


Present a current list of medications or write them on the “Medical Record” form.

Physician Signature: I have reviewed and I agree with
Medical History Questionnaire and Medication Record

Tobacco Cessation
Counseling
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PHARMACY NAME�

PHONE�

VACCINATIONS		  YEAR RECEIVED
Pneumonia                                                               
Influenza (flu)                                                          
COVID-19                                                               


