
 

Medications, Allergies and Immunizations 

 

Items you may wish to include in this section of your binder: 

☐ Medication Record 

☐ List or notes for reasons explaining why medications were stopped 

☐ Allergies 

☐ Immunizations 

 

MDA flu season support 

 

Children and adults fighting muscular dystrophy, ALS and related muscle-debilitating diseases that limit 

muscle strength and mobility are at increased risk of serious and possibly life-threatening complications 

from the flu, so it is important that everyone stays informed and takes steps to protect themselves and 

their families. 

 

Flu is a contagious and serious disease, especially for those with neuromuscular disease and other 

chronic health conditions.  For most of us, one of the first and best ways to prevent the flu is to get a flu 

shot (injection). 

 

Always check with your doctor before obtaining any vaccine, especially if you are affected by myasthenia 

gravis, polymyositis, dermatomyositis, or if you are taking immune-suppressing medications such as 

corticosteroids (e.g., prednisone, deflazacort, prednisolone). 

 

If your current health coverage does not include seasonal flu vaccines, visit the MDA Flu Resource Center 

at mda.org/services/flu-season-support.  You also can contact a resource specialist to learn about 

community resources to help you obtain a flu shot in hometowns across America.  Call 800-572-1717 or 

email ResourceCenter@mdausa.org for assistance. 

 

We can’t keep the flu from coming, but there is a lot we can do to prepare and help protect everyone from 

its impact and complications.  With this in mind, MDA’s Flu Season Resource Center provides current 

information and recommended guidelines to help keep you informed.  Be sure to visit 

mda.org/services/flu-season-support to learn more. 
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Medication Log 

 
Start date: _______________        Medication name: ____________________________________________________________ 

Dose/concentration: _______________________    Frequency: ___________________________________________________ 

Route: ___________________________________      Prescription or over the counter: _______________________________ 

Reason for medication: ____________________________________________________________________________________ 

Stop date: _________________     Reason for stopping: _________________________________________________________ 

 

Start date: _______________       Medication name: ____________________________________________________________ 

Dose/concentration: _______________________    Frequency: ___________________________________________________ 

Route: ___________________________________      Prescription or over the counter: _______________________________ 

Reason for medication: ____________________________________________________________________________________ 

Stop date: _________________    Reason for stopping: _________________________________________________________ 

 

Start date: _______________        Medication name: ____________________________________________________________ 

Dose/concentration: _______________________    Frequency: ___________________________________________________ 

Route: ___________________________________      Prescription or over the counter: _______________________________ 

Reason for medication: ____________________________________________________________________________________ 

Stop date: _________________     Reason for stopping: _________________________________________________________ 

 

Start date: _______________       Medication name: ____________________________________________________________ 

Dose/concentration: _______________________    Frequency: ___________________________________________________ 

Route: ___________________________________      Prescription or over the counter: _______________________________ 

Reason for medication: ____________________________________________________________________________________ 

Stop date: _________________    Reason for stopping: _________________________________________________________ 

 

Start date: _______________        Medication name: ____________________________________________________________ 

Dose/concentration: _______________________    Frequency: ___________________________________________________ 

Route: ___________________________________      Prescription or over the counter: _______________________________ 

Reason for medication: ____________________________________________________________________________________ 

Stop date: _________________     Reason for stopping: _________________________________________________________ 

 

Start date: _______________       Medication name: ____________________________________________________________ 

Dose/concentration: _______________________    Frequency: ___________________________________________________ 

Route: ___________________________________      Prescription or over the counter: _______________________________ 

Reason for medication: ____________________________________________________________________________________ 

Stop date: _________________    Reason for stopping: _________________________________________________________ 

 
 

 



 

Medication Log 

 
Start date: _______________        Medication name: ____________________________________________________________ 

Dose/concentration: _______________________    Frequency: ___________________________________________________ 

Route: ___________________________________      Prescription or over the counter: _______________________________ 

Reason for medication: ____________________________________________________________________________________ 

Stop date: _________________     Reason for stopping: _________________________________________________________ 

 

Start date: _______________       Medication name: ____________________________________________________________ 

Dose/concentration: _______________________    Frequency: ___________________________________________________ 

Route: ___________________________________      Prescription or over the counter: _______________________________ 

Reason for medication: ____________________________________________________________________________________ 

Stop date: _________________    Reason for stopping: _________________________________________________________ 

 

Start date: _______________        Medication name: ____________________________________________________________ 

Dose/concentration: _______________________    Frequency: ___________________________________________________ 

