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Pharmaceutical Management Branch/Cancer Therapy Evaluation Program/Division of Cancer Treatment and Diagnosis/National Cancer Institute

6130 Executive Blvd * Suite 7149 * Rockville, Maryland 20852
Phone: (301) 496-5725 * Order fax: (301) 480-4612 * Other fax: (301) 402-0429 * E-mail: pmbafterhours@mail.nih.gov

FAQ: With the reasonable push for medication reconciliation at every step in the health care process, we’d like to
provide a way to ensure that patients enrolled in clinical trials have complete information about their investigational
agent and research team contacts. We’d like it to be readily retrievable for them, and easy for the health care clinicians
in emergency departments, clinics and hospitals to read. Do you have any ideas?

ANSWER: Using a Wallet Medication Card developed by the Connecticut Department of Public Health with partners
including the Connecticut Hospital Association, the CHREF Patient Safety Organization, Qualidigm, and the Qualidigm
PSO, PMB developed a similar tool that includes clinical trial information.

Please find this tool on the next two pages.
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Prepared and distributed by the Pharmaceutical Management Branch, CTEP, NCI.
Please do not re-distribute or post without permission.
Information in this FAQ is subject to change without notice; check periodically for updates.
Please contact PMB at (301) 496-5725 if you have questions.



Jauuip (e1dwrex3)
MeaH yumAepesouo | siiidz | (Bwop) audIpsiN | 90/T/T
éSleaw 1ayy ¢ybiu (sdoup éSlesu Isly (sdoup
® Bulwio ¢Aep ‘synd Sybiu 7 Buiuio ¢Aep ‘synd
A\u_ mv_ﬁu e WOE_H >C.®E MOH .wH_CS OH_ @v_mu e wQE_H— \ACME MOH :wH_CD
noA op Aum Juaer | sjd (y1buans) arep noA op Aum o axel ‘syd) (y1busns) | erep
uoseay noA op Usym | asoq ® aweN bniqg 1elis uoseay noA op uaym aso ® aweN bniqg 1ieis
1S11} 818y p|o4 1S4 818y p|o4
:auoyd auoyd
Bnip reuswiiadxa Jo [euonebnsanu|
aweN aweN uonuNu A
suonn|os Al
'sa1bia||v :auoyd :Koewreyd (1A 1030B4 Se yans) sio1oe} poojg
(s1a1eyuUI SE
aweN -euoyd yons) sauIpaw Adelay) Alorelidsay
:auoyd 10eiuo) Aoushiaswg aweN Silid uoBLINN
auoyd 281NN ApMIS salpawal [eqlaH
. SUIWENA
‘awep auoug SauIdIPaW JaIUN0D-ay 1 -1an0
:awe 1oejuo) Asusbiawg :saloeWIRYd . sauIpaw uonduosald
‘awep | ¢@PNIOULT PINOYS SuOledIpaW Jeym
-auoyd :auoyd :10100Q
owe S1OVINOD ‘nj4
:snnedsH
:auoyd
:SSaIppyv . Bnip jeuonebinsanul ayl :snuels |
-BUleN Buie) we | pue * S| Jaqunu
:aweN 5Uo [e1ayl "1ooued Aw @91 ‘ejuownaud
:auoyd .
01 |el41 [eaiul|d e uo Bunedionied we |
pJed uonedipasA 19jeM -aweN .suoneziunwuwi

:S10120Q

:uolewJsoul yuepodwyi 18Y10

NPV 1uaday 1SON J0 ated




How To Fill Out Your Wallet Medication Card
The Card in Your Wallet That Could Save Your Life!

This wallet medicine card was made to help you and your family remember all the medicines you are
taking. Giving your doctor, hospital, or other healthcare workers a complete list of medicines helps
them take better care of you.

Always keep this card with you. Fold it and keep it in your wallet, so it will be handy in case of an
emergency.

Fill out the information at the top of the form:

Last Adult Immunizations: Write the month and year of your most recent vaccinations (for example
a flu or tetanus shot).

Doctor and Pharmacy or Drug Store Information: Write the name and phone number of each of
your doctors and each pharmacy where you get your prescriptions filled. Since you are enrolled in a
clinical trial, be sure to include your experimental or investigational prescription, and your research
team’s contact information. This information will make it easier for your doctor or other healthcare
workers to figure out who to call with questions about your medicines if you can’t answer questions.
Emergency Contact: Write the name and phone number of the person that you would want to be
called in case of an emergency. It is important to list this person in case you are too ill to provide
emergency medical workers with information.

Allergies: List all allergies that you have, including allergies to medicines and to food.

Other Important Information: List any other information you think a doctor may need to take care
of you, including any conditions you have (such as cancer, diabetes or high blood pressure) or if you
have a pacemaker or have had a knee or hip replaced.

Fill out the information at the bottom of the form:

Write down ALL medicines you take (a list of the kinds of medicines to include is provided at the top
of the form).

Start date: Write the date you began taking each medicine. If you don’t know the date, list the
month that you began taking the medicine (or the year if you have been taking the medicine for a
long time).

Drug name and (amount): For each of your medicines, copy the name of the medicine and amount
from the label on the medicine bottle or other container (for example, aspirin 40 mg).

Dose: Write how much of the medicine you take each time (for example, 2 pills, 3 drops, 2 puffs).
When do you take it: Write how many times a day you take the medicine, what time of day you
take it, and if you take it before or after meals.

Reason you are taking: Write the reason your doctor said you need the medicine (for example, for
your heart).

Update this form when you change any medicine:

Take this form to all doctor visits, when you go for any medical tests, and all hospital visits. Write
down any changes made to your medicines; cross out any medicines that you have stopped taking,
add new medicines, or change the dose.






