
Personal Medication Card
WTMG: 866-710 -9864

Conditions I am being treated for:
1.________________
2.________________
3.________________

4.________________
5.________________
6.________________

Medications, Allergies & Sensitivities
Medication & Type of Reactions/Date of Reaction

_______________________________________
_______________________________________ 
_______________________________________ 
_______________________________________ 
_______________________________________

Name__________________________________

Phone #________________________________

Address________________________________

_______________________________________

Doctor’s Name___________________________

Doctor’s Phone #_________________________

Pharmacy Name_________________________

Pharmacy Phone #_______________________

For Emergencies (Name)___________________

At (Phone #)_____________________________

ALWAYS KEEP THIS CARD WITH YOU.
	 How does this card help you?
	 • Improves MEDICATION SAFETY
	 • Improves communication



Prescriptions
Includes medications that I am taking regularly or as 

needed. Cross out if discontinued.

Over the Counter
Includes vitamins, herbs, and over the counter medications.

Start
Date

Date
Prescribed

Medication
Name/Strength

Medication Name/Strength

Directions

Dosage

Immunizations
Date of last Flu vaccine:

Date of last Tetanus:
Date of last Pneumovax:


