
Please list all vitamins/dietary supplements, with 
dosage and amount you currently taking 

 
 

Name of dietary supplement . 
 

Dosage 
mg or ml 

Taking daily? weekly? 

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

    Patient name:  ____________________________      Date: _________ 
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