
EMERGENCY MEDICAL INFORMATION
(Form to be completed and left on the desk in your room to be used only in the case of a medical emergency in which you are unable to provide this information to the EMT’s or emergency personnel, include your health insurance card with this form.)

Name 	____________________________________________	Medical Insurance ________________

Social Security #	___________________________________	Group/Policy # ____________________

Birth date	________________________________________	Height ________  Wgt______ht ______

Street address	___________________________________	Telephone ______________________

City	____________________________________________	State ______________Zip_______


Primary Person to Contact in case of Emergency (List Name(s) & Phone #s of other contacts on back.)

Name	__________________________________________	Relationship ____________________

Telephone Day:	____________________________________	Night: __________________________


Primary Care Physician

Name  	_______________________________________________________________________

Telephone:	  __________________________________________________________________


Other Physicians and Their Specialties

Name(s)  	_______________________________________     ___________________________

Telephone(s):	  ___________________________________     ___________________________


Medical Conditions For Which You are being Treated

________________________   __________________________  ________________________ 

Medications You are Taking and Dosages

	_________________________    __________________________  ______________________ 

_________________________    __________________________  ______________________ 

Known Allergies, Especially to Medications – Include Symptoms

________________________   __________________________  ________________________ 

Any Other Information That EMTs/Emergency Room Physicians Should be Aware Of (use back if necessary)

