
INFORMATION ORGANIZER

Please contact ___________ at ___________if found.

MEDICAL



PATIENT PROFILE

Name:
Birthday:
Blood Type:

Medical Condition(s):

Allergies:

Summary of Medical History:

Attach
Patient Photo

Here



EMERGENCY CONTACTS

Name:
Mobile:
Telephone:
Email:
Relationship: 

Name:
Mobile:
Telephone:
Email:
Relationship: 

Name:
Mobile:
Telephone:
Email:
Relationship:

Name:
Mobile:
Telephone:
Email:
Relationship:

Hospital
Address:
Telephone:
Fax:

Pharmacy 
Address:
Telephone:
Fax:

Family Doctor
Address:
Telephone:
Fax:

Insurance
Address:
Telephone:
Group Number:

ADDITIONAL CONTACTS



Medical Contact List

NAME:

CONTACT:

ADDRESS:

EMAIL:

NOTES:

List of contact information for physicians and therapeutic providers.

SPECIALTIES:

PHONE:

FAX 

NAME:

CONTACT:

ADDRESS:

EMAIL:

NOTES:

SPECIALTIES:

PHONE:

FAX 

NAME:

CONTACT:

ADDRESS:

EMAIL:

NOTES:

SPECIALTIES:

PHONE:

FAX 



Medical Contact List

NAME:

CONTACT:

ADDRESS:

EMAIL:

NOTES:

SPECIALTIES:

PHONE:

FAX 

NAME:

CONTACT:

ADDRESS:

EMAIL:

NOTES:

SPECIALTIES:

PHONE:

FAX 

NAME:

CONTACT:

ADDRESS:

EMAIL:

NOTES:

SPECIALTIES:

PHONE:

FAX 



Medical History
Name:

Age:

Blood Group:

Primary Doctor:

Allergies:

Conditions:

DATE ILLNESS / SURGERIES DOCTOR / HOSPITAL



Infant Medical History
Name:

Date of Birth:

Blood Group:

Feeding
Information:

Conditions:

DATE ILLNESS / SURGERIES DOCTOR / HOSPITAL

Due Date:

Type of Birth:

Birth Weight:

Birth Length:

Allergies:

AUDIOLOGY SCREENING DOCTOR / HOSPITALDATE



# medication / supplement dose directions notes

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

LIST OF MEDICATIONS 
NAME: DATE:



Medication Log

Date Time TakenMedication



Appointments Calendar
JANUARY FEBRUARY

MARCH APRIL

MAY JUNE



Appointments Calendar
JULY AUGUST

SEPTEMBER OCTOBER

NOVEMBER DECEMBER



Date:

Doctor Name:

Medical Appointment Preparation

Questions for the doctor:

Next Steps/To Do:

Notes:



NOTES



NOTES



Document
Checklist

In addition to the information provided above, you may want to consider
adding the following items to the medical binder.

Physical Therapy, Occupational Therapy, and
Speech Therapy Instructions/Routines

Copy of Photo ID or Driver's Liscense

Social Security Number for Patient and/or
Parents/Caregivers

Recent Prescriptions

Discharge Instructions

Medical Test Results

Copy of Insurance Card(s)


