
Drug (trade and 
generic) and 

over-the-counter 
product name

Prescribing
Physician

Strength
(Dosage)

What liquid/food should or
shouldn’t you take with 
this medication? Other 
special instructions?

How many times a day
and at what time during
the day do you take this

prescription?

Personal Medication Organizer
Patient Information

Patient’s Name: ________________________________________________ Patient’s Birth Date:

Address: 

Telephone Number:

Emergency Contact (Name/Phone Number):

Drug and Food Allergies:

Health Care Provider’s Information

■ PRIMARY PHYSICIAN: _____________________________________Telephone Number:

Address: 

■ SPECIALIST(S): _____________________________________________Telephone Number:

Address: 

■ PHARMACY: ________________________________________________Telephone Number:

Address: 

(               )

(           )

(           )

(           )
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