
Priority Urgent Care- PHI 

Confidential Personal Medical Information for your Medical Provider 

Name: ______________________________________________________ 

Reason for visit:_______________________________________________ 

Medical History, past or present / Surgeries: 
_____________________________________________________________ 

Medications: 

_____________________________________________________________ 
_____________________________________________________________ 
_____________________________________________________________ 

Allergies/medications/foods/seasonal/latex: 

_____________________________________________________________ 

Pharmacy that you use: ________________________________________ 

Height: __________ Weight: __________ 


