
NORTH TEXAS NEUROSCIENCE CENTER, P.A. 
 

Medication Log 
 
Patient Name:       DOB:     
 
Allergies:           
            
             

 
Please list any prescriptions or over the counter medications you are currently taking below. 

 
Name Strength How Often? For How Long? 

    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    

 


