
 
PLEASE PRINT 
 

Medicine Dose #Times a Day Purpose 
    

    

    

    

    

    

    

    

    

    

    

    

    

    

   *Include over-the-counter (eg, aspirin, vitamins, etc) and herbal medications 
     (eg, St. John’s Wort, etc) 
 
 
Past and Present Medical Conditions 
 

 
 
 
Name _________________________________________ Phone__________________________ 
 
Address _______________________________________________________________________ 
 
In case of emergency, contact ______________________________________________________ 
 
Phone__________________ Relationship _____________________________________________ 
 
Date of Birth _____________________________________________________________________ 
 
Allergies ________________________________________________________________________ 
 
_______________________________________________________________________________ 
VACCINATION RECORD:  Month /Year 
Pneumococcal   __________________________________________________________________ 

Influenza _______________________________________________________________________ 

MMR __________________________________________________________________________ 

Tetanus ________________________________________________________________________ 

Hepatitis B ______________________________________________________________________ 

Other __________________________________________________________________________ 

 
Physician’s Name     PhoneNumber 
______________________________             ___________________________________________ 
 
______________________________             ___________________________________________ 
 
______________________________             ___________________________________________ 
 
______________________________             ___________________________________________ 
 

If you have a Living Will, 
please bring it with you to the hospital. 

 
Surgeries/Procedures  
 
1. ______________________  Hospital/year __________________________________________ 
 
2. ______________________  Hospital/year __________________________________________ 
 
3. ______________________  Hospital/year __________________________________________ 
 
4. ______________________  Hospital/year __________________________________________ 
 
5. ______________________  Hospital/year __________________________________________ 

Universal Medication 
Form

1. __________________________________________________________ 
 
2. __________________________________________________________ 
 
3. __________________________________________________________ 
 
4. __________________________________________________________ 
 
5. __________________________________________________________ 
 
6. __________________________________________________________ 
 


