
 

Name:_________________________________________Date Completed:________________
Address:_______________________________________________________________________
Phone Number:______________________________________Birth Date:_______________
Emergency Contact/Phone:_____________________________________________________

Allergies and  Drugs to Avoid/Adverse Reactions: 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________

For additional Med Forms, go to: www.themedform.com

Medication:____________________________________________Dosage:________________________ 
Reason for Taking:______________________Directions:_____________________________________ 
Doctor:______________________________________Date Started:______________________________

Medication:____________________________________________Dosage:________________________ 
Reason for Taking:______________________Directions:_____________________________________ 
Doctor:______________________________________Date Started:______________________________

Medication:____________________________________________Dosage:________________________ 
Reason for Taking:______________________Directions:_____________________________________ 
Doctor:______________________________________Date Started:______________________________

Medication:____________________________________________Dosage:________________________ 
Reason for Taking:______________________Directions:_____________________________________ 
Doctor:______________________________________Date Started:______________________________

Medication:____________________________________________Dosage:________________________ 
Reason for Taking:______________________Directions:_____________________________________ 
Doctor:______________________________________Date Started:______________________________

Medication:____________________________________________Dosage:________________________ 
Reason for Taking:______________________Directions:_____________________________________ 
Doctor:______________________________________Date Started:______________________________

Current Medications:
List all medications you are taking, include over-the-counter (e.g., aspirin, antacids, 
vitamins and herbals).

Always keep this form with you. (over)

Jane Doe 9/1/05

123 Main Street, Anytown, AZ 85000

602-555-1234 3/17/32

John Doe  /  602-555-4321

Penicillin - I get a rash.

Pravachol 40 mg.

to lower cholesterol one tablet at night

Robert Smith October 2003

Toprol XL 50 mg.

heart medicine one every morning

Edward Jones January 2001

HCTZ 25 mg.

water pill 1/2 tablet every morning

Robert Smith March 2003

Lisinopril 40 mg.

heart medicine one tablet every morning

Aaron Hodges June 2004

Estradoil 2 mg.

estrogen - hysterectomy 1/2 tablet every day

Faye Wolkins Spring 1997

Aspirin 80 mg.

prevent heart attack one a day

Aaron Hodges June 2004



Immunization Record: 
(Include dates administered)
q Tetanus______________ q Pneumonia Vaccine______________ q Flu Vaccine______________ 
q Hepatitis Vaccine____________ q Other________________________________________________

Always keep this form with you.

For additional Med Forms, go to: www.themedform.com

 www.azhha.org www.azmedassn.org

Current Medications: (continued)

Medication:____________________________________________Dosage:________________________ 
Reason for Taking:______________________Directions:_____________________________________ 
Doctor:______________________________________Date Started:______________________________

Medication:____________________________________________Dosage:________________________ 
Reason for Taking:______________________Directions:_____________________________________ 
Doctor:______________________________________Date Started:______________________________

Medication:____________________________________________Dosage:________________________ 
Reason for Taking:______________________Directions:_____________________________________ 
Doctor:______________________________________Date Started:______________________________

Medication:____________________________________________Dosage:________________________ 
Reason for Taking:______________________Directions:_____________________________________ 
Doctor:______________________________________Date Started:______________________________

Medication:____________________________________________Dosage:________________________ 
Reason for Taking:______________________Directions:_____________________________________ 
Doctor:______________________________________Date Started:______________________________

Medication:____________________________________________Dosage:________________________ 
Reason for Taking:______________________Directions:_____________________________________ 
Doctor:______________________________________Date Started:______________________________

4 Sept. 2001 Sept. 20044don’t know

don’t know


