
MEDICATIONS AND MEDICAL HISTORY 
 
Name : _________________________________________ Date of Birth:   I I  
 
Address__________________________________________________________________________ 
 Street   Town   Zip Code 
 
 Home Phone (        )       Cell Phone (        )  
 
Emergency Contact:________________________________  Relationship: ____________________ 
 
 Phone: (        ) 
 Address__________________________________________________________________ 
 
PAST MEDICAL HISTORY 
 
 ___ Heart Attack ___ Stroke ___ Diabetes ___ Cancer: _______________________    
 ___ Emphysema/COPD  ___ A-Fib ___ Arthritis ___ Hypertension (High Blood Pressure) 
 ___ Seizures ___ Angina ___ Asthma ___Depression  ___ Congestive Heart Failure 
 ___ Other: _____________________________________________________________________ 
 
ALLERGIES: _____________________________________________________________________ 
 
MEDICATIONS: 
 

MEDICATION NAME DOSE FREQUENCY 
   

   

   

   

   

   

   

   

   

   

   

   

 
Health Related Comments:  
 
 
 
 
 

This information should be updated every time your medical history or prescriptions change. 
Keep on your refrigerator for easy access. 


