
 Anaphylaxis 

 Angina/Chest Pain 

 Asthma 

 Atrial Fibrillation 

 Cancer 

 Cerebral Vascular 

Accident (Stroke) 

 Deficit__________

_______________ 

 Congestive Heart 

Failure 

 Chronic Obstructive  

Pulmonary Disease  

(COPD/Emphysema/ 

Bronchitis) 

Heart 

 Atrial Fibrillation 

 Chest Pain 

 Congestive Heart Failure 

 Heart Attack 

 Date(s) __________ 

 CABG (Bypass)?  Y N 

 Stent?  Y   N 

 Heart 
Condition___________ 
___________________ 

 Hypertension 

 Pacemaker 

 Port-a-Cath 

 

Respiratory 

 Asthma 

 Chronic Obstructive  
Pulmonary Disease  
(COPD/Emphysema/ 
Bronchitis) 

 Oxygen _______ LPM 

 Smoker ________ PPD 
 

Neurological 

 Developmental Delay 

 Epilepsy/seizures 

 Stroke 

 Deficit/date_______
_________________ 

 

Multisystem 

 Anaphylaxis 

 Cancer 

 Diabetes 

 Insulin dependent?  Y  N 

Head/Eyes/Ears/ 
Nose/Throat 

 Hearing Loss  

 Hearing Aids  Y   N 

 Impaired Vision 

 Glasses  Y  N 

 Contacts  Y  N 
 

Musculoskeletal 

 Physical Disability 

 Equipment___________
_____________________
______________ 

 

Emergency Medical Information—Adults Ages 19-65 
 
Date Card Updated__________________ (Please update yearly) 
 
Name _____________________________Age/DOB____________________ 
Address__________________________________________________________
___________________________________________________________ 
Primary Language______________ Religious Affiliation_________________ 
Insurance Provider/Policy Number__________________________________ 
______________________________________________________________ 
Primary Physician  

Name__________________________________________________ 
Phone__________________________________________________ 

Specialty Physician  
Name__________________________________________________ 
Phone__________________________________________________ 

 
EMERGENCY CONTACT INFORMATION 

Emergency Contact 1 
 Name/Relationship________________________________________ 
 Primary Phone___________________________________________ 
 Secondary Phone_________________________________________ 
 Address (if not same as above) ______________________________ 
 _______________________________________________________ 
 
Emergency Contact 2 
 Name/Relationship________________________________________ 
 Primary Phone___________________________________________ 
 Secondary Phone_________________________________________ 
 Address (if not same as above) ______________________________ 
 _______________________________________________________ 
 

ADVANCED DIRECTIVES 
 

 
 

 
 

 

MEDICAL INFORMATION 
Food Allergies/reaction___________________________________________ 
Medication Allergies/reaction______________________________________ 
Other Allergies/reaction__________________________________________ 

 
PAST MEDICAL HISTORY 

 
 

OTHER MEDICAL 
CONDITIONS/SIGNIFICANT SURGERIES 

 ___________________________________________________________ 

 ___________________________________________________________ 

 ___________________________________________________________ 

 ___________________________________________________________ 

 ___________________________________________________________ 
 

(Medication List on Back) 
 

 Do Not Resuscitate (DNR).  Location: ____________________________ 

 Living Will.  Location: ________________________________________ 

 Durable Power Of Attorney (DPOA).  Location: ____________________ 



 


