
 

 

EMERGENCY EPINEPHRINE DISPENSING 
PATIENT INFORMATION (Please print clearly) 

 

Last Name: First Name: D.O.B.: Age: Gender: Height: Weight: 

Home Address: Contact Phone: 

City: State: Zip: 

Primary Care Physician: Physician Phone: 

Physician Address: Physician Fax #: 

Please state any past medical history and chronic conditions: 

Current medications: 

Allergies (please state reaction that occurs when exposed to the allergen): 

Please indicate why you are requesting emergency epinephrine: 

 


