IMPORTANT MEDICAL INFORMATION

Name:

| prefer to be addressed as:

Phone:

Birthdate: Blood type:

Medical conditions:

Health care provider names and contact information:

Medicines and dosages:

Allergies:

Medical/assistive devices:

Learn more: acl.gov/programs/emergency-preparedness


http://acl.gov/programs/emergency-preparedness

Emergency contact information:

Date of last tetanus shot:

Recent surgeries

Dietary restrictions:

Do you have an advance directive? O Yes

If so, where is it located?

Service animal information:

Other important things to know about me:




