
Sample MEDICAL EMERGENCY DATA CARD
Insert in frame on back of door. Give card to attendant  

accompanying occupant to hospital.

Date Card Completed _________________________

Name__________________________________________________________________________________

Address_________________________________________________________________________________

Tel. #_ ______________________________________________  Date of Birth________________________

Physician’s Name ____________________________________________________________________

Address_________________________________________________________________________________

Tel. #_ __________________________________________________________________________________

Hospital of Choice________________________________________________________________________

Ambulance Service________________________________________________________________________

Health Insurance____________________________________________________________________

Covers  ❑ Hospitalization  ❑ Medical   P  lan or Contact #________________________________

Medicare #___________________________________  Medicaid #__________________________________

Next of Kin/Contact Person________________________________________________________

Relationship__________________________________ Tel. #_______________________________________

Home Address____________________________________________________________________________

Business Address_________________________________________________________________________

Business Tel. #___________________________________________________________________________

Alternate Contact person_________________________________________________________

Relationship__________________________________ Tel. #_______________________________________

Address_________________________________________________________________________________

Religious Affiliation________________________________________________________________

Church or Synagogue_____________________________________________________________________

Address:_________________________________________________________________________________

Clergyman___________________________________ Tel. #_______________________________________

Allergies or Drug Sensitivity______________________________________________________

________________________________________________________________________________________

Past Illnesses or Operations______________________________________________________

________________________________________________________________________________________

Current Health Conditions: List illness / condition that you’re being treated for  
or that might require treatment.

________________________________________________________________________________________

________________________________________________________________________________________

Medicines You’re Currently Taking
Name of Medicine	D osage	R x#	P harmacy

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

Other remarks_______________________________________________________________________

________________________________________________________________________________________


