








FRONTIER NEUROLOGY

Charles T. Crinnian, M.D., P.C.

MEDICATION LIST

PATIENT NAME DATE

Please list all medications, vitamins and herbal supplements you are currently taking
along with their strength and how they are taken.

MEDICATION NAME STRENGTH DOSING
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Patient Signature o Date

Corporate Office
10250 N. 92" Street, Suite 304
Scottsdale, Arizona 85258
480-451-7676 PHONE
480-451-0971 FAX



Acknowledgment of Receipt of Privacy Notice
Original to be maintained in Patient's permanent electronic medical record.
Frontier Neurology

I acknowledge that I have recéived a copy of the office's Notice of Privacy Practices.

Paticnt or Icgally authorized individual signaturc ~ Datc

Printed Name if signed on behalf of the patient Relationship (parent, Icgal guardian, personal
representative, clc.)
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