
Rehabilitation Associates, Inc 
MEDICATION LIST 
 

Patient Name:  _______________________________     

Patient DOB:    _______________________________    

Date of Eval:     _______________________________ 
 

 

Medication Dosage Frequency 
(example: once a day, weekly, monthly) 

1. 
 

  

2.  
 

  

3. 
 

  

4. 
 

  

5. 
 

  

6. 
 

  

7. 
 

  

8.   
 
 

□ N/A – No medications at this time  
 


