DR. STÉFAN BESTER – PROSTHODONTIST
PATIENT MEDICATION LIST
	PATIENT INFORMATION:

	Surname:
	Full name:
	Title:

	PLEASE ADVISE WHAT MEDICATION YOU TAKE ON A REGULAR BASIS:

	
	NAME:
	HOW MANY TIMES A DAY:
	HOW LONG HAVE YOU BEEN ON THIS MEDICATION?
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	Patient Signature:    ………………………………………......                         Date:……………………………………


