
HIGH MOUNTAIN HEALTH, P.A. 
Patient Medication List 

 
 
Patient Name: ____________________________________________ 
 
Allergies: ________________________________________________ 
 
 
Name of Medication Dose & Frequency Start Date Stop Date Reason taking 

     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     

 




