NORTHERN CALIFORNIA

RETINA VITREOUS ASSOCIATES

ESTABLISHED IN 1983

€

Patient Name:

Medication List

Date of Birth:

Please list all Eye Drops that you are using:

Name

Right, Left or
Both Eyes?

Number
of Drops

Frequency
(Once a day, Four times a day, As Needed, etc)

Please list all Medicines, Insulin, Blood Thinners, Vitamins, & Supplements you are taking:

Name

Dose
(mg, mL, etc)

Frequency
(Twice a day, Four times a day, As needed, etc)




