
FD/MAS Toolkit: Medical Background

Name:____________________________________
DOB:_____________________________________
Phone:____________________________________
Address:__________________________________
Email:____________________________________

Patient Information

Contact & Relationship:_______________________
Phone:____________________________________
Contact & Relationship:_______________________
Phone:____________________________________

Emergency Contact

Name:____________________________________
Affiliated Hospital:___________________________
Phone:____________________________________

Primary Physician

__________________________________________
__________________________________________
_______________________________________

Allergies

Include affected bones, systems, and chronic conditions for consideration. Also list any primary physician who manages your rare disease diagnosis 

Medical Condition and Considerations

Primary Carrier:______________________ Group #:___________________ ID#:_____________________
Customer Service #:________________________ Notes:________________________________________
Secondary Carrier:____________________ Group #:___________________ ID#:_____________________
Customer Service #:________________________ Notes:________________________________________

Insurance Information



 Medication List
Medication

FD/MAS Toolkit: 
Dosage & Frequency Purpose Prescriber Start Date Stop Date

Be sure to include any over the counter medications, natural remedies, vitamins and supplements you take regularly. 


