
     

MEDICATION 

Please circle all current medications or list name of 

medications below 

STRENGTH 

(mg/ml) 

QUANITITY TIME(S) 

GIVEN 

REFILL NEEDED? 

 

IF NEEDED 

REFILL  

HERE? 

PREFER 

WRITTEN 

PRESCRIPTION? 

 

Tramadol       

Rimadyl/Carprofen/Truprofen/ 
Novox 

      

Deramaxx       

Previcox       

Metacam       

Glucosamine/Chondroitin       

Aspirin       

Prednisone/Prednisolone 
 

      

       

       

       

       

       

 


