SPONSORED BY: ROTARY CLUB OF PERRY TWP

KEEP INFORMATION UP TO DATE

Use pencil for ease in making changes

Medication

Dosage Frequency

Name: Sex:

Recent Surgery:

Date:

M F
Address:

Date of Birth: /)

Religion:

Living Will on file at:

EMERGENCY CONTACTS
Home
Name: i Phone #:
. Woark
Address:  Phone#:
Relation:
E_ , " Home a
ame: - Phone#:
Address: \lé\t/%r‘\(e #:

Relation:

MEDICAL DATA

Blood Type:

Last Updated: Mo. Yr.

Doctor:

Phone #:

Preferred Hospital:

Health Care Proxy on file at:

Do you have an EMS-NO CPR directive or aDNR form?

YES D

NOD

Where is it located?

MEDICAL CONDITIONS

Use pencil for ease in making changes.

Special Conditions/Remarks:

Medication Dosage Frequency

Check all that exist

[ONo known medical conditions
[Jabnormal EKG

[(CJadrenal Insufficiency
[JAngina

ClAsthma

(OBleeding Disorder

[OCancer

Ocardiac Dysrhythmia
[Ocataracts

[OClotting disorder
OCoronary Bypass Graft
Obemential ]  Alzheimer's[]
[Diabetes/Insulin Dependent
CEye Surgery

OGlaucoma

OHearing Impaired

[JHeart Valve Prosthesis
Oother:

OHemodialysis
[OHemolytic Anemia
[Hepatitis-Type [ ]
OHypertension
OHypoglycemia
Oleukemia
Otymphomas
COMemory Impaired
OMyasthenia Gravis
Opacemaker
[ORenal Failure
[(JSeizure Disorder
[sickle Cell Anemia
[Ostroke
[JTuberculosis
[vision Impaired

ALLERGIES
OAspirin Oinsect Stings Orenicillin
[OBarbiturate OLatex Osuifa
(JCodeine [Lidocaine [(JMetracycline
Obemerol OMorphine {OX-Ray Dyes

(OHorse Serum
[(JEnvironmental:

[ONovocaine

[CINo Known Allergies

(Jother:

MEDICAL INSURANCE

Med ins Co:

Policy #:

Other Med ins Co:

SEE BACK OF CARD FOR ADDITIONAL INFORMATION

Policy #:

Medicaid #:

Medicare #:




