
 
 
Directions:  
1. Print form 
2. Cut on heavy dashed lines 
3. Fold on dotted lines to fit in wallet 
 

Emergency Information for: 
 

Name:  _______________________________ 
 
Today’s Date: __________________________ 
 
Birthdate:______________________________  
Primary Language: ______________________ 
 
Address: ______________________________ 
_____________________________________ 
 
Parents/Guardians:                     Phone  #’s 
 
______________________     H _________ 
   W _________ 
   C _________ 
_____________________ H _________ 
   W_________ 
   C__________     

Diagnosis 
 

Doctor’s Information 
 

Most Important Things to Know About  
Me in an Emergency 

 
_____________________________________ 
 
_____________________________________ 
 
_____________________________________ 
 
_____________________________________ 
 
_____________________________________ 
 
_____________________________________      
                           
 
 

Main Doctor: ___________________________ 
Phone: _______________  Fax:____________ 
 
Specialty Doctor: _______________________ 
Phone: ________________ Fax: ___________ 
 
Specialty Doctor: _______________________ 
Phone: ________________ Fax: ___________ 
 
Hospital: ______________________________ 
Phone:_________________ ER: ___________ 
 
Pharmacy: ____________________________ 
Phone: ________________ 
 
Insurance:_____________________________
_____________________________________ 

Diagnosis: _____________________________ 
_____________________________________ 
 
Medications: Dose Time 
______________________________________
______________________________________
______________________________________
______________________________________
______________________________________
______________________________________ 
 
Allergies: ______________________________ 
______________________________________ 
 
Emergency Contact – Relationship - Ph #’s 
______________________________________
______________________________________ 
______________________________________    


