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MUSC ADVANCED MIGRAINE SURGERY PROGRAM 

Medication List 
 

PATIENT NAME________________________________________________ DATE_____________ 

Please include all prescription and over-the-counter medications you’re currently taking, including herbs and 
supplements. 

 
Medication Name 

 
Dosage 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


