
MEDICAL INFORMATION SUMMARY

Name ______________________________________________   Sex ______   Age __________

Social Security #______________________________________

Address ______________________________________________________________________

Phone ______________________________ Date of Birth ______________________________

Physician's Name ___________________________________    Phone ____________________

Preferred Hospital ______________________________________________________________

MEDICAL COVERAGE:

Insurance Name ______________________________ Policy # ________________________

Insurance Phone Number  ______________________ Medicare # _____________________

IN CASE OF EMERGENCY NOTIFY:

Name _____________________________________ Relation  _______________________

Address  ______________________________________________________________________

Phone # (home) ______________________   Phone # (work) ___________________________

HEALTH INFORMATION:

Blood Type ____________

I am being treated for the following conditions:

Heart Disease _____ High Blood Pressure _____ Pacemaker _____

Cancer _____ Epilepsy _____ Asthma _____

Diabetes _____ Depression _____ Glaucoma _____

OTHER (specify): _______________________________________________________________

Any allergies: __________________________________________________________________

Current medications: __________________________          __________________________

__________________________          __________________________

__________________________          __________________________

__________________________          __________________________

Allergies to medications:  _________________________________________________________

Special information: _____________________________________________________________

Date  completed ___________________________
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