
                 Current Medications List 
 

 
BAY VIEW – BROOKFIELD – ELM GROVE – GREENFIELD – RACINE – SLINGER – THIENSVILLE – THIRD WARD – WEST BEND 

Completed forms can be – Emailed: patientcare@ptplus.com / Faxed: 262-796-2851 / Brought to appointment 

This detailed information is required under Medicare Guidelines. 

Medication: _________________________________________________  Reason: _______________________________ 

Dosage: ___________  Frequency: ____________  Taken via: ▢ Orally  ▢ Topically  ▢ Inhalation  ▢ Suppository ▢ Other 

Medication: _________________________________________________  Reason: _______________________________ 

Dosage: ___________  Frequency: ____________  Taken via: ▢ Orally  ▢ Topically  ▢ Inhalation  ▢ Suppository ▢ Other 

Medication: _________________________________________________  Reason: _______________________________ 

Dosage: ___________  Frequency: ____________  Taken via: ▢ Orally  ▢ Topically  ▢ Inhalation  ▢ Suppository ▢ Other 

Medication: _________________________________________________  Reason: _______________________________ 

Dosage: ___________  Frequency: ____________  Taken via: ▢ Orally  ▢ Topically  ▢ Inhalation  ▢ Suppository ▢ Other 

Medication: _________________________________________________  Reason: _______________________________ 

Dosage: ___________  Frequency: ____________  Taken via: ▢ Orally  ▢ Topically  ▢ Inhalation  ▢ Suppository ▢ Other 

Medication: _________________________________________________  Reason: _______________________________ 

Dosage: ___________  Frequency: ____________  Taken via: ▢ Orally  ▢ Topically  ▢ Inhalation  ▢ Suppository ▢ Other 

Medication: _________________________________________________  Reason: _______________________________ 

Dosage: ___________  Frequency: ____________  Taken via: ▢ Orally  ▢ Topically  ▢ Inhalation  ▢ Suppository ▢ Other 

Medication: _________________________________________________  Reason: _______________________________ 

Dosage: ___________  Frequency: ____________  Taken via: ▢ Orally  ▢ Topically  ▢ Inhalation  ▢ Suppository ▢ Other 

Medication: _________________________________________________  Reason: _______________________________ 

Dosage: ___________  Frequency: ____________  Taken via: ▢ Orally  ▢ Topically  ▢ Inhalation  ▢ Suppository ▢ Other 

Medication: _________________________________________________  Reason: _______________________________ 

Dosage: ___________  Frequency: ____________  Taken via: ▢ Orally  ▢ Topically  ▢ Inhalation  ▢ Suppository ▢ Other 

Medication: _________________________________________________  Reason: _______________________________ 

Dosage: ___________  Frequency: ____________  Taken via: ▢ Orally  ▢ Topically  ▢ Inhalation  ▢ Suppository ▢ Other 

Medication: _________________________________________________  Reason: _______________________________ 

Dosage: ___________  Frequency: ____________  Taken via: ▢ Orally  ▢ Topically  ▢ Inhalation  ▢ Suppository ▢ Other 

Medication: _________________________________________________  Reason: _______________________________ 

Dosage: ___________  Frequency: ____________  Taken via: ▢ Orally  ▢ Topically  ▢ Inhalation  ▢ Suppository ▢ Other 
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