
Name

Drug Dose Breakfast Lunch Dinner Bedtime Reason Ordered by Dr.

Example:  Aspirin 80mg 1 Heart Family Practice
                  Vitamin C 500 mg 1 Cold Prevention

Pharmacy Name & Number

NOTES:

    MY LIST OF DRUGS, VITAMINS, AND SUPPLEMENTS 
SS#

List number of pills taken at:

John Smith
Self

Specialty

Make extra copies of this page to update when your drugs change.

Take this with you to all doctor's visits to show what drugs you are taking and the condition being treated.



NAME:___________________________________________________

ADDRESS:________________________________________________

_________________________________________________________

TELEPHONE:_____________________________________________

EMERGENCY CONTACT: (name & phone #)

1. _______________________________________________________

2. _______________________________________________________

3. _______________________________________________________

FAMILY DOCTOR (PRIMARY):_____________________________

PHONE #:________________________________________________

SPECIALIST:______________________________________________

PHONE #:________________________________________________

DATE:_________________

HEALTH RECORD

DATE OF BIRTH:__________________ SS #:___________________

HEALTH CONDITIONS:___________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

I HAVE A LIVING WILL __________     YOU MAY FIND MY LIVING WILL ___________________________________________________

PERSON HAVING DURABLE POWER OF ATTORNEY FOR MEDICAL DECISIONS

NAME & PHONE:_____________________________________________________________________________________________________

CURRENT MEDICATIONS

MEDICATION DOSAGE / STRENGTH HOW OFTEN TAKEN WHEN TAKEN

___________________________________________ _______________________ ______________________ ______________________

___________________________________________ _______________________ ______________________ ______________________

___________________________________________ _______________________ ______________________ ______________________

___________________________________________ _______________________ ______________________ ______________________

___________________________________________ _______________________ ______________________ ______________________

___________________________________________ _______________________ ______________________ ______________________

___________________________________________ _______________________ ______________________ ______________________

LOCATION OF MEDICATIONS: ______________________________________________________________________________________

ALLERGIES (Foods / Medication / Environmental): ________________________________________________________________________

_____________________________________________________________________________________________________________________

FOR EMERGENCIES CALL 911.




