


Name ________________________________________________________________________________ 

Address ______________________________________________________________________________ 

Phone ________________________________________________________________________________ 

E-mail ________________________________________________________________________________ 

Emergency Medical Information 

Blood Type ________________________________ Allergies __________________________________


Hospital Preference ____________________________________________________________________


Address __________________________________ Phone ____________________________________


Urgent Care Center ____________________________________________________________________


Address __________________________________ Phone ____________________________________


My Doctor ____________________________________________________________________________


Nearest relative or friend to call (listed in the order I would like them to be called)


Name ____________________________________ Phone ____________________________________


Address ______________________________________________________________________________


Name ____________________________________ Phone ____________________________________


Address ______________________________________________________________________________


I have designated Durable Power of Attorney for Health Care (someone [health care agent] who makes 

decisions if you aren’t able to):


My Health Care Agent ______________________ Phone ____________________________________


Living Will ____________________________________________________________________________


I have designated Financial Power of Attorney (someone who controls your finances and assets if you

become physically or mentally unable to do it yourself ):


My Attorney __________________________________________________________________________


My Court-Appointed Guardian ____________________________________________________________


Current Medications ____________________________________________________________________




____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

Name ________________________________________________________________________________ 

Address ______________________________________________________________________________ 

Phone ________________________________________________________________________________ 

E-mail ________________________________________________________________________________ 

Insurance Information 

Primary Insurance ______________________________________________________________________ 

Contacts ______________________________________________________________________________ 

Customer Service Phone Number ________________________________________________________ 

Identification # ________________________________________________________________________ 

Secondary Insurance ____________________________________________________________________ 

Contacts ______________________________________________________________________________ 

Customer Service Phone Number ________________________________________________________ 

Identification # ________________________________________________________________________ 

Medicare Number ______________________________________________________________________ 

Medicaid Numbers ____________________________________________________________________ 

Notes ________________________________________________________________________________ 






