
Patients Information  

First Name_______________________________________    

Middle Name ____________________________________ 

Last Name_______________________________________ 

Address__________________________________________ 

City_______________________________________________ 

State____________________  Zip_____________________ 

Phone Number__________________________________ 

Cell Number_____________________________________ 

 
DOB     MM / DD / YY 

Male _______     Female _______ 

Do you have a living Will? Circle one                     

Yes       No 

Emergency Contacts 

Name_____________________________________________ 

Phone____________________________________________ 

Relationship_____________________________________ 

 

Name_____________________________________________ 

Phone____________________________________________ 

Relationship_____________________________________ 

 

Name_____________________________________________ 

Phone____________________________________________ 

Relationship_____________________________________ 
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My Medical Profile 

“An Independent 
Pharmacy Committed 

to Old Fashioned 
Customer Service.” 

 
 
 

Email us at: pharmacy@totalhealthpharm.com 
 
Visit our website at: www.totalhealthpharm.com 

mailto:pharmacy@totalhealthpharm.com


  

Medications 
Please list your medications on this page OR 

insert a copy of your medication list from your 

pharmacist.  

Prescription Name: _________________________________ 

Dosage: _______________  Frequency: ________________ 

Prescription Name: _________________________________ 

Dosage: _______________  Frequency: ________________ 

Prescription Name: _________________________________ 

Dosage: _______________  Frequency: ________________ 

Prescription Name: _________________________________ 

Dosage: _______________  Frequency: ________________ 

Prescription Name: _________________________________ 

Dosage: _______________  Frequency: ________________ 

Prescription Name: _________________________________ 

Dosage: _______________  Frequency: ________________ 

Prescription Name: _________________________________ 

Dosage: _______________  Frequency: ________________ 

Prescription Name: _________________________________ 

Dosage: _______________  Frequency: ________________ 

 

 

  

Procedures/Surgeries 
List procedures such as Mammography, Colonoscopy, 

removal of mole or other skin issues, Pap Smear, etc. 

Procedure:                                             Date:             

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________ 

  

 

 
None 
Abnormal EKG 
Alzheimer’s Disease 
Angina 
Asthma 
Bleeding Disorder 
Cardiac Dysrhythmia 
Cataracts 
Clotting Disorder 
Coronary Bypass 
Dementia 
Diabetes / Insulin 
Eye Surgery 
Glaucoma 
Hearing Impaired 
Heart Valve Prosthesis 
Hemodialysis 
Hemolytic Anemia 
Hypertension 
Hypoglycemia 
Knee Replacement 
Laryngectomy 
Leukemia 
Lymphoma 
Memory Impaired 
Myasthenia Gravis 
Pacemaker 
Renal Failure 
Seizure Disorder 
Sickle Cell Anemia 
Stroke 
Other __________________ 
Other __________________ 

 

 
1850 Eldron Blvd. 

Palm Bay, FL 32909 
Phone: 321-308-0303 

Fax: 321-308-0310 
 

Drug 
Allergies 

Current 
Conditions 
 

None 
Asprin 
Barbiturates 
Codeine 
Demerol 
Dilantin 
Lidocaine 
Morphine 
Novocaine 
Penicillin 
Sulfa 
Tetracycline 
X-ray Dyes 

Environmental 
Seasonal 
Insect Stings 
Latex 
__________________ 
__________________
__________________
__________________
__________________
__________________
__________________
__________________
__________________ 

Other 
Allergies 


