Patient Known Allergies and Medical Conditions

Note: This document is formatted for printing. Please fill in the text fields prior to printing.

— Patient Information

Patient Full Name: ’ ‘

Date of Birth: ’ ‘

Date of Record: ’ ‘

— Known Allergies

Please list any food, drug, or environmental allergies along with the reaction severity and typical symptors.

Allergen/ Trigger  Reaction Severity (Mild, Moderate, Severe) Symptoms / Description

| | | | |
| | | | |
| | | | |
| | | | |

— Active Medical Conditions

Please list all currently diagnosed or ongoing medical conditions.

Medical Condition Date of Diagnosis Current Status / Notes

| | | |
| | | |
| | | |
| | | |

— Emergency Contact Information

Primary Contact Name: ’ ‘

Relationship to Patient: ’ ‘

Phone Number: ’ ‘

— Authorized Signature

I verify that the above-listed allergies and medical conditions are accurate to the best of my knowledge.

Signature of Patient or Representative: ’

Date Signed: ’ ‘
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