LEGAL NAME
Address, City, State, Zip
Phone, cell, email
	INSURANCE
	
	Certificate # 
	BC Plan      / BS Plan                Rx BIN 

	
	
	Group      #     
	Phone   /     800-


	Legal

Health POA *
	Name
	Relationship
	Cell
	Work
	Home

	
	
	
	      
	 
	

	
	
	
	       
	 
	 


DOB   

HEIGHT/WEIGHT:         

      ADVANCE DIRECTIVES:  YES  NO       DNR: YES NO       
SS#  
BLOOD TYPE: 

     
· Activities of Daily Living:
· Pain:
· Communication:
· Preferences:
ALLERGY:  

	System
	Problem & Summary

	
	

	
	

	
	

	
	

	
	

	
	


	MEDICATIONS

	Drug
	Dose, Rout of Administration & Timing
	Reason

	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	MEDICAL EQUIPMENT

	Type
	Name, Size &  Settings

	 
	

	 
	

	
	

	
	


	IMMUNIZATIONS

	Tetanus
	
	TB
	
	Pneumococcal vaccine 
	Flu
	
	
	
	


	FAMILY HISTORY

	Member
	Age and Status
	Health Problems

	Father
	
	

	Mother
	
	

	Sibling
	
	


	PHYSICIANS & PROVIDERS

	TYPE
	NAME
	Contact Information
	

	PRIMARY CARE
	
	
	

  

	 
	
	
	 

	
	
	
	

	
	
	
	

	
	
	
	

	PHARMACY
	
	
	


