
Emergency Medical Information for EMS 
 

Full Name:________________________________________________________________ 

 

DOB:____________________          Social Security Number:_______-______-________ 

 

Address:_____________________________________________________________________________ 

 

City:_________________ ____  State:_______    Zip:____________ 

 

Phone #(______)______-_____________ 

 

Emergency Contact Name:_______________________________ Phone #:______________________ 

 

Primary Care Physician________________________________________ 

 

Hospital Preference:_________________________________________________________ 

 

Past Medical History:___________________________________________________________________ 

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 



 

Current 
Medications:__________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

 

Medication 
Allergies:_____________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

 

Date(s) Last reviewed/updated 

_________ 

_________ 

_________ 

_________ 
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