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	Protocol Title:       

	Principal Investigator Name:      

	Subject ID:       
	Subject Initials:       


	Did the subject take any medication (including over-the-counter products) in the past X weeks and/or at any time during their study 
participation?        FORMCHECKBOX 
  Yes, record below                            FORMCHECKBOX 
  No

	Medication
	Dose
	Unit
	Route
	Frequency
	Indication
	Start Date
	Continuing  
	Stop Date
	Used to treat AE? 
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	UNIT:

TAB = Tablet

MCL = Microliter

ML = Milliliter

L = Liter

G = Gram

MG = Milligram
	MCG = Microgram

Other = Specify above
	ROUTE:

PO = Oral

IM = Intramuscular

SC = Subcutaneous

IV = Intravenous

IH = Inhalation
	INS = Intranasal

TOP = Topical

TD = Transdermal

VG = Vaginal

IU = Intrauterine


	FREQUENCY:

Daily

BID = Twice a Day

TID = Three times a Day

QID = Four times a Day

Every other Day

Weekly


	Monthly

Q H = Every _ Hours (Specify)
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