
Personal Information Allergies to Medicine
Name: Allergic To Describe Reaction

Address:

Birth Date:
Pr imary Care
Physician

Name: Phone #:

Mv Medication List

List all medicine you are currently taking: Prescription and over-the--countsr medications (examples: aspirin,
antacids) and dietary supplements (example: vitamins) and herbals (examples: ginseng, gingko). lnclude
medications taken as needed (examples: inhalers, nitroglycerin).

Prescription Medication Name Dose (IIow much) Frequency (How often)

Do you smoke? Y or N - if yes how often?

Do you drink alcohol? Y or N - if yes.how often?

Patient health problems:

Surgeries:

Family history of  heal th problems:

Mother:  l iv ing or deceased

Father: l iving or deceased


