Medical Information Form

Name: ________________________________________Today’s Date: _____________
Age:____________  Blood type_________________________
Physician Information
Primary Care Physician’s name: ______________________________ 
Primary Care Physician’s Phone Number:___________________________
Which of the following conditions are you currently being treated or have been treated for in the past (please check)
□Heart disease / Murmur / Angina □Shortness of breathe □Eye disorder / Glaucoma □Diabetes
□High cholesterol □Asthma □Seizures □Kidney / Bladder problems
□High blood pressure □Lung problems / cough □Stroke □Liver problems / Hepatitis
□Low blood pressure □Sinus problems □Headaches / Migraines □Arthritis
□Heartburn (reflux) □Seasonal allergies □Neurological problems □Cancer
□Anemia or blood problems □Tonsillitis □Depression / Anxiety □Ulcers/colitis
□Swollen ankles □Ear problems □Psychiatric care □Thyroid problems
Please describe any current or past medical treatment not listed above
______________________________________________________________________________________________________________________________________________________________________________________________________Please list any past surgeries:
________________________________________________________________________________________________________________________________________________________________________________________________________________________


Allergies
____________________________________________________________________________________________________________________________________________________________
Are you allergic to bee stings/have severe food allergies or are allergic to penicillin or any other drugs? 
□Yes □No
Please list: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Primary Emergency Contacts:
Name						Relation			Phone #
___________________________	__________________	_______________
___________________________	__________________	_______________
Medical Insurance Information:
Insurance Carrier				Member/Plan ID #		Phone #
___________________________	_______________		_______________
Medications you are currently taking (if any):
Medication Name								Dosage 
________________________________________________		________________
________________________________________________		________________
________________________________________________		________________
________________________________________________		________________
Do you want last rights requested if possible? Do you want to make note of an affiliated religion for purposes of last rights?
_______________________________________________________________
