
Medication Allergies and Sensitivities    
      Medication	 	        Type of Reaction

__________________________________________

__________________________________________

__________________________________________

-Conditions I am being treated for:

1._________________________________________

2._________________________________________

3._________________________________________

Name______________________________________

Date of Birth_________________________________

Doctors Name_______________________________

at Phone No:________________________________

In Emergency call:____________________________

at Phone No.________________________________

Pharmacy_ _________________________________

at Phone No.________________________________

My Personal

MEDICATION RECORD

Provided by your family physician
and Mercy Medical Center

on (date)_______________________

PRESCRIPTION, NON-PRESCRIPTION,
 VITAMINS & HERBAL MEDICATIONS I AM 

TAKING REGULARLY OR AS NEEDED. 
(CROSS OUT IF DISCONTINUED)

Medication Name / Strength	 	 Directions__________________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________ 	

__________________________________________

__________________________________________

__________________________________________

__________________________________________

ALWAYS KEEP THIS CARD WITH YOU

                                        Date
Flu Vaccine______________________
Pneumonia Vaccine________________
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