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Confidential 
Drug Questionnaire
	Name:
	


	Address:
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	Phone/Fax/Email:
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	Country:
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	MEDICATION(S)
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	Brand Name Generic Name Dose
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	(eg: Inderal Propranolol 60mg)
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	IF USING A NOTIFIABLE OR RESTRICTED DRUG PLEASE HAVE YOUR TREATING DOCTOR FILL OUT THIS SECTION:
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	Doctor:
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	Address:
	[image: image32.png]




	[image: image33.png]



	[image: image34.png]




	[image: image35.png]



	[image: image36.png]




	[image: image37.png]



	[image: image38.png]




	Phone/Fax/Email:
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	Signature:
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