
MEDICAL INFORMATION FORM 
Copy and Complete for Each Family Member 

Name:_____________________________________ 
 
Address:___________________________________ 
 
Phone:____________________________________ 
 
SS#______________________________________ 

ALLERGIES 
 

__________________________
__________________________
__________________________
__________________________
__________________________ 

EMERGENCY CONTACTS 

NAME RELATIONSHIP PHONE  PHONE 

    

    

    

    

Date of Birth:_________________________    Blood Type:______________________________ 
 
Insurance Provider:____________________    Insurance Policy #_________________________ 
 
Insurance ID #:_______________________ Insured's Name:___________________________ 

ALERTS OR ACTIVE DIAGNOSIS: 
_________________________________________________
_________________________________________________

______________________________________________ 

Health Care Team: 
Primary Physician:_____________________________ 
 
Phone:_______________________________________ 
 
Additional Physician:___________________________ 
 
Phone:_______________________________________ 
 
Dentist:_______________________________________ 
 
Phone:_______________________________________ 
 
Eye Doctor:___________________________________ 
 
Phone:_______________________________________ 

Medication 
Name 

Dosing 
Strength 

Dosing  
Schedule 

   

   

   

   

FIRE...911  POLICE...911  AMBULANCE...911  
POISON CONTROL...800-222-1222 


