
Complete this form, save to your computer and print it.  Keep it with you at all times and update when necessary. 

List prescriptions, over-the-counter drugs, vitamins and herbal medicines. Bring this form to doctor's 

appointment, emergency department or hospital visits. If you have any complications with medications, 

immediately contact your doctor.

Patient name:                                                                                                  Birth date:_______/______/

Pharmacy name:                                                                                             Phone: (______)

Primary care doctor name:                                                                              Phone: (______)

Emergency contact:                                                                                        Phone: (______)

Allergies:

Start Date
Medication 

(name/dose)
Medication treats

(condition)
Medication Frequency

Notes

MY MEDICATION RECORD

 Morning    Noon   Evening   Bedtime

Date of last flu vaccine:

Date of last pneumonia vaccine:

Date of last tetanus:

IMMUNIZATIONS


	Patient Name: 
	Pharmacy name: 
	Emergency contact: 
	allergies: 
	Text15: 
	Text16: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text44: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text69: 
	Text70: 
	Text71: 
	Text72: 
	Text78: 
	Text79: 
	Text80: 
	Text81: 
	Text86: 
	Text87: 
	Text88: 
	Text89: 
	Text94: 
	Text95: 
	Text96: 
	Text97: 
	Text103: 
	Text104: 
	Text105: 
	Text106: 
	Text113: 
	Text114: 
	Text115: 
	Text116: 
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Check Box13: 
	1: 
	0: 
	1: 
	0: Off
	1: Off




	Check Box7: Off
	Check Box9: Off
	Check Box11: Off
	Check Box14: Off
	Check Box19: Off
	Check Box1: Off
	Check Box2: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box47: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box3: Off
	Check Box4: Off
	Check Box8: Off
	Check Box10: Off
	Check Box17: Off
	Check Box18: Off
	Check Box20: Off
	Check Box28: Off
	Check Box32: Off
	Check Box36: Off
	Check Box40: Off
	Check Box42: Off
	Check Box46: Off
	Check Box48: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off


