
 

Medication History Authority 

 

Patient Name: ___________________________________________ 

 

Date: __________________________________________________ 

 

 

The above named patient gives his/ her provider the legal authority to obtain his/ her medication history. 

 

 

Please circle:   YES  NO 

 

 

Signature: _______________________________________________ 

 

Pharmacy: _______________________________________________ 

 

Pharmacy: _______________________________________________ 


