
Vermont Orthopedic Clinic 
Medication Information  

 
Name ___________________________________________   Date _____________________ 

   
 

         Date  Date     Date        Date        Date    Date        Date       Date       Date     
Medication Name 
(List Below) 

 Initials Initials  Initials Initials Initials Initials Initials Initials Initials 

           

           

           

           

           

           

           

           

           

           

           

           

           

           

           

           

 
 

Please list any Medication Allergies: ______________________________________________ 
 
Other Allergies: ________________________________________________________________ 
 
Latex Allergy? Yes ______ No ______ 


