Vial of Life

Medical & Emergency Information Form
Name:_________________________ Address:_______________________

Home Phone #:__________________ Lives With:_____________________

Date of Birth:_________  Social Security #:______-____-_____   Sex: M / F

Physician:____________________  Hospital Preference________________
Medicare #_______________________Insurance_____________________

Medical Conditions

Check all that exist

⁯ No Medical Conditions

⁯ Angina

⁯ Pacemaker
⁯ Heart Attack

⁯ Stroke

⁯ HIV/AIDS
⁯Asthma

⁯ Hepatitis


⁯ Seizures

⁯ Cancer   (type)______________
⁯ High Blood Pressure
⁯ Fractures

⁯ COPD / Emphysema

⁯ Bleeding / Clotting Disorder


⁯ Kidney Problems


⁯ Diabetes / Hypoglycemia

Allergies

Check all that exist
⁯ No Known Allergies

⁯ Latex

⁯ Aspirin

⁯ Sulfa

⁯ Insect Stings
⁯ Codeine

⁯Tetanus

⁯ Demerol

⁯ Morphine

⁯ Penicillin

⁯ Other_______________________________________________
Current Medications: (or list separately)_____________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medical History_________________________________________________________
________________________________________________________________________________________________________________________________________________

Do you have an Advanced Directive ( Durable Power of Attorney for Healthcare, Prehospital Do Not Resuscitate)? Y/N, If you want these wishes followed, enclose a copy in the vial.

Emergency Contacts:

Name:_______________________________ Relationship________________________
Phone #’s_______________________________________________________________

Name:_______________________________ Relationship________________________
Phone #’s_______________________________________________________________
Name:_______________________________ Relationship________________________

Phone #’s______________________________________________________________


