Name: Flu: Allergy to:
Address: Pneumonia : ~ Reaction:
Tetanus : Allergy to:
Other : Reaction:
Home phone: Allergy to:
Date of Birth: R .
eaction:
Height: Weight: 1bs
MERCY Doctor: Allergy to:
Doctor’s #: Reaction:
CEDAR RAPIDS
Hospital of choice: Allergy to:

www.mercycare.org R .
eaction:

Physical Exam: Hearing: Every 10 years Breast: (self) Monthly Electrocardiogram:

Recommended yearly Date: 2010 Mammo graphy: Age 40, As recommended
Date: 2010 Date: 2020 then yearly Colonoscopy: Age 50
Date: 2011 ’ unless high risk, then as
Date: 2012 Date: 2030 Date: 2010 recommended by physician
Date: 2011 .
Skin Exam: (self) ~ Monthly Testicular: (self) Monthly e Thyroid: Age 35
: Date: 2012 ) ]
Eye Exam: Yearly P . Yearly then every 5 years
Date: 2010 rostate: earty Pap and Pelvic: 1-2 years Bone Health:
Date: 2011 Date: 2010 Date: 2010 Age 60 males,
Date: 2012 Date: 2011 Date: 2011 at menopause for females
Dental Exam: Every 6 months Date: 2012 Date: 2012

List all medication you are taking including over-the-counter drugs,
supplements, herbal products, eye drops, inhalers, oxygen, etc.

Do not list medications you will be on for less than two weeks (ex. Antibiotics)

Date Medication name Strength/dosage How often? Why I take it Prescribing
(added/changed) physician




Yes No Yes No
Acrthritis Arthritis
Diabetes Diabetes
Cancer Cancer
Stroke Stroke
Seizures Seizures
Lung problems Lung problems

Heart problems

Heart problems

High blood pressure

High blood pressure

Kidney problems

Kidney problems

Liver problems

Liver problems

Joint replacement

Joint replacement

GI problems GI problems
Dentures/partials Thyroid
Thyroid Pacemaker
Pacemaker Defibrillator
Defibrillator Other:
Hearing aid
Other:
Living Will: Surgery: Date:
Surgery: Date:
Surgery: Date:
Surgery: Date:
Durable Power of Attorney for Healthcare:
Surgery: Date:
Surgery: Date:
Surgery: Date:
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