
Another resource from PATIENT AND CAREGIVER SUPPORT* 

  PERSONAL MEDICAL INFORMATION SHEET         
*Dedicated to providing CARE (Connections, Assistance, Resources and Encouragement) for patients, caregivers, spouses and families 

 
 
 
 
 
 
 

NOTE: COMPLETE FORM FOR EACH FAMILY MEMBER - KEEP COPIES AT HOME, AT WORK, IN YOUR VEHICLE, AND IN YOUR WALLET OR PURSE.   UPDATED ______________ 
 

NAME ____________________________  BIRTH DATE ___________          PHONE ________________ 

 
ADDRESS ______________________  CITY/STATE  _____________________  ZIP _____________ 
 
PRIMARY DOCTOR ____________________________________  PHONE _____________________ 
 
BLOOD TYPE _______   MEDICAL HISTORY/CONDITION _______________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
DRUG/FOOD ALLERGIES ____________________________________________________________ 
_____________________________________________________________________________________ 
 
MEDICATIONS                    DOSE/RATE           SUPPLEMENTS                  DOSE/RATE 
________________________________________         ________________________________________ 
________________________________________         ________________________________________ 
________________________________________         ________________________________________ 
________________________________________         ________________________________________ 
________________________________________         ________________________________________ 
________________________________________         ________________________________________ 
________________________________________         ________________________________________ 
________________________________________         ________________________________________ 
________________________________________         ________________________________________ 
 
CONTACT PERSON                                RELATIONSHIP        PHONE 
_________________________________     ________________      _______________________________ 
_________________________________     ________________      _______________________________ 
_________________________________     ________________      _______________________________ 
_________________________________     ________________      _______________________________ 
_________________________________     ________________      _______________________________ 
 
HOSPITAL PREFERENCE/PHONE ____________________________________________________ 
 
HEALTH CARE DECISIONS/DURABLE POWER OF ATTORNEY CONT ACT ______________ 
_____________________________________________________________________________________ 
 
OTHER DOCTORS/ADDITIONAL INFORMATION ______________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
 
 
 
 
 
 

 

This information is neither intended nor implied to be a substitute for professional medical guidance.  
Always seek the advice of your physician or other qualified health provider prior to making decisions about your medical care. 

 
 
 

 

Copyright © 2011, Patient and Caregiver Support™ - P. O. Box 541236, Omaha, NE USA 68154 - www.pacsupport.org 

Obtain numerous free forms from website, or email: contact@pacsupport.org. All forms may be reproduced without permission for FREE distribution only. 
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