
Patient Health Wallet Card
Name:_______________________________________________

DOB:_________________________________________________

Address:_____________________________________________

_____________________________________________________

Emergency Contact:_________________________________

Emergency Contact Phone#:    ( ____ ) _______________

Provider(s): – Please list below
_______________________	Phone ( ____ )  _______________

_______________________	Phone ( ____ )  _______________

_______________________	Phone ( ____ )  _______________

Pharmacy Phone#                      ( ____ ) _ ______________

Allergies & Reactions: 

	  Latex	  Contrast Media (Iodine or IVP dye)

	  Medications (include reactions)
_____________________________________________________

_____________________________________________________

	  Food (include reactions)
_____________________________________________________

_____________________________________________________

Patient Health Wallet Card
Name:_______________________________________________

DOB:_________________________________________________

Address:_____________________________________________

_____________________________________________________

Emergency Contact:_________________________________

Emergency Contact Phone#:    ( ____ ) _______________

Provider(s): – Please list below
_______________________	Phone ( ____ )  _______________

_______________________	Phone ( ____ )  _______________

_______________________	Phone ( ____ )  _______________

Pharmacy Phone#                      ( ____ ) _ ______________

Allergies & Reactions: 

	  Latex	  Contrast Media (Iodine or IVP dye)

	  Medications (include reactions)
_____________________________________________________

_____________________________________________________

	  Food (include reactions)
_____________________________________________________

_____________________________________________________

	 Medications 
	include: eye drops,

	 inhaler, creams, patches,
	 vitamins, herbs and over 
	 the counter medications

	 Medications 
	include: eye drops,

	 inhaler, creams, patches,
	 vitamins, herbs and over 
	 the counter medications

Dose DoseHow often 
is it taken?
	every day
	as needed

How often 
is it taken?
	every day
	as needed

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________



Date of Vaccine(s):

Tetanus________________	 Pneumonia_________________

Flu____________________	 Other_____________________

Organ Donor:	  Yes   No

Living Will:	  Yes   No

Healthcare Power of Attorney:  Yes   No

 If Yes, who should be called?

_______________________	Phone ( ____ )  _______________

Other Important Health Information:

Examples include:

	  	Medical Conditions     Procedures     Surgeries

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

Carry this card with you at all times 
and keep an extra copy of this card where 

others can find it in case of emergency.
Be sure to show this card to your provider 

to update the information at each visit.
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Date of Vaccine(s):

Tetanus________________	 Pneumonia_________________

Flu____________________	 Other_____________________
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Living Will:	  Yes   No
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_______________________	Phone ( ____ )  _______________

Other Important Health Information:
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	  	Medical Conditions     Procedures     Surgeries

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

	 Date 	 Blood 	 Weight 	 Cholesterol 	 Blood
	  	 Pressure  			   Sugar

	 /    /	 /	               lbs	             HDL	           mg/dl

	 /    /	 /	               lbs	             HDL	           mg/dl

	 /    /	 /	               lbs	             HDL	           mg/dl

	 /    /	 /	               lbs	             HDL	           mg/dl

	 /    /	 /	               lbs	             HDL	           mg/dl
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Carry this card with you at all times 
and keep an extra copy of this card where 

others can find it in case of emergency.
Be sure to show this card to your provider 

to update the information at each visit.
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