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	PATIENT NAME:
	DATE OF BIRTH:
	SOCIAL SECURITY NO:



	STREET ADDRESS:
	CITY:
	ZIP CODE:



	HOME PHONE: (      )
	CELL PHONE: (      )
	WORK PHONE: (      )



	MEDICARE NO./MEDICAID:
	INSURANCE:                                                            POLICY NO:



	CURRENT AND PAST MEDICAL CONDITIONS



	CURRENT MEDICATIONS AND DOSAGES

	     MEDICATION                              DOSAGE             TIMES PER DAY

1. __________________________________________________________

2. __________________________________________________________

3. __________________________________________________________

4. __________________________________________________________

5. __________________________________________________________

6. __________________________________________________________
	MEDICATION                              DOSAGE       TIMES PER DAY

7.__________________________________________________________

8.__________________________________________________________

9. __________________________________________________________

10. __________________________________________________________

11. __________________________________________________________

12. __________________________________________________________

	ALLERGIES (ie – Medicine / Food / Latex / etc)



	DO YOU HAVE A LIVING WILL?       □ YES      □ NO
	LOCATION?

	DO YOU HAVE A “DO NOT RESUCITATE” (DNR) ORDER?     □ YES    □ NO
	LOCATION?

	FIRST EMERGENCY CONTACT:                                                                        PHONE #1:  (        )                      

RELATIONSHIP:
PHONE #2:  (       )

	SECOND EMERGENCY CONTACT:                                                                   PHONE #1:  (       )                       

RELATIONSHIP:                                                                                                    PHONE #2:  (       )

	PRIMARY PHYSICIAN/ADDRESS:                                                                                                 PHONE: (      )



	SPECIALIST PHYSICIAN:                                                                                                                PHONE: (      )

	HOSPITAL YOU PREFER TO GO TO:

	DATE COMPLETED:
	UPDATED
	UPDATED
	UPDATED
	UPDATED
	UPDATED
	UPDATED
	UPDATED

	
	
	
	
	
	
	
	


CHESTERFIELD TOWNSHIP POLICE


(609) 291-0912


In case of an emergency call 911





(Medical Emergency Data Sheet)


KEEP POSTED ON YOUR REFRIGERATOR





□ ANEURISM				□ GASTROINTESTINAL			    OTHER MEDICAL CONDITIONS


□ ANGINA				□ HEART ATTACK			□ ______________________________


□ ASTHMA				□ HEPATITIS				□ ______________________________


□ CANCER OF___________________	□ HIV / AIDS				□ ______________________________


□ CARDIAC				□ HYPERTENSION (HIGH BLOOD PRESSURE)	□ ______________________________


□ CARDIAC BYPASS			□ MRSA / C-DIFF			□ ______________________________


□ CONGESTIVE HEART FAILURE	□ PACEMAKER / DEFIB			□ ______________________________


□ CVA / TIA				□ PSYCHIATRIC			□ ______________________________


□ DEPRESSION				□ RENAL DISEASE			□ ______________________________


□ DIABETES				□ SEIZURES				□ ______________________________


□ EMPHYSEMA / COPD			□ SUBSTANCE ABUSE			□ _____________________________				








