NAME_________________________________________________________________
DATE OF BIRTH_____________________   Ht____________Wt________________
Vision Challenges______Hearing Challenges_______Cognitive Challenges________

PRIMARY LANGUAGE IF NOT ENGLISH_________________________________
HEATHCARE PROVIDER/PHYSICIAN NAME & PHONE NUMBER

________________________________________________________________________

ALLERGIES____________________________________________________________
LIST OF MEDICATIONS      _______Attached or Located at __________________
NEXT OF KIN/FRIENDS TO CONTACT

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

I HAVE AN ADVANCE DIRECTIVE FOR HEALTHCARE or DPOA___________
   On file with____________________________________________________________

PLEASE CONTACT MY PASTOR/CHURCH _______________________________
________________________________________________________________________

EMERGENCY CONTACTS

Fire & Police    911               If you can, unlock front door if calling 911 for assistance
Fire__________________________________Police_____________________________
Gas Company_________________________Poison Control_____________________ 

