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and Health History (NAPH)
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City State ZIP County

E Check all that apply

Enter the names and birthdates of all the people that you are picking up

medications for. Put yourself on line 1. Use a second form if you need to.
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O 1am picking up medications for myself. | agree to take them as : : : : : : : : ; i

prescrbed. : : H ! : f ! g i !

[ 1 am picking up medications for others in my househald or pecple ; 5

whe are unable 16 pick up their own medications. | am authorized . ! g ] g
1o sign for all of these people, and | agree to provide medications ; : :
and instructions 1o all of them. None of these people are receiving : !
additional medications at other mass dispensing clinics.
| understand that the decision to take medication is voluntary. : : ; : H : H H H :

All of the information | have provided to the clinic is true, correct ! P e ' i e ' i : i o : e
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and complete to the best of my knowledge E i€ 5 B g i3 |2 2 i3 |g ig im |E 1B Is

€ B 5% |8 42 3= ke (& 2 JE 12 @ E 18 e

a ¥ @ - bras [ 4 Wi () 4 3ad o) — ¥ )

2@ tw |B 16 g 2 1% im £ g im 218 im

X ic 8 o n 3 e © 15 =] ic 3 i 8 (TER] - L0
Signature i H i s i H 3 } ; E H : - H H
= I I N I | 2] i i bt i I o H i

Please answer questions 1-5 by checking (#) Yes or No Yes | No Yes ¢ No Yes ¢ No i No Yes ¢ No

¥

1. Are you taking Accutans, Methotrexate, Lithium, Probenecid, ; i
Coumadin, or Digoxin? : i : ] :

2. Are you taking medication for seizures, tuberculosis (TB), or ciabstes?

3. Are you currently pregnant, breastfeeding, or under 6 months of aga?

4. Are you taking or are you allergic*® to any tetracycline antibiotics?
Minogin, Periostat, Sumycin, Terramyein, Vibramyein, Vibratab
*Allergic reactions may include: hives, difficulty breathing : ! i '

or wheezing or redness of the skin : :
5. Do you weigh less than 99 Ib? If yes, list weight in pounds. Ibs Ibs | Ibs : : Ibs !
— STOP —
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I. Taking ropinirole, cyclosperine, glyburide or theophylling? ; : : :

2. Allergic to quinolones? i : i i

3. Kidney problems? {on dialysis or | renal function)

Dispensing doses: (Initials of dispenser)—>
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o Doxyeycline 100 mg BID #20
= ;

.g O Ciprefloxacin 500 Mg BID #20
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