
 
Emergency Medical Information Sheet  

 
Name________________________________________________________________________________ 
 
Date of Birth (month/day/year)_____________________________________________ Age___________ 
 
Emergency Contacts  
 
Name_________________________________________________________________________________ 
 
Home Phone ____________________Work Phone __________________Relationship________________ 
 
Name________________________________________________________________________________ 
 
Home Phone ____________________Work Phone __________________Relationship________________ 
 
Physician(s)  
 
Name_________________________________________________ Phone _________________________ 
 
Name_________________________________________________ Phone _________________________ 
 
Name_________________________________________________ Phone _________________________ 
 
Does your physician need to be notified immediately if you are transported to the hospital?  __Yes __ No 
 
Does your insurance require you to go to a specific hospital in non-life threatening emergencies? __Yes __No 
 
Allergies to medication___________________________________________________________________ 
  
Major Medical history, operations, current problems, illnesses, etc. 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
[ ] More on reverse side 
 
Medications 
Name of Medication                                                             Dosage                                  Frequency 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
Other  medical information  
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 


