CALL9-1-1FOR EMERGENCIES | d d
emergency i orwm on . ®

Loy Tforuilion

NAME "

ADDRESS

DATE OF BIRTH / / SEX  Female  Male
Everopeney (ol

NAME 7 RELATION

ADDRESS PHONE

NAME RELATION

ADDRESS PHONE

Do you have an EMS-NO CPR Directive or DNR form?

[ ]YES! It can be found at: [ Ino
g s ool Toforseton ~ fl

NO KNOWN ALLERGIES %HORSE SERUM | |NOVOCAINE
[ ]ASPIRIN | JiINSECTSTINGS | |PENICILLIN
[ |BARBITUATE [ JiaTex [ JsuLra
[ ]coDEINE [ JLIDOCAINE | [TETRACYCLINE
[ |DEMEROL | |MORPHINE | [X-RAY DYES
l:‘ ENVIRONMENTAL  please explain environmental/other
[ |OTHER
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NO KNOWN CONDITIONS | |HEART VALVE PROSTHESIS
[ ]ABNORMAL EKG | |HEMODIALYSIS
| |ADRENAL INSUFFICIENCY [ IHEPATITIS-TYPE 1
[ ]ANGINA | |HYPERTENSION
[ |ASTHMA [ |HYPOGLYCEMIA
| |BLEEDING DISORER | |LEUKEMIA
[ ]JcaNcER | |LYMPHOMAS
[ |CARDIAC DYSRHYTHMIA [ IMEMORY IMPAIRED
| |cataracTs | |MYASTHENIA GRAVIS
| |CLOTTING DISORDER | |PACEMAKER
[ |CORONARY BYPASS GRAFT | |RENAL FAILURE
[ |DEMENTIA [ JALZHEIMER'S | |SEIZURE DISORDER
[ | DIABETES/INSULIN DEPENDENT [ ISICKLE CELL ANEMIA
[ |EYE SYRGERY [ ]STROKE
| Jetaucoma [ [TUBERCULOSIS
[_|HEARING IMPAIRED | |VISION IMPAIRED

I:‘ OTHER please explain

deol Tofrvlion. — ffeafbears Corlock § Delol

DOCTOR'S PHONE
NAME

PREFERRED
HOSPITAL BLOOD TYPE

HEALTH PHONE
CARE AGENT

RELIGIOUS &
OTHER ADVISORS

MY LIVING WILL/DPOAH can be found at:

page20f 2 PLEASE SEE MEDICATION INFORMATION FOR MORE INFO
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medication inforselon () M

Crrrend Wedealions

:‘ 1DO NOT TAKE ANY prescribed or over-the-counter medications.
MEDICATION NAME DOSEAGE FREQUENCY

Colorard Wedoof ey

1%
SURGERIES, TESTS, ETC.

‘, M/Z:\/svzmw

[
INSURANCE POLICY
COMPANY NUMBER
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