
 

LA Integrative GI  

All Current Medications and Supplements 

 

Patient Name: _________________________________________________________ Date: _______________________ 

Primary Care Physician: ______________________________________________________________________________ 

Allergies: __________________________________________________________________________________________ 

Pharmacy: ____________________________________________________________ Phone: ______________________ 

 

Meds / Supplements Dosage Frequency Start Date Comments 

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

 


