
Medical information sheet 
 
 

Name:  ________________________________________________________________ 
 
Date of birth:  ____________________ 
 
Doctor’s name___________________________ Doctor’s phone 
___________________ 
 
Hospital preference:  ______________________________________________________ 
 
 

Emergency phone information 
 

 
Main contact: 
 
Name: _____________________________________ phone: ___________________ 
 
Secondary contact: 
 
Name _____________________________________ phone: ____________________ 
 
 
Medical history:  ___heart attack ___diabetes ___stroke ___asthma 
                              ___high blood pressure ________________other (please 
specify) 
 
Blood type:  __________ 
 
Allergies to Medicines: 
_______________________________________________________ 
 
Other Allergies:  
____________________________________________________________ 
 
 
Please list or attached all medications that you are 
currently taking and any special instructions regarding 
these medications: 
 



 

 

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 


