 P atie nt  M edical  Re s ume 

Conall Chaney
Date of Birth:
Address: Phone:      Cell:
Primary Insurance:  Medicare
Hospital (Part A) Medical (Part B) 
Secondary Insurance:     xxxxxxxxxxxxxxx
Pr e sc ri pti on  Dr ug  Pl an

xxxxxxxxxxxxxxx

 Physi c i ans: 
List family physician and any specialists treating the patient. Be sure to include phone and fax numbers.

Pharmacy: List your pharmacy and phone and fax number.

 Cur r e nt  Me dic ati ons
	Name
	#mg dosage
	When (AM/PM/Bed)

	Ex..  Aspirin
	81mg
	AM



OTC:    Be sure to list all over the counter meds, aspirin, vitamins, etc. Also any diabetic needs.

Allergy: List all medical allergies, including latex and antibiotics.

Hint: Always carry a list of current medications in your wallet by your insurance card, or use this page..

 Re c e nt H i stor y
	Date
	Hospitalizations/length of stay
	Reason
	Result

	Ex. 0/00
	General Hospital /3 days
	Stroke
	Rehab to 75%



 Pr e se nti ng  symptoms 
	List
	Short description
	Results

	Ex:  Severe leg pain
	Pain unaffected by pain meds.
	Side effect of current meds



Weight, typical blood pressure and blood sugar numbers are helpful also.

 Comme nts: 

Briefly state concerns.  Does anything relieve symptoms?  Any new medications?  Test results?  How long has this been a problem? Are there any unusual behaviors or situations?  Is the person able to care for himself, or is caregiving needed? Who manages the medications?

I keep this form updated and use it when entering the emergency room or if 911 is called.  It is a shortcut when a history is taken, and things are upsetting.
