Ba0°5yjb-mmm

auoyd

SS2IppY

ypig jo a1ed  NOILNYOD

H11Y3aH
QWweN
aalmus

'r

'sawil} [|e 3 NoA yum i Aued
divd HL1VIH ADNIDYINI

2
»

2JUD D

SIGNIFICANT FAMILY MEDICAL HISTORY

PHARMACY (NAME, ADDRESS AND PHONE)

DATE OF LAST IMMUNIZATION AND BLOOD TYPE

Tetanus Pneumonia

Flu Blood Type

PRIMARY CARE PROVIDER/FAMILY DOCTOR

Name

Phone

Address

EMERGENCY CONTACT

Name

Phone

Living Will O Yes O No
Power of Attorney:

Name

Phone
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MEDICAL CONDITIONS (PROBLEMS)

(Example: Hypertension, Asthma, Diabetes, Stroke)

MEDICAL INSURANCE INFORMATION

CURRENT PRESCRIPTION MEDICATIONS/VITAMINS
OVER THE COUNTER/HERBAL

Include strength (example: 500 milligrams) and directions.

This card is a project of the Greater Flint Health Coalition Pharmacy Task Force.
For more information call: 810.232.2228 or visit www.gfhc.org



