
Emergency Information Form  Date: _______________________ 
 

Sign Here to Authorize Emergency Medical Treatment by (Doctor, Hospital, EMT) when direct 

authorization cannot be given: __________________________________________________ 

 

Personal Information 
Name: ______________ ___________________________________________________ 

Address: ____________________City: ___________________ State/Zip: ____________  

Home Phone: _______________________ DOB: _______________         Sex: ________ 

Employer: _____________________________ Work Number:_________________ 

FMRC/Chapter/State: ______________________________________________________ 

State: Captain: _____________________________  Cell: ______________________ 

Chapter President: ____________________________ Cell: _____________________ 

 

Emergency Contact Information 
Primary Contact Name: _______ _______________________________________________ 

Relation: ___ _______ Home Number: _____________ Work/Cell: _________________ 

Address: _________________________ City: _________ ________ State/Zip: ___________ 

Secondary Contact Name: _______________ _____________________________________ 

Relation: ___ ___________ Home Number: _____________ Work/Cell: _________________ 

Address: __________________________ City: _________ _________ State/Zip: __________  

 

Medical Information             

Blood Type:_____     Wear Contacts: Yes ___  No ____  Wear Dentures Yes ___  No ___ 

Primary Physician: _____________________            

Address: ______________________________ 

City/ State/Zip: _________________________ 

Office Number:  

Special Notes/ Health Problems: 

 

Medications Being Used Allergies to Medications 

1.  

2.  

3.  

4.  
 

Health Insurance Vehicle Insurance 

Company: Company: 

Agent: Agent: 

City/State: City/State: 

Phone: Phone: 

Policy/Group#: Policy/Group#: 

 
Do Not Leave an Emergency Message on an Answering Machine 

You MUST make Person to Person Contact. 

 

 


