
office@lykosmedical.com
P: 719-434-8810 / F: 833-903-3601

595 Chapel Hills Dr Ste 303A, Colorado Springs CO 80920

Past Medications:
Name:   Dose: 
_________________________________________________ 
_________________________________________________ 
_________________________________________________ 
_________________________________________________ 
_________________________________________________ 
_________________________________________________ 
_________________________________________________ 
_________________________________________________

______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________

Medical Equipment Needs: 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________  

Surgeries: 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________

Other Notes: 

Facility Nurse ______________________________________ Provider: ____________________________________________ 
Lab Day: ________________________________________ Provider Visit Day: ______________________________________ 
Significant Events: 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________

Allergies: _____________________________________________________________________________________________ 

 Current Medications:  
Name:   Dose:  
_____________________________________________ 
_____________________________________________ 
_____________________________________________ 
_____________________________________________ 
_____________________________________________ 
_____________________________________________ 
_____________________________________________ 
_____________________________________________

Chronic Medical Conditions: 

Personal Health Tracker




