
Greg Krenek, M.D. 
 

MEDICATIO� LIST 

 

 

PATIE�T �AME: _______________________________________________ DATE: _____________ 

 

MEDICATIO�S: 

        Allergies to 

 Prescription:       Medications:  YES or NO  

         If yes, please list 

 ____________________________    

  

 ____________________________   ________________________ 

 

 ____________________________   ________________________ 

 

 ____________________________   ________________________ 

 

 ____________________________   ________________________ 

 

 ____________________________   ________________________ 

 

 ____________________________   ________________________ 

 

 ____________________________   ________________________ 

 

 ____________________________   Allergies to Local Anesthesia:  

        YES or NO 

 ____________________________    If Yes – Please list    

  

____________________________   _______________________    

  

Over the Counter Meds:    _______________________   

  

____________________________   _______________________ 

 

 ____________________________   _______________________ 

  

 ____________________________   Latex Allergies: 

         YES or NO 

 ____________________________   

 

 ____________________________ 

 

 ____________________________ 

     

 


