
MEDICAL INFORMATION SHEET 
 
 
Name: __________________________________ 
 
Address:  _______________________________   Phone Number ___________________ 
 
                ________________________________  Cell phone ______________________ 
 
Date of Birth ___________________________     Social Security Number _______________ 
      *optional, but it is your Medicare number 
 
*Emergency contact: _______________________________ phone # ______________________ 
 
 
Doctor(s) ________________________ phone # ______________ 
 
     ________________________ phone # ______________ 
 
Insurance: ____ Medicare (Y or N)  Supplement Provider __________________________ 
 
Medical Issues: ___________________________________________________________________ 
 
__________________________________________________________________________________ 
 
 
Allergies: ________________________    _______________________   ______________________ 
 
Current Medications _______________ dosage: _________  ,   _________________  dosage__________ 
 
_______________ dosage: _________ ,    _________________  dosage:__________ 
 
Medical History:  
 
Serious Illnesses: _____________________________    Diagnosis Date:  ___________________ 
  
     _____________________________    Diagnosis Date:  ___________________ 
 
Surgeries:  _______________________   Date:  ______________ 
 
 _______________________   Date:  ______________ _______________________   Date:  __________ 
 
 
Serious Injuries: _______________________   Date:  _________ ,   _____________________ Date:_________ 
  
_______________________   Date:  ________ ,  _____________________ Date:__________ 
 
 
Medical Power of Attorney: ________________________  phone # _________________ 
 
 
*Additional contacts:  _______________________  phone # ________________ 
 
  _______________________  phone #_________________ 


