
 

 

Patient Name: _______________________________ 

 

Medication List: Many prescription medications can affect our 

eye. Please list all medications, supplements and over the 

counter medications you are taking. Thank you 

 

1._______________________________________________ 

 

2._______________________________________________ 

 

3._______________________________________________ 

 

4._______________________________________________ 

 

5._______________________________________________ 

 

6._______________________________________________ 

 

7._______________________________________________ 

 

8._______________________________________________ 

 

9._______________________________________________ 

 

10.______________________________________________ 

 

11.______________________________________________ 

 

12.______________________________________________ 

 

13.______________________________________________ 

 

14.______________________________________________ 

 

15.______________________________________________ 


