EMERGENCY PERSONAL HEALTH RECORD
Name: _________________________________________________________________________________________

                       Last



First




Middle

Date of Birth:  ___/___/_____ Gender:  Male  (   Female  (     Weight:  ______
Blood Type______________

           (mm/dd/yyyy)








INSURANCE INFORMATION 
Primary Health Insurance Carrier



   Secondary Health Insurance Carrier

Name of Insured:  ___________________________

   Name of Insured: _______________________________

Insurance Company _________________________

   Insurance Company _____________________________


Phone   (____) _____________________________               
   Phone (___) ___________________________________

Policy # ________________Group # __________

   Policy # _______________    Group # ______________


 PHYSICIAN INFORMATION 
Primary Care Physician: __________________________________________________________________________________________


Phone: (___)__________________________________ Exchange: (____)___________________________________________

Other physician: _________________________________________________________________________________________________


Phone: (____)_________________________________ Exchange: (____)____________________________________________

ALLERGIES (Food, medication, environmental, other)


	Type of Allergy
	Typical Reaction
	Treatment

	
	
	

	
	
	

	
	
	


MEDICAL CONDITIONS CURRENTLY BEING TREATED:
	Condition
	Date of onset
	Treatment
	Treating Physician

	
	
	
	

	
	
	
	

	
	
	
	


CURRENT PRESCRIPTION MEDICATIONS
	Medication
	Dose
	Frequency
	Reason for taking
	Prescribing Physician

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Patient’s preferred pharmacy:_______________________________________________________________________________________



Phone: (____)____________________________________________________________________________________________
Name:   ____________________________

OTHER NON-PRESCRIPTION MEDICATIONS
	Medication
	Dose
	Frequency
	Reason for taking

	
	
	
	

	
	
	
	

	
	
	
	


EMERGENCY CONTACTS  
	Name
	Relationship to Patient
	Work Phone #
	Home Phone #
	Mobile Phone #

	
	
	
	
	

	
	
	
	
	


HEALTH SCREENINGS      
	TYPE
	DATE
	FINDINGS

	Mammogram
	
	

	Colonoscopy
	
	

	Pap Smear
	
	

	Sonograms
	
	


ANCILLARY AIDS   ( Dentures    ( Glasses    ( Contact lenses    ( Glucose meter   ( Insulin pump   ( Inhaler   ( Wheelchair/Walker
DIETARY RESTRICTIONS/NEEDS:
	Food
	Amount Allowed
	Reason

	
	
	

	
	
	


PHYSICAL RESTRICTIONS/NEEDS RESTRICTIONS/NEEDS:
	Restriction
	Allowed Activity
	Reason

	
	
	

	
	
	


	Other necessary information/special needs

	


The information contained here is accurate as of today,  _____/_____/________
Form completed by:  _____________________________________________________________________________________________




Name






Relationship to patient
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