Emergency Medical Information
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lbs.

Medical Insurance:

Group number / personal ID number: [image: image8.png]



Have Durable Power of Attorney for Health Care:   Yes   /   No

Contact Information for Durable Power of Attorney:
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Have Living Will?   Yes   /   No


Location of Living Will:
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Email:  [image: image23.png]



Special instructions for medical situations:
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Special instructions regarding my disability:
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Special instructions regarding my allergies:

Prescription Medications:

Over-the-Counter Drugs and Supplements:

Special instructions regarding my medications and supplements:
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Recent Hospitalizations or Illnesses: [image: image30.png]



Notes regarding special equipment and/or home arrangements:

Communication/Devices/Equipment/Other:
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