NEW HAVEN RHEUMATOLOGY

Date:  _____________________
Patient’s Name:____________________________________ Date of Birth:  _____________________

Primary Care Physician: _________________________________________________________

Current Pharmacy: _____________________________________________________________

Please list any allergies: 

□ Latex Allergy



□ NO KNOWN ALLERGIES
Medication
   
     Reaction

        Medication
           Reaction

_______________
     _______________
        _______________         _______________

_______________
     _______________
        _______________         _______________


MEDICATION LIST

□ NO ACTIVE MEDICATIONS
	DATE            MEDICATION                  STRENGTH/DOSE               FREQUENCY              PRESCRIBING M.D.

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


Please list all vitamins and over-the-counter medications you are currently taking.       □ NONE
_______________________
       _______________________
   _______________________
_______________________         _______________________          _______________________
IT IS EXTREMELY IMPORTANT THAT YOU REMEMBER TO BRING THIS LIST WITH YOU TO YOUR APPOINTMENT.  THANK YOU!
