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This record-keeping book-
let is designed to help
you organize and keep
track of your personal
health information.

Medications can be an
effective means of main-
taining one’s quality of

life. As a patient, you have a responsibility to
maintain a complete record of the medications
— both prescription and over-the-counter —
that you take and to inform your health care
providers and pharmacists about your usage.

Take this guide with you when you visit your
physician or pharmacist to ensure you get the
services you need to help you stay healthy.

If you need additional copies of this booklet,
contact one of my offices listed on the back
cover of this publication.

Senator Vincent Hughes
7th District

A Message from

SENATOR VINCENT HUGHES



PERSONAL INFORMATION
Name ____________________________________

Address __________________________________

__________________________________________

City ____________________________________

State __________ Zip______________________

Phone __________________________________

Social Security No. ________________________

Date of Birth ______________________________

Blood Type ______________________________

Drug Allergies / Sensitivities
__________________________________________

__________________________________________

__________________________________________

Emergency Contact
Name ____________________________________
Phone____________________________________

Do you have a caregiver?
Name ____________________________________
Phone____________________________________
Relationship ______________________________

Yes, I have advance directives
�� Living Will
�� Declaration to Physicians
�� Durable Power of Attorney for Health Care
Location ________________________________

________________________________________

NOTES



Insurance Identification Numbers
Health Insurance Carrier __________________
Insurance No. ____________________________

Supplemental Health Insurance ____________
__________________________________________
Insurance No. ____________________________

HMO Name ______________________________
Insurance No. ____________________________

Medicare A ______________________________
Medicare B ______________________________
Blue Cross________________________________
Blue Shield ______________________________

Family History
Do any of your siblings, parents, grandparents
have a history of:
�� Alcohol abuse �� Depression
�� Asthma �� Hypertension
�� Diabetes
�� Heart disease before age 60
�� Cancer (Type) ________________________
�� Other ________________________________

Personal Habits
�� Currently Smoke  ____Cigars  ____Pipe

____ (pack) Cigarettes____ per day,
for _____ years.

�� Stopped Smoking ________ (Approx. date)
�� Drink Alcohol ________ (Ounces per day)
�� Exercise ______ minutes, _____days a week

DIABETES OFFICE FLOW
Have your physician fill out this section.

DATE DATEDATE DATE



Doctors Who Are Treating Me

Name ____________________________________
Specialty ________________________________
Phone____________________________________

Name ____________________________________
Specialty ________________________________
Phone____________________________________

Name ____________________________________
Specialty ________________________________
Phone____________________________________

Name ____________________________________
Specialty ________________________________
Phone____________________________________

Name ____________________________________
Specialty ________________________________
Phone____________________________________

Name ____________________________________
Specialty ________________________________
Phone____________________________________

Name ____________________________________
Specialty ________________________________
Phone____________________________________

Name ____________________________________
Specialty ________________________________
Phone____________________________________

DIABETES OFFICE FLOW
Have your physician fill out this section.

10. Has a urinalysis been done in 
the last 6 months to check color, 
ph, sp. gravity, RBC, WBC, 
protein and microalbuminura?

11. Has a chemistry panel been 
done in the past year including 
electrolytes, glucose, lipids, 
BUN, creatinine?

12. Has a vision exam been done
in the past year by an ophtha-
mologist?

13. Are immunizations up-to-date 
including flu and pneumonia?

14. Has an EKG and cardiac 
evaluation been done in the past
year?

15. Is the patient undergoing 
dialysis?

16. Involved in alternative medicine
(such as acupuncture; therapeu-
tic massage, etc.)?

DATE



DIABETES OFFICE FLOW
Have your physician fill out this section.

DATE DATEDATE DATE

IMPORTANT PHONE NUMBERS

Pharmacist ________________________

Ambulance ________________________

Hospital __________________________

Hospital __________________________

Police ____________________________

Fire______________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________



DIABETES OFFICE FLOW
Have your physician fill out this section.

1. Checked vital signs including 
temperature, pulse, respirations, 
blood pressure and weight?

2. Discussed diabetic symptoms? 
(Blurred vision, numbness/tingling
in the hands and feet, dizziness, etc.
frequent urination, hypoglycemic 
systems, skin ulcers, incontinence, 
sexual dysfunction).

3. Foot exam performed (socks off 
every visit)? Does patient do daily
checks?

4. Discussed medications including 
non-prescription drugs and herbal
remedies? (name, dosage, timings).

5. Discussed dietary regimen 
compliance?

6. Discussed social habits? (smoking,
alcohol and drug use, exercise).

7. Has glucose been checked today?

8. Discussed blood glucose monitor-
ing? (Fasting versus post prandial, 
calibration)?

9. Has a glycosylated hemoglobin 
(HbA1c) been done in the last 4 
months?

DATE

DO YOU HAVE: DATE
DIAGNOSED

�� Diabetes: ��  Type 1 ��  Type 2

�� Asthma

�� Hypertension

�� Depression

�� Alcohol Abuse

�� Urinary Incontinence

�� Cancer: Type

�� Heart Disease

�� Other:

�� Other:

SURGERIES YEAR



HEALTH SCREENINGS
Have your physician fill out this section.

