
Primary Care Provider

Provider Name:

Office Name:

Phone #: 

Other Providers that might be relevant

Provider Name:

Specialty:

Phone #: 

Provider Name:

Specialty:

Phone #: 

My Information

DOB:

Phone #: 

Address:

Insurance

Insurance Company:

Insurance Owner:

Member ID: 

Group ID: 

Pharmacy

Name:

Phone #: 

Address:

My contact person

Name:

Relationship:

Phone #: 

Medications

Name Dose Times
 per day

Why I 
take this

Relevant history

Diagnoses:

Surgeries:

Allergies:

Family
history

(optional):

© University of Pittsburgh REAACT Program All Rights Reserved

Medical Information    | Cheat Sheet


	Medical Information    | Cheat Sheet
	Primary Care Provider
	Provider Name:
	Office Name:
	Phone #:

	Other Providers that might be relevant
	Provider Name:
	Specialty:
	Phone #:
	Provider Name:
	Specialty:
	Phone #:

	My Information
	DOB:
	Phone #:
	Address:
	Insurance
	Insurance Company:
	Insurance Owner:
	Member ID:
	Group ID:

	Pharmacy
	Name:
	Phone #:
	Address:

	My contact person
	Name:
	Relationship:
	Phone #:
	Relevant history
	Diagnoses:
	Surgeries:
	Allergies:
	Family history (optional):
	© University of Pittsburgh REAACT Program All Rights Reserved





