
 

 

28467 US Hwy 19 North, Suite 302      Clearwater, FL 33761      727-216-6929 

 
Prescription Information Form 

  

Name__________________________________________________________________    

                                                                                               

In order to best treat your condition, we require your current use of prescription medications.  Please 

accurately list all of your medications, the dosages, and how long you have been taking them. 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Please explain why you are taking these medications. 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Are there any other medications/drugs used in the past that should be brought to our attention? 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 

Medication Adjustments 

With acupuncture and herbal therapy, dosages of medications may need to be adjusted.  I 

understand that any changes in the medication and/or dosages will be done gradually and under the 

care of all of my physicians. 

Signature:___________________________________________Date:______________ 

 

Web Site: www.docholly.net             

Front office: countrysideintegratedhealth@gmail.com 

 