Route: ___________________________________      Prescription or over the counter: _______________________________ 

Reason for medication: ____________________________________________________________________________________ 

Stop date: _________________     Reason for stopping: _________________________________________________________ 

 

Start date: _______________       Medication name: ____________________________________________________________ 

Dose/concentration: _______________________    Frequency: ___________________________________________________ 

Route: ___________________________________      Prescription or over the counter: _______________________________ 

Reason for medication: ____________________________________________________________________________________ 

Stop date: _________________    Reason for stopping: _________________________________________________________ 
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Route: ___________________________________      Prescription or over the counter: _______________________________ 

Reason for medication: ____________________________________________________________________________________ 

Stop date: _________________     Reason for stopping: _________________________________________________________ 

 

Start date: _______________       Medication name: ____________________________________________________________ 

Dose/concentration: _______________________    Frequency: ___________________________________________________ 

Route: ___________________________________      Prescription or over the counter: _______________________________ 

Reason for medication: ____________________________________________________________________________________ 

Stop date: _________________    Reason for stopping: _________________________________________________________ 

 

 

 



 

Allergies 

Date of reaction: _______________________________   Allergy: __________________________________________________ 

Reaction: _____________________________________   Medical attention received: _________________________________ 

Notes: ____________________________________________________________________________________________________ 

Date of reaction: _______________________________  Allergy: ___________________________________________________ 

Reaction: _____________________________________  Medical attention received: __________________________________ 

Notes: ____________________________________________________________________________________________________ 

Date of reaction: _______________________________   Allergy: __________________________________________________ 

Reaction: _____________________________________   Medical attention received: _________________________________ 

Notes: ____________________________________________________________________________________________________ 
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Reaction: _____________________________________  Medical attention received: __________________________________ 

Notes: ____________________________________________________________________________________________________ 
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Reaction: _____________________________________   Medical attention received: _________________________________ 

Notes: ____________________________________________________________________________________________________ 

 



 

Allergies 

Date of reaction: _______________________________   Allergy: __________________________________________________ 
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Vaccination Log 

Always consult with your physician and the Centers for Disease Control and Prevention (CDC) to determine all 

vaccinations recommended for you. 

Vaccine Type of Vaccine Route & Site Date Given Clinic Name 
Date Next 
Dose Due 

Hepatitis B 
(HepB, HepA-HepB) 

     

     

     

     

Hepatitis A 
(HepA, HepA-HepB) 

     

     

     

     

Measles, Mumps, 
Rubella (MMR) 

     

     

Varicella (VAR) 
(chickenpox) 

     

     

Zoster (shingles)      

Tetanus, Diphtheria, 
Pertussis  

(whooping cough) 
 (Td, Tdap) 

     

     

     

     

     

Pneumococcal 
(PPSV23, PCV13) 

     

     

     

  



 

Vaccination Log 

Always consult with your physician and the Centers for Disease Control and Prevention (CDC) to determine all 

vaccinations recommended for you. 

Vaccine Type of Vaccine Route & Site Date Given Clinic Name 
Date Next 
Dose Due 

Influenza 

     

     

     

     

     

     

     

     

     

     

Human 
Papillomavirus 

(HPV4 [Gardasil], 
HPV2 [Cervarix]) 

     

     

     

     

Menigococcal 
 (MCV4 [Menctra, 
Menveo], MPSV4 

[Menomune]) 

     

     

     

     

Hib      

Other 

     

     

     

     

 



 

  



 

Recommended Adult Immunization Schedule 

 

 

 

  



 

Recommended Adult Immunization Schedule 

 

  



 

Recommended Adult Immunization Schedule 

  



 

Recommended Adult Immunization Schedule 

 

 

 

 

 

 

 

 



 

Recommended Adult Immunization Schedule 

  



 

Recommended Adult Immunization Schedule 

  



 

Recommended Child and Adolescent Immunization Schedule (18 years or younger) 

 

  



 

Recommended Child and Adolescent Immunization Schedule (18 years or younger) 

 

  



 

Recommended Child and Adolescent Immunization Schedule (18 years or younger) 

 

  



 

Recommended Child and Adolescent Immunization Schedule (18 years or younger) 

 

  



 

Recommended Child and Adolescent Immunization Schedule (18 years or younger) 

 

  



 

Recommended Child and Adolescent Immunization Schedule (18 years or younger) 

 

  



 

Recommended Child and Adolescent Immunization Schedule (18 years or younger) 

 

  



 

Recommended Child and Adolescent Immunization Schedule (18 years or younger) 
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