
Give this card to EMS Personnel or take it with you to the Emergency Department 
To be filled out by or with pediatrician 

Emergency Medical Information—Children Ages 0-18 
 
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 

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

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

PAST MEDICAL HISTORY 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

OTHER MEDICAL CONDITIONS/SIGNIFICANT SURGERIES 
(Attach care plan for chronic condition) 

 ___________________________________________________________ 

 ___________________________________________________________ 

 ___________________________________________________________ 
 

MEDICATIONS (Include Dose and Route of Administration) 

 ___________________________________________________________ 

 ___________________________________________________________ 

 ___________________________________________________________ 
 

Heart 

 Heart Condition________ 

________________________ 
Respiratory 

 Asthma 

 Cystic Fibrosis 
Neurological 

 ADD/ADHD  

 Developmental Delay 

 Epilepsy/Seizures 

Multisystem 

 Anaphylaxis 

 Diabetes 

 Insulin dependent?  Y   N 

  

Head/Eyes/Ears/ 

Nose/Throat 

 Hearing Loss  

 Hearing Aids  Y   N 

 Impaired Vision 

 Glasses  Y  N 

 Contacts  Y  N 

 Cerebral Palsy 

 Physical Disability 

 Equipment_________________
_______________ 

 



  


