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Key Medical Information

Primary doctor:

Name__________________________________________  Phone _______________________

Hospital_______________________________________________________________________

Health Insurance:

Policy ________________________________________________________________________

Policy Number _________________________________________________________________

Phone_________________________________________________________________________

Location of Medicare and/or Health Insurance Cards ___________________________________

Blood type_____________________________________________________________________

Medications and location _________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Allergies ______________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Past treatments or surgeries _______________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Conditions you should be aware of__________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Location of my medical records ____________________________________________________

Location of organ donor information ________________________________________________

Additional medical information ____________________________________________________

______________________________________________________________________________


