UNIVERSAL MEDICATION FORM

Fold this form, and keep it in your wallet. Date form started:

Name: Address: B

Phone Number: )

Birth Date:

Emergency Contact/Phone Numbers:

- e e s s
IMMUNIZATION RECORD [Recard the datafyaar of last dose taken, if known}

TETANUS FLU VACCINE]S)

PHEUMONIA VAGCINE HEPATITIS VACCINE | oTHER
.ﬂ' - R — - o - e e

Allergic To/Dascribe Reaction: Allergic To/Describe Reaction:

ICIN c YT : prescription and over-the-counter medi-
cations (examples: aspirin, antacids) and herbals (examples: ginseng, gingko). Include medi-
cations taken as needed {example: nitmgl‘,rcer]n].

DIRECTIONS: Motes: Reason for
pate | NAME ﬂFD"E-E;gm“D“ d Use patient friendly diractions. DAL taking /
{Do not use madieal abbreviations.) dector name

to the back of form for directions, benefits of using the form, and how to get more copies.
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AUTHORIZATION TO PICK-UP PRESCRIPTIONS

Patient:

Date:

People Approved To Pick Up Prescriptions : Relationship

1:

2

| authorize the above people to pick up my prescriptions from the
Pain Management Clinic in the event that | am unable to pick my
prescriptions up in parson.

Patient Signature:

Witness Signature:

Date:




