Personal Medical Information

The information contained on this form is Confidential 

	Patient Name
	

	  Address
	

	  Phone Numbers
	Home:                                       Work:                                   Cell:

	
	

	Emer. Contact Name
	                                                                       Relation to Patient:

	  Phone Numbers
	Home:                                       Work:                                   Cell:

	  Address
	


MEDICATION SCHEDULE AS OF      /       /  (include prescription and non-prescription medications and diet supplements)

	Medication
	Daily
	As needed
	Other
	Comments
	Dose and Time Taken

	
	
	
	
	
	Before

Brkfst
	At Brkfst
	Lunch
	Before Dinner
	At Dinner
	At Bedtime

	Example --  Aspirin
	x
	
	
	
	
	81 mg
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	


PHYSICIANS & PHARMACY:

	Type
	Name                             Practice Name                       Location                            Phone

	Primary Care
	

	Cardiologist
	Dr.                               , Cardiac Care Associates, PC Fairfax, VA                          (703) 641-9161

	Dentist
	

	
	

	
	

	
	

	
	

	Pharmacy
	


ALLERGIES:

	

	

	

	

	

	

	


See other side/other page

MEDICAL CONDITIONS & HISTORY:

	Dates
	Condition/Description

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


MEDICAL INSURANCE: 

	Insurance Company 1
	

	My ID Number
	

	Admission Review ( Required   ( Not Required               Referral    ( Required   ( Not Required

	Ins. Co. Phone 
	(          )             -

	Insurance Company 2
	

	My ID Number
	

	Admission Review ( Required   ( Not Required               Referral    ( Required   ( Not Required

	Ins. Co. Phone 
	(          )             -


I have: 
( Advanced Medical Directives 

( Assigned a Medical Power of Attorney to:


Name:_________________________________________________________________________

Phone(s):______________________________________________________________________

( An Organ Donor Card - SEE DRIVER’S LICENSE

( A DNR Order on File.  ___________________(signature of Patient)

OTHER:

	


I UNDERSTAND AND BELIEVE THE INFORMATION IN THIS DOCUMENT TO BE CORRECT AS OF THIS DATE.

Signature __________________________________________________  Date:____________________________

See other side/other page

INSTRUCTIONS:

This Personal Medical Information (PMI) form has been provided to you to make visiting the doctor, going to the emergency room or hospital safer, more effective and more efficient.  When you have more than one doctor, the information on this form helps provide all of your caregivers a total and up-to-the-minute picture of your medical conditions and medications.  This important and current information could affect how you are treated medically.

1. Complete this personal medical information form as completely as possible.

2. Bring an updated copy of this form with you whenever you see a physician or go to a hospital or emergency room.

3. If you take medications or have a history of serious health problems, keep a copy of this with you at all times.

4. When completing the Medication Schedule, be sure to include not only prescription medications, but over-the-counter medications, vitamins, dietary supplements, and herbal medications you take as well as medications you take periodically such as for headaches, colds, etc.

5. The information on the PMI is highly confidential.  If you are storing this form, filled out, on your computer you should be sure that your computer is properly secured (locally, over your network and over the Internet).  If you are not sure about the security of your computer, keep your file on a floppy disk or other removable disk that you can keep in a secure location.  

6. If you have any questions about filling out this form please call our office.
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