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PERSONAL INFORMATION 
 
Name:       Primary Language  
Address:  
Male:    Female:                        Birth date   
Location of Living Will or DNR  
Insurance Name/Phone   
Doctors Name/Phone  
Medicare #         Insurance#  
 
MEDICAL HISTORY  
 
AIDS / Anemia / Breathing problems / Cancer / Diabetes / Emphysema   
Epilepsy / Eye problems / Heart condition / Hearing problem / Hemophilia  
High Blood Pressure / Hypoglycemia / Low Blood Pressure / Pacemaker   
Seizures / Stroke  / Other   
Your normal Blood Pressure  
     
MEDICATIONS AND DOSAGES 
 
 
Where are medications kept:   
 
ALLERGIES:  
 
Other special health information:  
  
Hospital preference:   
 
EMERGENCY CONTACTS 
Name/Phone to call if you are ill/injured:   
Name/Phone to call if you are ill/injured:   
Name/Phone to call if you are ill/injured:   
 
I authorize medical care for myself and my family in the event of injury or 
illness. I certify this form is accurate and up to date. I understand emergency 
personnel may rely on this and agree to hold the user harmless. 
Name: ___________________________Date: ______________________     