DATE RESULTSDATE RESULTS

VACCINES
Tetanus Diphtheria (Td)
After initial series, booster every 10 years.

DATE:

PHYSICIAN/CLINIC:

Pneumonia (Pneumococcal)
At least once.

DATE:

PHYSICIAN/CLINIC:

Flu (Influenza)
Over age 65 every year.

DATE:

DATE:

DATE:

DATE:

DATE:

Have your physician fill out this section.



WHAT YOU SHOULD KNOW
ABOUT MEDICATIONS

� Before your doctor visit, make a list of 
any questions you have and a list of all 
medication you are taking. This will save 
both you and the doctor time.

Ask your doctor:
�� What is the name of the medication?
�� Why am I taking it?
�� How often should I take it?
�� How long must I take it?
�� Is there a generic equivalent right for me?
�� Will the instructions be given in writing?
�� Are there any side effects?

� Your pharmacist can provide you with 
valuable information about your 
prescription such as special instructions 
or if a generic drug is available. Your 
pharmacist can be a key to assuring 
proper use of your medication.

Ask your pharmacist:
�� Can you provide easy to open containers?
�� Will you type the label in large print?
�� Do you keep a list of all prescriptions you 

fill for me?
�� What do I do if I miss a dose?
�� Will over-the-counter medications interact?
�� What other cautions should I observe?

HEALTH SCREENINGS
Have your physician fill out this section.

Prostate PSA
Yearly (or as needed)

Sigmoidoscopy
Every 3-5 years
(or as needed)

Vision
Glaucoma Yearly
(or as needed)

Weight
Physical Exam Yearly
(or as needed)

DATE RESULTS



� Older persons use medication more 
frequently than any other age group. 
Medications include those prescribed by 
your doctor and those you buy over-the-
counter such as laxatives and cold tablets.
Mixing any medications with alcohol, 
certain foods, and other medications can 
reduce the benefit or cause dangerous 
interactions. Become more informed 
about the medications you take.

Ask yourself:
�� Do I take medication on time?
�� Do I take the correct amount?
�� Do I stop taking it too soon?
�� Do I mix it with alcohol?

Food? Other medications?
�� Do I inform my doctor of all medications 

I am taking?

Tips for wise usage of medicines
1. Take exact amount prescribed.
2. Never take someone else’s medicine.
3. Always tell the doctor about past 

problems with medications.
4. Keep a daily record.
5. Throw out old medicines.
6. Call the doctor promptly if you notice 

any side effects.
7. Keep drugs in original containers.
8. Avoid alcoholic Beverages.
9. Keep medicine out of the reach of all 

children.

HEALTH SCREENINGS
Have your physician fill out this section.

DATE RESULTSDATE RESULTS



HEALTH SCREENINGS
Have your physician fill out this section.

Blood Pressure
Yearly (or as needed)

Blood Sugar
Yearly (or as needed)

Bone Mass
(as needed)

Cholesterol
Every 1-3 years
(or as needed)

Dental
Yearly (or as needed)

Fecal Occult
Blood Yearly
(or as needed)

Hearing Yearly
(or as needed)

Mammogram
Every 1-2 years
(or as needed)

Pap Smear
Every 1-3 years
(or as needed)

DATE RESULTS

A few words about . . .

Alcohol
Alcohol interferes with the action of some

medications. Ask your doctor or pharmacist
which drugs should not be mixed with
alcohol. Also, look for the warning labels
or instructions on your prescriptions and
over-the-counter remedies.

Food
Sometimes, medications have to be

taken in combination with certain foods or
before, during, or after meals. Some are not
effective when combined with certain foods.
Check with your doctor or pharmacist for
any special instructions about food and
your medications.

Over-the-Counter Remedies
Some over-the-counter remedies can

interact with your prescription medications.
Instructions for using over-the-counter
products often include precautions about
drug interactions, but you should check
with your doctor or pharmacist to be sure.



DATE MEDICATION QUANTITY DIRECTIONS PRESCRIBER COMMENTS

NOTE: Entries are not a substitute for legally written prescriptions or receipts for reimbursements.

MEDICATIONS AND OTHER HEALTH REMEDIES
I AM CURRENTLY TAKING

USE A PENCIL. ERASE THOSE YOU ARE NOT TAKING.


