Complete Medication List & Cornerstone Psychiatric Services, Inc.

(including Over-the-Counter, David Donahue, D.O ¢ David Fawks, APRN ¢ Kristoffer Guerrero, APRN
Vitamins and Herbals) Lenice Haber, LCSW ¢ Nancy Stetter-Coblentz, LCSW
1790 E Venice Ave. Ste. 204, Venice, FL 34292

Patient Accountt: Date: Phone: (941) 488-8884 Fax: (941) 488-5554

PATIENT INFORMATION
Last Name: First Name: Middle Name:
Suffix: JR SR Il IVor Nickname: Date of Birth: / /
Street Address: City: State: Zip:
Email*: Homet#: ( ) - Mobile#:( ) -

*Your email will be used to invite you to Patient Portal access

Prescription Medication List

List all medicine you are currently taking:

Prescription Medication | Dose (How much) Route of Administration
Name Me: tablets or capsules, Frequency (How often) Oral, Injections, Topical, Sublingual
units, drops, etc. el » Topical, g
0 mg(_TAB__CAP) o Oral o Injection or o
o x day or | o AM 0 PM 0 As needed
0 mg (__TAB__CAP) o Oral o Injection or o
o x day or ||:| AM 0 PM O As needed
omg(_TAB __CAP) o Oral o Injection or o
o x day or ||:| AM 0 PM O As needed
0 mg(__TAB__CAP) o Oral o Injection or o
o x day or ||:| AM 0 PM O As needed
0 mg (__TAB__CAP) o Oral o Injection or o
o x day or |o AM 0 PM 0 As needed
0O mg (__TAB __CAP) o Oral o Injection or o
o x day or |o AM 0 PM 0 As needed
0 mg(_TAB __CAP) o Oral o Injection or o
o x day or ||:| AM 0 PM O As needed
0 mg(__TAB__CAP) o Oral o Injection or o
o x day or ||:| AM 0 PM O As needed
0 mg(__TAB _CAP) o Oral o Injection or o
o x day or ||:| AM 0 PM O As needed
0 mg (__TAB__CAP) o Oral o Injection or o
o x day or |oAM 0 PM 0 As needed
0O mg (__TAB __CAP) o Oral o Injection or o
o x day or |o AM 0 PM 0 As needed
0 mg(_TAB __CAP) o Oral o Injection or o
o x day or ||:| AM 0 PM O As needed
0 mg(__TAB__CAP) o Oral o Injection or o
o x day or ||:| AM 0 PM O As needed

Over-the-Counter Medications / Vitamins / Herbals

List all Over-the-Counter medications (examples: aspirin, antacids) and dietary supplements (example: vitamins) and herbals
(examples: ginseng, gingko).

Prescription Medication Dose (How much) Route of Administration
- Frequency (How often) - - :
Name Mg, units, drops, etc. Oral, Injections, Topical, Sublingual
omg (__TAB __CAP) o Oral o Injection or o
o x day or | o AM 0 PM 0 As needed
omg (__TAB __CAP) o Oral o Injection or o
o x day or |o AM 0 PM 0 As needed
omg (__TAB __CAP) o Oral o Injection or o
o x day or |o AM 0 PM 0 As needed
omg (__TAB __CAP) 0 Oral o Injection or 0
o x day or ||:| AM 0 PM O As needed
omg (__TAB __CAP) 0 Oral o Injection or 0
o x day or ||:| AM 0 PM O As needed
omg (__TAB __CAP) 0 Oral o Injection or 0
o x day or ||:| AM 0 PM O As needed
omg (__TAB __CAP) 0 Oral o Injection or 0
o x day or ||:| AM 0 PM O As needed
omg (__TAB __CAP) o Oral o Injection or o
o x day or |oAM 0 PM 0 As needed
omg (__TAB __CAP) o Oral o Injection or o
o x day or |oAM 0 PM 0 As needed

X
Signature of Patient, Parent, Guardian or Personal Representative List Completed or Updated on Date




