



EMERGENCY MEDICAL INFORMATION



Name:
Date of Birth:


Medical Conditions (Diabetes, Hypertension):


Current Medications (Name, Reason, and Dosage):


Allergies:


Name of Primary Physician:
Tel:


Name of Specialist:
Tel:


Name of Hospitals Most Recently Admitted To:

1. 
Approximate Date:


2. 
Approximate Date:


Names of persons to be notified in an emergency:

1. 
Tel:


2. 
Tel:


Religious Preference (Optional):


Name of Insurer


Group #
Certificate #


Signed:
Date:


Emergency Medical Information is kept




Please return to the Clerk’s Office.  Thank you.
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