
how to use this card

1. Use pencil to list all 
medications you are taking 
(even non-prescription and 
herbal ones). 

2. Ask your doctor or phar-
macist to help you with the 
information you don’t know.

3. Keep this card with you at 
all times.

4. Each time your doctor 
changes or writes a new 
prescription, take out this 
card and add the new 
medication to the card or 
change the current informa-
tion so it is always accurate.

5. If you see another physi-
cian, take this card with you 
and share the information 
with that physician.

6. If you need services at a 
hospital, clinic, emergency 
department, medical testing 
lab, surgery center or other 
health-related facility, take 
this card with you.

7. Call your doctor immedi-
ately if you notice any side 
effects.

Sponsored by:

KEEP IN YOUR
WALLET

List for Life

I have been told by my 
physician I have...
(please check)

 Asthma

 Diabetes

 Cancer (where___________
__________________________)

 Heart Disease

 Hypertension/high blood
      pressure

 Seizure disorders

 Dementia, Alzheimer’s

 Asbestosis

 Other___________________

__________________________

__________________________

My allergies

List any allergies you have to 
food or drugs and give a brief 
description of what happens.

Drug                 What happens?

__________________________
__________________________
__________________________
__________________________
__________________________

Food                What happens?

_____________________________

_____________________________

_____________________________

_____________________________

In case of emergency

Name_____________________

__________________________

Relation___________________

Number (_____)_____________

Name_____________________

__________________________

Relation___________________

Number (_____)_____________

Important Numbers

Family   Phone
physician Number

________________________

Specialists Phone
  Number

________________________

________________________

________________________

Pharmacy Phone
Name(s)  Number

________________________

________________________

________________________



Information about you:
Name _______________________________________________Date of birth__________________________Phone (________)__________________

Blood type________________________________Height________________Weight________________Email________________________________

Prescription Medications - List any prescription medication you take regularly. (Use pencil)

Type   Start             Name of Medication    Dose you take  When do you take it? How many times a day?
   Date       Brand Name/Generic Name                (mg. units, puffs, drops)                  Morning and night? After meals? With meals?
                       (if available) 

Prescription

Over-the-counter

Herbs

Dietary
Supplements

Homeopathic
Remedies


