+% COMMUNITY
B B MEDICAL CENTER

An affiliate of the Saini Barnabas Health Care System My Medication Profile

Name: Date of Birth:

Address: Home Phone #:

City & State: Cell Phone #:

Prescription Medications and Over the Counter
Start date | Name of Medication (Brand Name / | Dose (mg. units, When do you take it? How Purpose? Doctor Stop date
Generic Name also if available) puffs, drops) many times per day? Morning Why do you take
and night? After meals? it?

* Always refer to physician and pharmacist input and the detailed drug sheets provided with each medication for a complete list of potential
side effects / danger signs / interactions.




Emergency Contact / Phone#

Pharmacy / Phone #

Doctor(s) Please list below:
/Phone #

o Vitamins / Supplements:

/| Phone #
[/ Phone #

o Over the Counter:

/| Phone #

o Latex o Contrast media (lodine or IVP dye)

o Medications (include reactions)

Allergies and Reactions

o Food (include reactions)

o Environmental (include reactions)

Vaccinations
o Influenza
02006 02007 02008

o Pneumonia o Date

o Tetanus o Date

Advance Directive Organ Donation
o Yes o No o Yes o No

Ongoing Medical Condition:

High Blood Pressure o Respiratory Problem o
Diabetes o Kidney Disease O
Heart Disease O Other:




