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Print several blank copies. Complete 1 EMERGENCY MEDICAL FORM for each household member.

Update as needed. Keep 1 in wallet or purse.  Display 2nd copy on refrigerator or kitchen counter.
Name:  
                                                DOB:
                           Gender: ________
Address:  ________________________________________Employer if any____________________________
Phone: Home:                                                Work:                                                       Cell: ______________________
Occupation:  ______________________________________________________________________________
Marital Status:  ____________________________________________________________________________
Name and address of spouse, if any: ___________________________________________________________
Name, address, ph. # of other nearest relative:___________________________________________________
Primary Care Physician: Name: _______________________ Address: _________________________________
Phone: __________________________ Fax: _____________________________________________________
Other physicians you have seen in the last year:  List name, address, phone & specialty 
1  _______________________________________________________________________________________
2  _______________________________________________________________________________________
3  _______________________________________________________________________________________
4  _______________________________________________________________________________________
5  _______________________________________________________________________________________
Current Medical Conditions 
1_________________________2_________________________________ 3___________________________
4_________________________5_________________________________ 6___________________________
7________________________  8_________________________________ 9___________________________
Current Rx Medications, dose and times per day
1_________________________2_________________________________ 3___________________________
4_________________________5_________________________________ 6___________________________
7_________________________8_________________________________ 9___________________________
Over the counter medication, dose, and frequency
1_________________________2_________________________________ 3___________________________
4_________________________5_________________________________ 6___________________________
7______________________  __8_________________________________ 9___________________________
Surgeries and Hospitalizations: List year, hospital, city, & reason for hospitalization
1_______________________________________________________________________________________
2_______________________________________________________________________________________
3_______________________________________________________________________________________
Provide amount, frequency, and year ended, if applicable, of the following:
  
a. Smoking history: _________________________________________________________________
  
b. Alcohol consumption: _____________________________________________________________
  
c. Recreational drugs:________________________________________________________________
Allergies:  Include medication, food, latex, indoor and outdoor environmental: 
1________________________ 2__________________________________ 3___________________________
4________________________ 5__________________________________ 6___________________________
7______________________ __8__________________________________ 9 ___________________________
Other items to which you are intolerant but not actually allergic:
1________________________ 2__________________________________ 3___________________________
4________________________ 5__________________________________ 6___________________________
Family Medical History: List conditions, relationship and, if applicable, age at death:
1________________________ 2__________________________________ 3  __________________________ 4________________________ 5_________________________________   6___________________________
7________________________ 8_________________________________   9___________________________
Comments (include Medic Alert or similar #): 
_________________________________________________________________________________________

_________________________________________________________________________________________
_________________________________________________________________________________________
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