EMERGENCY MEDICAL INFORMATION e rorom

FOR FIRST RESPONDERS
Full Name: | |
Date of Birth:| | Age: Sex | Blood Type:| |
Medical Conditons (check all that apply):
, : Alcohol " Asthma/ :
Afib
[ ] Afi [ ] Aids DAddictionD Arthritis [ ] COPD [ Bipolar
Blood Clotting :
Cancer
Thinners L] DCataractsD Disorder [ cronns L] pementia

. Dru
[ Depression [_] Diabeted ] Addigtion [ ] Gout ch(negirttion [ ] Hepatitis

High : - _
Dp?leéi%%re D}Sicslggge Dlélt%rr]@é [] MRSA []osteoporosis|_] ostomy

[ ]Pace [ ] Seizure [_]Stroke [ ] STD []7B [] um

maker
Current Mecications:

Allergies:
|:| No Know Allergies
|:| Medications

|:| Food
[ ] Latex [Jves [INo
[ ] Other

Reacton Type:

Primary Emergency Contact: Secondary Emergency Contact
Name: Name:

Relationship: Relationship

Phone: Phone:

Primary Physician
Name: Phone:
Additional Emergency Notes (Anything First Responders should know immediately)

|:| Consent Statement

| authorize emergency medical personnel to access and use this information foro medical treatment in an emergency

Name Signature
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