Kauai District health office medication registration form

Patient Health and Allergy Information

Please complete one form for each individual requesting treatment prior to arriving at dispensing clinic.

NAME:








                       
          M  FORMCHECKBOX 
   F  FORMCHECKBOX 

ZIP CODE: ___________________



HOME PHONE: (
) 



 
WT: 






AGE: 


Are you pregnant?   No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 
 

Do you have any drug or other allergies?   No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 

If yes, list and describe the allergic reaction: 










Are you taking any other prescription or non-prescription (over the counter) medication?    No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 
   
Calcium or Iron Supplements  

No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 
 

Antacids 

No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 
   


Digoxin (Lanoxin) for heart problems   
No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 
   

Warfarin (Coumadin)
No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 
   
Antibiotics by mouth or other medicines - (List):








____________________________________________________________________________________________________









_________






Do you have any other health conditions?   No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 
   
Asthma (TheoDur, Theolair, Slo-Phyllin)
No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 
   

Gout (Benemid, Probenecid)

No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 
   

Stomach problems (Carafate)

No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 
   

Diabetes (Glyburide, Diabeta, Glynase)
No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 
   

Others (List): 














__________________________________________________________







Date:  ____________

Agency: _______________

Return Form to: Tyler Zerwekh – Dept. of Pubic Health – Bioterrorism Branch – FAX # 241-3563

3040 Umi St., Lihue, HI 96766
tzerwekh@mail.health.state.hi.us 











































