910 13|y 218D [edIPAN ©

:auoyd :aweN Adewueyd

:SUOIILDIP3IN 01 S3IBIB| Y

‘salepdn p10d31 0} JO sUOlILdIPaW [euonippe J04 o6ed dleiedss e diep 1 ydeny .

idwoy anok {uonipuod yeym (A>uanbauay)
ul aI3Yym pajed01 jeas) 0} udye] £Ud1J0 MOH uayel abesoqg uonesipap
:SUONRdIPIIA JUSLAND)
1104 paieal] buiag Ajuanind
# duoyd :10300Q JO dweN
# auoyd 110300 JO sweN

uoiew.ou| [eIIPAIN JUd1INY

FOLD HERE - PLACE ON REFERIGERATOR - FOLD HERE

Date Completed: Updated:

Name:

Street:

City: State: Zip:
Phone:

Emergency Medical Information
In Case of Emergency, Please Notify: Med ical

Name:

N
Phone: Relationship: C are A l e FP

Street: City: State: EMERGENCY RESPONSE SYSTEMS

BE SURE TO COMPLETE REVERSE SIDE




Medical

Emergency Medical Information CareA lert?\
Name:
Male: _ Female: Height: Weight:
Date of Birth: Marital Status:
Hair Color: Eye Color: Blood Type: Religion:
Primary Language Spoken: Other Language(s):

Glasses _____ Contact Lenses ____ FalseTeeth/Bridge

Hearing Aid: Left Right Deaf: Left Right
Blind: Left Right Artificial Eye: Left Right

Artificial Limbs or Prosthetic Devices:

Pacemaker Model #: Defibrillator Model #:

Identifying Marks (i.e., birthmarks, tattoos, etc.):

Normal Blood Pressure: / Smoker?

Medical History

Check Conditions that you have been treated for:

O Allergies O Blood Pressure O Epilepsy O Insulin O Stroke

O Anemia O Cancer O Glaucoma O Jaundice O Tuberculosis
O Arthritis O Dementia O Hay Fever O Parkinson’s Disease

O Asthma O Diabetes O Heart Condition O Sinus

Hospital Information

Hospital Preference: City: State:
Last Hospitalization: Hospital: Date: Treated For:
Living Will  If yes, location of Living Will:
Do Not Resuscitate (DNR) Order Location of DNR: Organ Donor:

Medical Insurance Coverage

Medicare #: Medicaid #:

Other Policy #

Need Another Copy? Download at www.MedicalCareAlert.com/EMS
or call Customer Service 1-877-913-3680

BE SURE TO COMPLETE REVERSE SIDE



