
                                              California Sleep Solutions     

MEDICATION WORKSHEET 

Please list any medications you are currently taking. 
 
            Type of Medication                                          Dosage                                Time of Dosage  
 
1. __________________________                     ______________                _____________________ 

2. __________________________                     ______________                _____________________ 

3. __________________________                     ______________                _____________________ 

4. __________________________                     ______________                _____________________ 

5. __________________________                     ______________                _____________________ 

6. __________________________                     ______________                _____________________ 

7. __________________________                     ______________                _____________________ 

8. __________________________                     ______________                _____________________ 

9. __________________________                     ______________                _____________________ 

10. __________________________                     ______________                _____________________ 

11. __________________________                     ______________                _____________________ 

12. __________________________                     ______________                _____________________ 

13. __________________________                     ______________                _____________________ 

14. __________________________                     ______________                _____________________ 

 
 
 
Please list any medications you have taken in the last two weeks 
 
 
15. __________________________                     ______________                _____________________ 

16. __________________________                     ______________                _____________________ 

17. __________________________                     ______________                _____________________ 

18. __________________________                     ______________                _____________________ 

19. __________________________                     ______________                _____________________ 

 
 


	            Type of Medication                                          Dosage                                Time of Dosage  

