
PERSONAL INFORMATION 

Full Name: 

Address: 

Date of Birth: 

Blood Type: 

EMERGENCY CONTACTS
NAME: RELATIONSHIP: 

PHONE NUMBER: 

 NAME: RELATIONSHIP: 

PHONE NUMBER: 

MEDICAL CONTACTS 

PRIMARY DOCTOR NAME: 

DOCTORS PHONE NUMBER: 

MEDICAL INSURANCE COMPANY/Policy number: 

MEDICAL History: 

Medical personnel can make the best 
decisions regarding emergency treatment 
when they know a person’s medical 
conditions, medications, or medical allergies. 
This can mean the difference between life 
and death in the “Golden Hour” immediately 
following a medical emergency. 

Why Do It? 

Please fill out this Paramedic-Emergency 
form. Vital information such as your medical 
history, allergies and medications is crucial to 
providing care during a medical emergency. 
PLEASE KEEP ON FRIDGE OR IN A VISIBLE 
PLACE and UP TO DATE. 

               NOT TAKING ANY MEDICATIONS 

Medication Dose Times/Day 

ALLERGIES: YES NO 

LIST: 

Keep in Visible Place 

I HAVE a (DNR) Do Not resuscitate  

YES          LOCATON:   no 

CURRENT MEDICATIONS 

do not mail back: this is your copy for emergency purposes

Monica.Kerr
Highlight


