
EVANSVILLE SURGICAL ASSOCIATES, INC 
MEDICATION / ALLERGY RECORD 

 
Patient Name:______________________________________Today’s Date:____________________________ 
 
Date of Birth:______________________ 
 
Allergies to Medicines 
Allergic to:                                             Describe allergic reaction: 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
 
 
Medication Record                                         Date: 
 
 
 
Medication / Dose            
 
                                 

             

 
 

             

 
 

             

 
 

             

 
 

             

 
 

             

 
 

             

 
 

             

 
 

             

 
 

             

 
 

             

 
 

             

KEY:    Change  C          Refill  R          Stop  S          Currently taking  √                         med/allergy 3-10-09 


