
YOU MUST COMPLETE EACH SECTION  
 
My FULL NAME:______________________________________ 
 

My Phone #’s; #1 _________________ #2 _________________ 
 

Name of most-used Pharmacy: _________________________ 
 

and its city & branch: _________________________________ 
 

and its Phone # : ( _______ ) ___________________________ 
 

List prescription drugs taken regularly, or as-needed  
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“Drug-List-for-Patient-090422.pub — Dr. Ken Sokolowski — Wethersfield Podiatry & Foot Health Services — Tel: (860) 529-6845  Fax: (860) 529-2706 

I can NOT internally take or come in contact with 
these drugs, chemicals, materials or foods: 

This column is reserved 
for the Doctor’s use. 

   

   

   

   

   

   


