
 

River Hospital 2006/ds 

4 Fuller St. 
Alexandria Bay, NY 13607 

Phone: 315-482-2511 
Fax: 315-482-4981 

www.riverhospital.org 

My Medical 
Information 

Most Recent Vaccines: 
 

Tetanus               __/___/____ 
 

Pneumonia          __/___/____ 
 

Influenza (Flu)     __/___/____ 

 
 

Medical Conditions: 
 
 
 
 
 
 
 

 

Prior Surge
Procedures
 
 
 
 
 

Do you have?
 
Health Care Proxy? 

□ Yes      □ No 
Name _________________ 
Phone  ________________ 
 
Advanced Directive? 

□ Yes      □ No 
 
Non-Hospital DNR 

□ Yes      □ No 

     Courtesy of 

    River Hospital 
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For questions regarding
 

Healthcare pro
Advance Directi
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or other healthcare cho
contact your healthcare
provider. 
 

 
Visit www.nyhealth.gov

http://www.nyhealth.gov/
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se fill in the following. Bring this with you anytime you visit your healthcare provider or hospital 

r name ________________________________                Healthcare Provider       ______________________ 
e of birth   ____/____/____                                                 Provider phone number ______________________ 

rgies & Reactions: 
 
 
 

edication Name Dose Directions (how often, special instructions? Reason for taking 
 

   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   


