MEDICATION RECORD

DATE DATE
MEDICATION NAME DOSE FREQUENCY REASON STARTED DISCONTINUED

ALLERGIES IMMUNIZATIONS
Influenza (Flu) Vaccine - Date Received / /
Pneumococcal (Pneumonia) Vaccine - Date Received / /




MEDICAL HISTORY

[ Arthritis

[ Abnormal Heartbeat
[ Cancer

[ Diabetes

[] Hardening of the Arteries

|:| Heart Disease

Additional Medical History

[ Heart Failure
[] High Blood Pressure
[] Hip Fracture
[] Lung Disease

D Pneumonia

|:| Stroke

CAREGIVER INFORMATION

(aregiver’s Name

Relation to Patient

Surgeries/Dates

(aregiver’s Home Phone Number

HOSPITALIZATION INFORMATION

1) Admitted / /

Reason for Hospitalization

(aregiver’s Alternate Phone Number

Discharged / /

2) Admitted / /

Discharged / /

Reason for Hospitalization

3) Admitted / /

Reason for Hospitalization

Discharged / /

4) Admitted / /

Reason for Hospitalization

Discharged / /




PERSONAL INFORMATION

Address

RED FLAGS

Home Phone Number Alternate Phone Number

Birth Date / /

Primary Care Physician’s Name Phone Number

Other Specialty Physicians

PERSONAL HEALTH GOAL(S)

Physician’s Name Phone Number
Physician's Name Phone Number
Insurance

Pharmacy Name Phone Number

Advance Directive(s) (Check all that apply.)
[] Living Will || Health Care Proxy [ DNR

Name of Health Care Proxy Phone Number

Organ Donor [ lves [ No
L 2 J




To better manage my health and medications | will:

[V] Take this Personal Health Record with me to wherever | go, including I e rSOI I a I

ALL doctor visits and future hospitalizations.

[v] Call my doctor if | have questions about my medications or if | want to
change how | take my medications.

[v] Tell my doctors about ALL of the medications | am taking, including
over-the-counter drugs, vitamins and herbal formulas.

[v] Update the Medication Record section in this Personal Health Record with

This Personal Health Record belongs to

ANY changes to my medications. If you have questions or concers, contact
V1 Ask questions, so | will know why | am taking each of my medications. ) ( ) B
V] Ask questions, so | will know how much, when and for how long | am to Name of Primary Care Physician Phone Number

take each of my medications.

: o | am receiving home care services from
[v] Ask about possible medication side-effects to watch out for and what to do g

if | notice any. 1) ( ) -

QUESTIONS for my primary care physician Name of Home Health Agency 24-hour/7-day Phone Number

Other community services | am receiving

This material was adapted from the Personal Health Record

Qual ity Im provement developed by Dr. ric Coleman, UCHSC, HCPR, and prepared by

‘ Organizations ‘ ok St e wih e et Nedae & 2 ( ) _
B ot wemens mrers Helth nd e S e s do ot ey .

CENTERS FOR MEDICARE & MEDICAID SERVICES reﬂgn(MSpglicy_10§0W7NV,A\M8,13705 y Name of Serv'ce Phone Number
Elderplan is an HMO plan with Medicare and Medicaid contracts. Enrollment in
Elderplan depends on contact renewal. This information is available for free in other 3) ( ) —
languages. Elderplan complies with applicable Federal civil rights laws and does not Name of Service Phone Number
discriminate on the basis of race, color, national origin, age, disability, or sex.
Elderplan cumple con las leyes federales de derechos civiles aplicables y no REMEMBER to take this
discrimina por motivos de raza, color, nacionalidad, edad, discapacidad, o sexo. .
ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia Personal Health Rec.ord with " elder p | dN.
lingliistica. Llame al 1-800-353-3765 (TTY: 711). Elderplan i& = 3 FB 9B £ you to all your hospital and
BAERE, FEER. B, REM R Fie. REMERmE doctor visits.
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