
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	T his 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■ Dispose of all outdated medicines.

Compliments of


	Name: 
	Date of Birth: 
	Policy No: 
	Address: 
	Pharmacy(ies): 
	Telephone 1: 
	Telephone 2: 
	Diagnosis(es) or Medical Status: 
	Allergies — Food/Environmental: 
	Allergies — Drug: 
	Physician: 
	Telephone 3: 
	Telephone 4: 
	In Case of Emergency: 
	Location of Document: 
	Name of Agent: 
	Telephone 5: 
	Last Revision: 
	Health Care Proxy Yes: Off
	Health Care Proxy No: Off
	Living Will Yes: Off
	Living Will No: Off
	Additional Info:  (e.g., adverse reactions experienced)
	Prescription Medication:  (include dose, frequency, purpose, prescription date, and prescriber)
	OTC Medication:  (include dose, frequency, purpose, prescription date, and prescriber)
	Hernal Remedies/Vitamin Supplements: 
	Health Insurance: 


