phone #

Physician’s Phone #

Medication: Medication:
Strength: Strength:
Frequency: Frequency:

Reason for taking this medication:

Reason for taking this medication:

Approximate Date Started:

Approximate Date Started:

Temporary: Permanent
Side Effects

Temporary: Permanent
Side Effects

Storage Instructions (if any):

Storage Instructions (if any):

Name of Prescribing Physician

Name of Prescribing Physician

Physician’s Phone #

Physician’s Phone #

PHOTOCOPY MEDICATION FORM AS REQUIRED
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