
Medical Information File
Name ________________________________________________________________________________________ Date of Birth ____________________________________

aDDress _____________________________________________________________________________________ tel. ______________________________________________

Pharmacy(ies) _______________________________________________________________________________ tel. ______________________________________________

DiagNosis(es) or meDical status ________________________________________________________________________________________________________________

allergies – fooD/eNviroNmeNtal _______________________________________________________________________________________________________________

allergies – Drug _______________________________________________________________________________________________________________________________

PhysiciaN  ___________________________________________________________________________________ tel. ______________________________________________

iN case of emergeNcy ________________________________________________________________________ tel. ______________________________________________

health iNsuraNce  ___________________________________________________________________________ Policy No. ________________________________________

health care Proxy          yes         No         locatioN of DocumeNt __________________________________________________________________________________

Name of ageNt _______________________________________________________________________________ tel. ______________________________________________

liviNg Will          yes         No this meDifile Was last reviseD oN ________________

(Note: not statutorily recognized in Massachusetts)

list all meDicatioNs, herBal remeDies, aND vitamiN suPPlemeNts you are takiNg.

PrescriPtioN meDicatioN

over-the-couNter meDicatioN

herBal remeDies/vitamiN suPPlemeNts

aDDitioNal iNformatioN

■ SHOW this to your doctor at each visit.
■ KEEP this with you at all times.
■ REVIEW this with your doctor periodically and update as needed.

Things To Remember
■ Understand how to take a medicine, when, with food or on an empty stomach.
■ Ask what foods, beverages (including alcohol), and medications should be  avoided.
■ Ask how to store your medicine.
■ Finish the medicine you are taking for the prescribed time period.
■ Don’t take anyone else’s medicine.
■ Dispose of all outdated medicines.
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