		Updated:      /      /20__
Medical Information Form

Patient Name: __________________________________________________________________

Patient Date of Birth: ____________________________________________________________

Emergency Contact Person: ___________________________   ECP Phone:________________

Medication Allergies & Drug Reactions: ______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Medical History
	Medical Complication
	When did this start?
	Still being treated for this?

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Current Medications (Prescription & Over The Counter, including Oxygen use)

	Medication
	Dosage
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Circle Blood Type:   O+   O-   A+   A-   B+   AB+   AB-   Unknown

Do you take blood thinners such as Coumadin, Warfarin, Xarelto, Pradaxa etc?  Y / N

Physician Name:__________________________________  Phone:_______________________

Do you have a living will or DNR?   ______ If yes, where is this located:___________________

______________________________________________________________________________

Do you have a Medical POA? _____  If yes, who is that:________________________________

Other important information:






























PLEASE PLACE THIS ON YOUR REFRIGERATOR SO THAT EMS CAN EASILY FIND THIS IMPORTANT INFORMATION
