
My Medical Information
Name: ___________________________
Address: _________________________
City: _____________________________
State: _________  Zip: ______________
Phone (home): ___________________
Date of Birth: _____________________

Other Physician’s Name/Phone:
______________________________________
Other Physician’s Name/Phone: 
______________________________________
Other Physician’s Name/Phone:
______________________________________
Pharmacy Name/Phone:
______________________________________

Vaccination Dates: 

  Influenza          /          /

  Tetanus         /          /

  Pneumonia          /          /

  Other         /          /

        /          /

Medications I cannot take & why:
__________________________________
__________________________________
__________________________________
Allergies: _________________________
__________________________________
__________________________________

Emergency Contact Name/Phone:
______________________________________
Healthcare Proxy Name/Phone:
______________________________________
Primary Care Physician’s Name/Phone: 
______________________________________

Other important health information:
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
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