
Name

911
EMERGENCY

MEDICAL AND
CONTACT INFO



My Name
Date of Birth               Male       Female

Street Address

Apartment

City

Telephone

SSN

Languages Spoken

Religion

Married?     No      Yes   Name of Spouse

M E D I C A L  I N F O R M AT I O N
Organ Donor?      Yes      No Cardiac Patient?      Yes      No
Do you have a Pacemaker?      Yes      No

MY PHYSICIANS

Name

Type of Doctor

Tel. #

Name

Type of Doctor

Tel. #

911  EMERGENCY MEDICAL AND CONTACT INFO



911  EMERGENCY MEDICAL AND CONTACT INFO

M E D I C A L  I N F O R M AT I O N ,  cont inued
(If you need more room, please write on a separate piece of paper.)

Drug / Food Allergies:

Medical Conditions:

Medications I Take:    Dosage

I N S U R A N C E  I N F O R M AT I O N
Company

Policy #

Address

Telephone

Medicare#     HMO?       Yes      No

EMS “No CPR” Directive?       Yes      No

Do Not Resuscitate (DNR) Order?       Yes      No

Health Care Proxy?       Yes      No

Living Will?       Yes      No
         (continued on reverse)

If “yes”
to any

question,
provide

documentation



P E O P L E  TO  CO N TAC T  I N  A N  E M E RG E N C Y

PERSON 1:

Name      Relationship

Daytime Tel. #             Evening Tel. #

Cell #

Address     State    Zip Code

PERSON 2:

Name      Relationship

Daytime Tel. #             Evening Tel. #

Cell #

Address     State    Zip Code

For additional 911 bags call:

Connecticut:
203.653.5122

Michigan:
248.233.6508

New York:
914.948.1350

choosehomecare.com

Connecticut Cert. #: HCA0000608


