TOOLS FOR PATIENT EMPOWERMENT

MEDICAL VISIT COMMUNICATION
· make a list of your symptoms and concerns

· make a list of the medications that need new prescriptions

· bring a list of all current drugs (carry at all times)

· describe pain using the scale of 1-5

· explain how problem impacts your daily life

· discuss with doctor before you begin whether you should have someone accompany you to hear what is being said (sometimes the pain and/or medication makes it difficult to comprehend)

· if undergoing tests, ask when you will get the results and check back if you do not hear from the doctor’s office

· confirm that you can call the office and physician will return your call if problems arise

· find out from the staff when the doctor usually returns his calls

· do not save major concerns for the end of your visit (i.e. I’ve been having this pain in my chest for a few days)

· be honest with doctor if you are not following his/her instructions (taking your medication, going to therapy etc.)  

· ask questions (there are no stupid questions)
· bring a pen and paper and take notes
MEDICATION QUESTIONS
· What are common side effects?

· Why is it necessary?

· What should I do if they occur?

· Does it interact with any of my drugs or over the counter medications?

· What if I miss a dose?

· How long before I should start seeing results.
· When should I contact you if the drug does not help?
CURRENT INFORMATION

· personal information, emergency contacts, after-hour numbers for key doctors

· medical emergency ID tag (e.g. Medic Alert)  medications including over the counter

· allergies (food, medication, substances)

· medical history including surgeries, diagnoses, tests, treatments, immunizations

· family medical history

· lab results, test results

· important health ‘numbers’ (blood pressure, weight, cholesterol)

· copy of health care proxy/living will, medical disclosure forms

· copy of medical records esp. if you have moved

· copies of x-rays, scans, and other important diagnostic films and reports

PATIENT INFORMATION
	Patient Name:


	Date:

	Address:



	Home Phone:


	Work Phone:

	Date of Birth:


	Age:

	Social Security No:


	Sex:

	Marital Status:


	Spouse’s Name:



	Occupation:


	Employer or School:

	Referring Physician:


	Family Physician:

	Emergency Contact:


	Telephone:

	Do you have a living will or health care proxy in writing?


	Retirement or Disability Date:

	Do you smoke?                        How much?

	Blood Type:

	Do you drink alcohol?             How much?

	Ever had a blood transfusion?


PRIMARY INSURANCE
	Provider Name:

	Issue Date:

	Subscriber Name:


	Relationship:

	Subscriber DOB:

	Social Security #

	ID #


	Group or Plan #

	Employer & Address



	Provider Address:



	Provider Phone #
	Co-Pays:




SECONDARY INSURANCE

	Provider Name:

	Effective Date:

	Subscriber Name:


	Relationship:

	Subscriber DOB:


	Social Security #

	ID #


	Group or Plan #

	Employer & Address:



	Provider Address:



	Provider Phone # 
	Co-Pays:




LIST OF MEDICATIONS

Name:     
Pharmacy:               





  Telephone:       
Mail Order:                          




  Telephone:       
ALLERGIES

	Drug or Substance
	Reaction

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


PRESCRIPTION DRUGS
	Prescription Drug Name
	Dosage
	Frequency
	Prescribing Physician
	Brand/  Generic
	Date started

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


OVER THE COUNTER DRUGS
	OTC Drugs or Supplements
	Dosage
	Frequency
	Recommending Physician
	Date Started

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


MEDICAL HISTORY

Name:                                        



     DOB:
 
	Diagnosed Condition
	Treatment
	Physician
	Health Center
	Date

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


FAMILY MEDICAL HISTORY

	Relationship and 

Maternal (M) or Paternal (P)
	Diagnosed Condition(s)
	Age of 

Diagnosis
	Living or Deceased 

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


SURGICAL HISTORY

	Surgery or Procedure
	Diagnosis
	Physician
	Hospital
	Date

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


MISCELLANEOUS INFORMATION

	Immunization or Procedure
	Physician
	Medical Center
	Date

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


LIST OF CURRENT PHYSICIANS AND HEALTHCARE PROVIDERS

	NAME
	ADDRESS
	CITY
	STATE
	ZIP
	PHONE
	SPECIALTY
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