Emergency Information File for: _________________________

Completed On:_____________________

Having your medical information with you could speed things up in the hospital. But you may be distracted as you head out or unable to gather it at all. So in advance, create a file for each member of the family that includes:

Doctors names and phone numbers, current medical conditions including past surgeries or major problems, prescriptions, medications, immunizations, allergies (especially drugs, latex, etc.) Powers of Medical Attorney and insurance information.

It is crucial to have signed Powers of Medical Attorney for yourself, your under age children and for each of your children that are past age of majority to have one of their own. Also consider children that are taken care of by a baby-sitter, elderly parents who need care - information for anyone who might need to go to the hospital. If an emergency strikes before you've prepared a file, grab the patient's medicine bottles (if any) Powers of Medical Attorney and health insurance information. 

Personal Information    (Please complete a separate form for each member of your family)

Full Name: _____________________________________ 
Birth Date:_____________________________________

OHIP # ________________________________________
SIN #        _____________________________________

Physician:______________________________________ 
Telephone No.: _________________________________

Dentist:________________________________________ 
Telephone No.: _________________________________

Eye doctor:_____________________________________ 
Telephone No.: _________________________________

Other: _________________________________________
Telephone No.: _________________________________

Group Health Insurance Carrier:______________________
Group No.:_____________________________________ Agreement No.:__________________________________
Personal Identifier: _______________________________

Medical Information

Your current medical condition:_________________________________________________________________________

__________________________________________________________________________________________________

List prescription and non-prescription medications you are taking:_____________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Drug sensitivity and allergies (describe):_________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Date of last physical:_________________________________________________________________________________

Date of last tetanus shot:______________________________________________________________________________

Have you been treated by a physician or been disabled or hospitalized during the last year? (describe)

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Have you had or been advised to have a surgical operation within the last five years? (describe)

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Family history  list important medical problems of your parents:

Mother:_____________________________________________________________________________________________

____________________________________________________________________________________________________

Father:______________________________________________________________________________________________

____________________________________________________________________________________________________
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Name: _________________________________________

Personal Medical History (continued)


            

Have you ever been told you had one of the following?

Date Diagnosed

yes   no
Arthritis



_________________________________________________

yes   no
Cancer - any form or type

_________________________________________________

yes   no
Diabetes



_________________________________________________

yes   no
Digestive tract - disease or disorder
_________________________________________________

yes   no
Hepatitis



_________________________________________________

yes   no
High blood pressure


_________________________________________________

yes   no
Heart trouble 



_________________________________________________

yes   no
Lung disorder



_________________________________________________

yes   no
Kidney Disease



_________________________________________________

yes   no
Malaria




_________________________________________________

yes   no
Nervous disorder


_________________________________________________

Disease or disorder of the blood? (describe)


________________________________________________

Any physical defect or deformity? (describe)


________________________________________________

Any vision or hearing disorders? (describe)


________________________________________________

Any life-threatening conditions? (describe)


________________________________________________

Any contagious disorders? (describe)



________________________________________________

Any other condition / disorder or special medical information:

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

Note any additional information on the back of these pages

Personal / Family / Business contacts that may need to be advised that you are in hospital:

Name________________________________________ 

Cell Phone: _______________________________________

Relationship: 
Personal   /    Family  /   Business

Home / Bus Phone: _________________________________

Name________________________________________ 

Cell Phone: _______________________________________

Relationship: 
Personal   /    Family  /   Business

Home / Bus Phone: _________________________________

Name________________________________________ 

Cell Phone: _______________________________________

Relationship: 
Personal   /    Family  /   Business

Home / Bus Phone: _________________________________

People with cellular phones should consider adding “ICE” (In Case of Emergency) entries into their cell phone address books. This stands for "In Case of Emergency." Medical professionals recognize this acronym and use it to notify the person's emergency contacts and to obtain critical medical information if a patient arrives at an emergency department unconscious or unable to answer questions. This can give doctors and nurses vital information to provide better and more effective care.

It is recommended that people save at least two numbers and be sure that both people are familiar with their medical history. They can be saved as “ICE  1” and “ICE  2” or with names such as “ICE  Mom.” In all cases, the “ICE” designation should come first.
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