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NAME DATE OF BIRTH / /

IHAVE___ DO NOTHAVE___ A HEALTHCARE PROXY (NAME) #

IHAVE___ DO NOT HAVE___ AN ADVOCATE / CAREGIVER / PATIENT ASSISTANT

Contact # (THIS FORM SHOULD NOT REPLACE AN OFFICIAL HEALTHCARE PROXY FORM)
EMERGENCY CONTACT NAME: PHONE #:
RELATIONSHIP: SAME AS HCPROXY___  ADVOCATE___ NEITHER___

| HAVE THE FOLLOWING ALLERGIES:

MY PRIMARY INSURANCE COMPANY: NO.
PHONE: ADDRESS:
MY SECONDARY INSURANCE COMPANY: NO:
PHONE: ADDRESS:

USE THE FOLLOWING HEALTHCARE PROVIDERS

NAME NAME NAME
PHONE PHONE PHONE
SPECIALTY SPECIALTY SPECIALTY
ADDRESS ADDRESS ADDRESS
Date Started Date Started Date Started

| TAKE THE FOLLOWING MEDICATIONS

MEDICATION DOSAGE & DATE DATE PRESCRIBED BY SPECIAL REASON FOR
NAME FREQUENCY | STARTED STOPPED INSTRUCTIONS TAKING




PHARMACY:

PHONE #:

ADDRESS:

CITY

STATE

FAX #:

ZIP

| TAKE THE FOLLOWING VITAMINS AND HERBS / OTC (OVER THE COUNTER) ALLERGY, PAIN MEDICATIONS

NAME DOSAGE & DATE DATE PRESCRIBED BY SPECIAL REASON FOR
FREQENCY STARTED STOPPED INSTRUCTIONS TAKING

I HAVE THE FOLLOWING CONDITIONS (SUCH AS ASTHMA, HIGH BLOOD PRESSURE, DIABETES)

CONDITION: SPECIAL INSTRUCTION:

CONDITION: SPECIAL INSTRUCTION:

CONDITION: SPECIAL INSTRUCTION:

CONDITION: SPECIAL INSTRUCTION:

CONDITION: SPECIAL INSTRUCTION:
I HAVE HAD THE FOLLOWING PROCEDURES / TESTS / SURGERIES

DATE BP/HEART HEIGHT/ NAME OF PROCEDURE/ REASON PERFORMED COMMENTS
WEIGHT TEST OR SURGERY BY:

Produced by Pulse Center for Patient Safety Education & Advocacy ® www.pulsecenterforpatientsafety.org
Pulse CPSEA*PO Box 353 Wantagh, NY 11793-0353¢(516) 579-4711

Attachment B




