Emergency Health Information

Name: ___________________________________________________________________________________

Date of Birth: ____________________________________________________________________________

Family who live with me: _______________________________________________________________


Names and phone numbers of the relatives who should be contacted in emergency:


I give permission to the care providers to speak to these people about my health:


If I am unable to make a healthcare decision, the person that should make these decisions is: _______________________________________________ Living will: Yes or No (circle)

My doctors names, specialties and phone numbers (primary care/internal medicine most important to list):




Major Medical Conditions (list here especially diabetes, high blood pressure, history of heart attacks or stroke, asthma, cancer, seizures, kidney failure or any other condition that requires daily medication):
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Major surgeries (list here especially heart surgery, surgery on any blood vessels, surgery on breast or intestines):
__________________________________________________________________________________________________________________________________________________________________________________________________
Medications and their dosages and how often they are taken (include prescription and other over the counter medicines and vitamins). If possible, write why you take the medicine, for example high blood pressure.

Medication and reason		Dose			Frequency(morning/night)

___________________________________	________________		________________________________
___________________________________	________________		________________________________
___________________________________	________________		________________________________
___________________________________	________________		________________________________	
___________________________________	________________		________________________________
___________________________________	________________		________________________________
___________________________________	________________		________________________________
___________________________________	________________		________________________________
___________________________________	________________		________________________________
___________________________________	________________		________________________________
___________________________________	________________		________________________________
___________________________________	________________		________________________________
___________________________________	________________		________________________________
___________________________________	_________________	________________________________

List of medications that have caused a bad reaction and what the reaction was (rash, nausea, dizziness):

Medicine			Reaction

_______________________		_______________________________________________________________
_______________________		_______________________________________________________________	
_______________________		_______________________________________________________________
_______________________		_______________________________________________________________
_______________________		_______________________________________________________________
_______________________		_______________________________________________________________

I wear/use (check all that apply):
Glasses __________________
Dentures_________________
Hearing aids_____________
A cane____________________
A pacemaker_____________
Oxygen ___________________

Special diet needs: __________________________________________________________________________
Anything else a doctor or caregiver should know: ________________________________________________________________________________________________
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