
HEALTHMY

Emergency Medical Information

Important Information

Name____________________________________________

Address__________________________________________

City_______________ State_____ Zip__________________

Phone___________________________________________

Work Phone_______________________________________

Cell Phone________________________________________

E-mail____________________________________________

Medical Essentials

Date of Birth_______________________________________

Social Security Number______________________________

Birthplace (City, State, Country) _______________________

Sex:    Male     Female                   Blood Type____________

Height__________________        Average Weight_________

Emergency Contacts

Name____________________________________________

Relationship_______________________________________

Phone: Home_______________ Work__________________

Phone: Cell_________________ E-mail_________________

Address__________________________________________

City__________________ State_____ Zip_______________

Name____________________________________________

Relationship_______________________________________

Phone: Home_______________ Work__________________

Phone: Cell_________________ E-mail_________________

Address__________________________________________

City__________________ State_____ Zip_______________

Name____________________________________________

Relationship_______________________________________

Phone: Home_______________ Work__________________

Phone: Cell_________________ E-mail_________________

Address__________________________________________

City__________________ State_____ Zip_______________



Primary Physicians

1.Physician________________________________________

Address__________________________________________

Phone:  Office______________ Other__________________

2.  Physician______________________________________

Address__________________________________________

Phone:  Office______________ Other__________________

3.  Physician______________________________________

Address__________________________________________

Phone:  Office______________  Other__________________

Medical Conditions

1. Condition_______________________________________

Precautions or treatment_____________________________

2. Condition_______________________________________

Precautions or treatment_____________________________

3. Condition_______________________________________

Precautions or treatment_____________________________

Allergies

1. Allergy_________________________________________

Precautions or treatment_____________________________

2.  Allergy_________________________________________

Precautions or treatment_____________________________

3.  Allergy_________________________________________

Precautions or treatment_____________________________

Current Medications List

Medication Name                   Type (circle one)                         Dosage

_______________  Prescription  OTC  Vitamin  Herb  Other  _______________

_______________  Prescription  OTC  Vitamin  Herb  Other  ______________

_______________  Prescription  OTC  Vitamin  Herb  Other  ______________

_______________  Prescription  OTC  Vitamin  Herb  Other  ______________

_______________  Prescription  OTC  Vitamin  Herb  Other  ______________

_______________  Prescription  OTC  Vitamin  Herb  Other  ______________

_______________  Prescription  OTC  Vitamin  Herb  Other  ______________

_______________  Prescription  OTC  Vitamin  Herb  Other  ______________



Primary Health Insurance

Insurance Company_________________________________

Subscriber Name/Number____________________________

Phone:  Claims_____________________________________

Group Number___________ Policy Number______________

Effective Date___________ Expiration Date______________

Pharmacy

Pharmacy_________________________________________

Address__________________________________________

Phone__________________ Fax______________________

Dentist

Dentist___________________________________________

Address__________________________________________

Phone:  Office_________________ Other_______________

Dental Insurance

Insurance Company_________________________________

Subscriber Name/Number____________________________

Phone__________________ Fax______________________

Group Number____________ Policy Number_____________
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