
Date Completed:
First Name iNitial last Name telephoNe

street City state Zip email aDDress

DoB male/Female height Weight hair Color eye Color BlooD type

heariNg aiD

Yes     No
eye glasses/CoNtaCts

Yes     No
DeNtures

upper     lower
uNaBle to speak primary laNguage

primary iNs/supplemeNtal iNs

identifying marks:

Current medical Conditions:

past medical Conditions:

last hospitalization:

allergies to medications:

Current medications - Dosage & Frequency:

primary Care physician’s Name and phone Number

emergency Contact - Name, address, phone Number & relationship

Medical Information Form

rememBer to priNt Clearly aND FolloW iNstruCtioNs oN the BaCk
remiNDer: keep the completed form at home! Do Not mail back. MHP-06841A



remember to always update your form any time there is a change in information.

MHP-06841A

Instructions for Medical Information Form

Make blank copies of this form 
in order to update it and keep it 
current.

Fold the completed form in half 
and place it in a plastic bag with 
the top part facing the front of 
the bag.

Fill out the Medical Information 
located on the opposite side 
and answer as many questions as 
possible.

Secure your plastic bag on the front 
of your fridge using tape. This 
may help responders easily fi nd 
your complete medical information. 
You may also choose to keep a 
copy in your wallet or handbag.
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remiNDer: keep the completed form at home! Do Not mail back.

remiNDer: keep the completed form at home! Do Not mail back.




