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12 Critical Things Your Family Needs to Know    

Full name Date of birth Blood type

Are you currently taking any prescription or other medications?

If yes, list each medication below and enter details (e.g. since when, specific reason for the 
medication, dosage, schedule of when taken, prescribing physician, etc.) 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

Prescription or Other Medications
                            yes     no  

____ /____ /________ 
   mm          day         4 digit year

Your Medical History
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14    12 Critical Things Your Family Needs to Know

                            yes     no  

Your Medical History (cont’d)

Date & description Details (include results, outlook, physician’s name & location) 

________________________________

________________________________

________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

________________________________

________________________________

________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

________________________________

________________________________

________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

________________________________

________________________________

________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

________________________________

________________________________

________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

History of Surgeries & Procedures

Are you allergic to any drugs, medicines, foods, insect stings, etc.?

If yes, list each allergy below along with its symptoms, treatment, how & when diagnosed, etc.

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Allergies
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12 Critical Things Your Family Needs to Know    

Item Details  (include dates, doctors, treatments, outlook, current status, etc.)

____________________________

____________________________

____________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________

____________________________

____________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________

____________________________

____________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________

____________________________

____________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________

____________________________

____________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________

____________________________

____________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________

____________________________

____________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________

____________________________

____________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

Diseases, Illnesses, Symptoms & Medical Conditions

Your Medical History (cont’d)
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16    12 Critical Things Your Family Needs to Know

Doctors & Other Health Care Providers  (primary physician, specialists, pharmacist, dentist, etc)

Your Medical History (cont’d)

Name, address & contact info Type of care given 

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________

____________________________________

____________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________

____________________________________

____________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________

____________________________________

____________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________

____________________________________

____________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________

____________________________________

____________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________

____________________________________

____________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________

____________________________________

____________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________

____________________________________

____________________________________
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12 Critical Things Your Family Needs to Know    

Full name Date of birth Blood type

List any current prescription or other medications  and details (e.g. reason for the medication, 
duration, dosage, schedule of when taken, prescribing physician, etc.): 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

Prescription or Other Medications

     none

____ /____ /________ 
   mm          day         4 digit year

Spouse’s Medical History 
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18    12 Critical Things Your Family Needs to Know

Allergies
                            yes     no  

Spouse’s Medical History (cont’d)

Date & description Details (include results, outlook, physician’s name & location) 

________________________________

________________________________

________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

________________________________

________________________________

________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

________________________________

________________________________

________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

________________________________

________________________________

________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

________________________________

________________________________

________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

History of Surgeries & Procedures

Are you allergic to any drugs, medicines, foods, insect stings, etc.?

If yes, list each allergy below along with its symptoms, treatment, how & when diagnosed, etc.

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________
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12 Critical Things Your Family Needs to Know    

Spouse’s Medical History (cont’d)

Diseases, Illnesses, Symptoms & Medical Conditions
Item Details  (include dates, doctors, treatments, outlook, current status, etc.)

____________________________

____________________________

____________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________

____________________________

____________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________

____________________________

____________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________

____________________________

____________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________

____________________________

____________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________

____________________________

____________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________

____________________________

____________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________

____________________________

____________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________
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20    12 Critical Things Your Family Needs to Know

Doctors & Other Health Care Providers  (primary physician, specialists, pharmacist, dentist, etc)

Spouse’s Medical History (cont’d)

Name, address & contact info Type of care given 

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________

____________________________________

____________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________

____________________________________

____________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________

____________________________________

____________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________

____________________________________

____________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________

____________________________________

____________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________

____________________________________

____________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________

____________________________________

____________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________

____________________________________

____________________________________
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12 Critical Things Your Family Needs to Know    

 Extended Family’s Medical History  
Certain illnesses and diseases tend to run in families, including alcoholism, heart disease, high cholesterol, 
depression, diabetes, Alzheimer’s, muscular dystrophy, and many types of cancer.  These and others are 
believed to have genetic components that can pass from one generation to others.  

Outline anything meaningful in your family’s medical history below.  Next, communicate this information to 
family members and physicians in order to instigate preventive measures and early diagnosis of symptoms.
Afflicted person’s full name, date 
of birth, and relationship to you

Illness, disease or medical condition + details (include how and when diagnosed, 
treatments & results, contributing factors such as a tobacco smoker with lung 
cancer, and the names & locations of physicians)

____________________________

____________________________

____________________________

____________________________

____________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________

____________________________

____________________________

____________________________

____________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________

____________________________

____________________________

____________________________

____________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________

____________________________

____________________________

____________________________

____________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________

____________________________

____________________________

____________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________


