
TIPS 
 
1. Get to know your pharmacist.  
 Use only one pharmacy. 
 

 Name:  __________________________ 

 

 Phone:  _________________________ 

 
2. When going to the doctor’s office 

and/or hospital, take all over-the-
counter and prescription medications 
in their original containers. This 
includes vitamins, analgesics, 
antihistamines and/or all other herbal 
remedies. 

Take your medical information 
record. 

 
 

3. Prior to discharge from the 
hospital, request an updated list of 
medications and remember to ask for 
any old medication that you took to 
the hospital with you.   

 
4. Take all old medications to your 

Pharmacist.  The Pharmacist will be 
able to clarify the appropriate 
medications to take, dispose of 
unnecessary ones safely and 
dispense new ones. 

 
 

5. If others need a copy of this record 
ask them to photocopy the form and 
return the original to you. 

 
 

CONTACT INFORMATION 
 
 

 

Contact Person: 
 

Name: __________________________ 
 
Relationship: _____________________ 
 
Phone:  (H):  _____________________ 
 

(W):  ____________________ 
 

(Cell):  ___________________ 
 

Family Medical Doctor: 
 

Name: _________________________ 
 
Phone: _________________________ 
 

Community Care Case Manager (if 
any): 
 

Name: __________________________ 
 
Phone: _________________________ 
 

Other Health Care Practitioners: 
 

Name: __________________________ 
 
Phone: _________________________ 

 

Allergies \ Sensitive \ Intolerances: 

___________________________

___________________________

___________________________ 

___________________________ 

 
 

Medical Information 
Record 

provided by: 
 

 

 
 

#6-3318 Oak Street 
Victoria, BC   V8X 1R1 

 
E-mail: caregiversupport@fcns.ca 

Website:www.familycaregiversnetwork.org 
 

For information, membership and/or 
donations please call  

 

(250) 384-0408 
 

1-877-520-3267 
 

 
Mission Statement 

 

To inform, support, and educate on 
issues of concern to family caregivers. 

 
 
 

 
Updated January 2014 

 

 
 
Name: __________________________ 

 
Birth Date: _______________________ 
 
Address: ________________________ 
 
________________________________ 
 
Phone: _________________________ 
 
 

Care Card #  _____________________ 
 
 
 

 
Enduring Power of Attorney 

 yes      no 

Advance Directives 

 yes      no 

Representation Agreement 

 yes      no 

 
The purpose of this form is so you will have 
a continuous record of tests, injuries, 
hospitalizations, and other accidents to give 
a complete picture of your health. This 
record can then be shared with the various 
healthcare providers with whom you come 
in contact. 

Medical Information 

Record 



Medical Information Record 
 

1.  To assist with memory and share with health professionals. 

2. This form should be updated as appropriate by client or family caregiver. 

3. All information is confidential. 

4. Please ensure this form is always returned to the client or family caregiver. 
 

Please review and mark as appropriate any special health conditions: 
 

       High blood pressure  yes      no Memory Problems  yes      no 

Heart Problems  yes      no Hearing Problems  yes      no 

Osteoporosis  yes      no  Vision Problems  yes      no    

Diabetes  yes      no Mobility Problems  yes      no        

Parkinson’s  yes      no Other  ___________________________             

Arthritis    yes      no ______________________________                                                         
 
 

 
Attach additional pages as required 

Date Test / Injury / Hospitalization Doctor Comment 

Example: 
Sept. /03 
Nov. 1/03 

 
Fall on street 
Flu Vaccine 

 
 

 
No Injury 
No side effects 


