I take the following non-prescription medications:

· Cough or cold medicine

· Over-the-counter pain medication (example: Tylenol™ or Advil™)

· Allergy relief medicine

· Antacids

· Laxatives

· Others

List:
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I take the following vitamins, herbals, and supplements:

· Vitamins
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· Herbal Supplements

List:

· Other Supplements

List:

I have had the following vaccinations:

( Flu Shot                  Date: __________

( Pneumonia             Date: __________

( Tetanus                  Date: __________

( Hepatitis                 Date: __________
( Other __________ Date: __________
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In case of emergency, please contact:
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I have the following health conditions:
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