Your Name: Prescription Log Date:

1. Are you open to whole food supplementation recommendations to accelerate your healing? Yes/ No

2. Isit your objective to reduce or discontinue any of the medications listed below? Yes/ No Please Identify:
3. What is your preferred method for ingesting supplements/medications: __Liquids _ Tablets __ Caplets __No preference
4. Have you ever taken repeated or prolonged rounds of antibiotics or steroids? Yes/No

Use this log to detail anything you consume that is not food. Please list all prescriptions, vitamins, supplements and any over-the-counter drugs you take even if they are only
"as needed."

: o z Dose/Frequency
Date P bed Medication Name ing?
ate Prescribe Reason for taking® (Example:10 mg / 2xday

Vitamin, Supplement & Over-the-Counter Drug Log

How long have you Supplement Name Reason for taking? Dose/Frequency
been taking? (Example:10 mg / 2xday




Patient Name:

Herb Log - Office Use Only

Date
Prescribed

Herb Name

Acute (A)
Reason for taking? Maintenance (M)
Preventative (P)

Bottle Size
(Lg / Sm)

Dose/Frequency
(Example:2 tabs /
2xday)

Follow-up?
Y/N

Staff
Initials

Best Acupuncture
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