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HEALTH SUMMARY SHEET

The attached health summary sheet was developed by Sister Mary Shaw of Mapleton, Utah. She uses
this sheet when she visits medical personnel, allowing her to succinctly summarize her current health
situation and update doctors on her symptoms, medications, and other issues that may be overlooked
during a routine medical office visit. The summary frees her from repetitious recitals of details that can
be reported more readily in this format. Sister Shaw has given permission for others to use and/or
revise this document as desired to assist them in their own healthcare needs.



Patient Name:

DOB

Age: Weight:
SS#:

Insurance:

Name of Primary:

ID Number: xxxxxxxxx
Group #: XXXXXXXXXX
Name of Chronic Illness:

Details of your chronic illness. Include website if your illness is especially unusual.

Spouse:

address:

city, state zip code
C) XXX-XXX-XXXX

h) xxx- XXx- XXXx

Spouse’s work: XxX-XXX-XXXX
Spouse’s cell:  xxx-XXXx-Xxxx

DAILY MEDS: Xxxxxxxxx Pharmacy, City, State: xxx-xxx-xxxx SYMPTOMS YOU EXPERIENCE
Oral Daily: a
Amount, Name of Drug Dose, Form, (Taken for what health condition) Q
8 Xxxx 10 mEq capsules, w/ food (for xxooooox) g
2 Xxxxxx 2 Mg tablet (for xxxooox))
Q
1 Xxxxxx 30 mg capsule, (for xxxxxxs) o
1  Xxxxxx 10 mg tablet, (for xxoxxs) a
1 Xxxxxx 75 mg capsules,1 (for xxxxxx) =)
XXXXXXXX 1 puff @ am; 1 puff (for Asthma) Q
XXXXXXX 2 puffs, pm (for Asthma) Q
XXXXXX 1 puff @ pm (for Asthma) a
a
Q
PRN: (Taken as needed) g
2 Xxxxx 10mg tablet (for xxxxx) o
XXXXXXXX x ML Nebulizer (for Asthma) Q
a
. Q
Special Medication Note:
Use this space if there is specific information on your perscription drugs or other medication that you take which
would be especially helpful to any Doctor that may see you.
ALLERGIES CURRENT HEALTH PHYSICIANS SURGERIES
® Name of Drug & XXXXXXX Dr. Xxx Xxxxxx. Primary, Xxx-Xxxx Type: date
Describe your ( diagnosed: month/year) Dr.X xx Xxxxxxxxxx GI, xxx-xxxx
allergic reaction; ie, Dr.Xxxx Xxx, Neph, xxx-xxxx Type: date
redness, itchy, swelling, @ XXXXXXXXXX Dr.Xxxx Xxxxx GYN, xxx-xxxx
vomiting, agitating, etc. (diagnosed: xx/xxxx) Type: date
RECENT (PAST) DOCTORS
® Name of Drug ® XxXXXX ® Dr.Xxxxx, IM, Primary Type: date

Describe your
allergic reaction

® Name of Drug
Describe your
allergic reaction

(diagnosed: x/xxxx

@ XXXXXX XXXXX
(diagnosed: xx/xxxx)

® XXXX
(diagnosed: xx/xxxx)

XXX-XXX-XXXX, {1x (XXX) XXX-XXXX
@ Dr. Xxxxxxxxx, Ortho
XXX-XXX-XXXX

® Dr. Xxxxxxx, Gl

XXX-XXX-XXXX

Prior Physicians
® Xxxxx Xxxx, M.D, Neph.

Stanford Hosp. xxx-Xxxx-xxxx
® Xxx Xxxxxxxx, M.D. GI
San Fran. Gen. Hosp.xxx-xxx-XxXX
® Xxxxx Xxxxxx M.D, IM
Stanford Hosp. xxx-xxx-xxxx
® Dr. Xxxxx Xxxxx, M.D, GI
Fremont, CA xxx-xxx-XXXX
® Dr. Xxx Xxxxxx, M.D, Neph.
Fremont, CA xxX-XXX-XXXX




