PERSONAL MEDICATION LIST
List any allergies or problems you have with medicines, foods, latex, etc. and what happens to you when you take or use them.  

Name of Medicine/Drug                                                        
What Happens

_______________________________________

____________________________________

_______________________________________

____________________________________

_______________________________________

____________________________________

_______________________________________

____________________________________

_______________________________________

____________________________________

Food or other Allergies

________________________________________

____________________________________

________________________________________

____________________________________

________________________________________

____________________________________

Family Doctor






Phone

________________________________________

____________________________________

Others Doctors/Providers

________________________________________

____________________________________

________________________________________

____________________________________

________________________________________

____________________________________

Prescriptions Filled At:

________________________________________

____________________________________

________________________________________

____________________________________

________________________________________

____________________________________

Emergency Contact





Phone

________________________________________

____________________________________

Relationship:   ____________________________

Other Contact






Phone

________________________________________

____________________________________

Name:  _______________________________  Date of Birth:  ______________  Phone:  ____________

Vaccination Dates:  Flu ___________  Pneumonia ____________ Tetanus _________ Other _________
Medicines I take – including those without a prescription:  over-the-counter, vitamins, supplements,herbals, eye-drops, patches, etc.
	Medicine Name/Strength
	How much & When
	What I take it for
	Other Information

	Example:  Ibuprofen 500 mg
	Ex:  2 tablets twice a day
	Ex:  Headache
	Ex:  Bloodwork before new RX

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


