
MY HEALTH DOCUMENT
Use this form to keep track of your health information, prescriptions 

and other supplements you may take. 

PERSONAL INFORMATION

Name

Emergency contact name

My medical conditions

Date of birth

Relationship

Blood type

My allergies

Phone number

Phone number

HAP POLICY INFORMATION

ID number Phone number

PHYSICIANS

PRIMARY CARE PHYSICIAN
Name

Phone number

OTHER PHYSICIANS
Name

Name

Name

Specialty

Specialty

Specialty

Phone number

Phone number

Phone number

FIRST RESPONDERS: 

(Write any special instructions for first responders here.)
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MEDICATIONS

Pharm
acy or drugstore

Pharm
acy or drugstore

Phone num
ber

Phone num
ber

PRESC
RIPTIO

N
S

(all prescription drugs, over-the-counter drugs, vitam
ins and supplem

ents)

D
rug nam

e
D
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Form

  
(pill, patch, 

liquid, injection)
Start/stop dates

N
otes

Reason for taking
U

se  
(as needed/daily)

For m
ore healthy ideas go to hap.org/balancedliving.

IN CASE OF EMERGENCY


