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Emergency Contact List/ Medical Information 
 

   ** The following information is private and will ONLY be used in the case  
                       of EMERGENCY 

(Please Print) 
Last Name:                                                            First Name:                                                 
Street Address: ____________________________________________________________ 
Home Phone:  ____________________________ Cell Phone: _______________________ 
 
Primary (Local) Emergency Contact 
Last Name:                                   First Name:                              Relationship: _______  
Address: _________________________________________________________________ 
Home Phone:  ____________________________ Cell Phone: ______________________ 
 
Secondary Emergency Contact 
Last Name:                                   First Name:                              Relationship: ________ 
Address: _________________________________________________________________ 
Home Phone:  ____________________________ Cell Phone: ______________________ 
 
Medical Information (Complete as you feel comfortable) 
I have the following (check/complete as appropriate): 
☐ NO, I do NOT have a ‘DO NOT RESCITATE’ Order  
☐ YES, I have a ‘DO NOT RESCITATE’ Order, located at: __________________________ 
☐ I have a Medical Power of Attorney (POA) assigned to: 
     _______________________________   _____________________ 
     POA Name       POA Phone Number 
 
Sex:  ☐Female  ☐ Male   ☐ Other   Date of Birth: ______________________ 
 
Conditions/Illnesses/Allergies: (I want disclosed to Medical Emergency Personnel) 
_________________________________  _________________________________ 
_________________________________  _________________________________ 
_________________________________  _________________________________ 
_________________________________  _________________________________ 
☐ I prefer to NOT disclose medical information. 
  
Preferred Hospital: ________________________________________________________ 
 

I understand if emergency medical care is required for myself, I authorize the release of the above 
information ONLY to appropriate emergency medical providers.  I further authorize the above 
Emergency Contacts to be informed of my condition.  I understand this information is confidential 
in nature and will be safeguarded. 

 
____________________________________ _________________ 
Signature       Date 


