
 Medical Information Form 

 Last Name ___________________________ First __________________ MI ______ 

 Address _______________________ City _________________ ST ____ Zip _______ 

 Phone _________________________ Occupation ___________________________ 

 *Social Security Number _______________________ Date of Birth ________________ 

 Church ____________________________________ Church City, State ___________ 

 Personal Physician ____________________________ Phone ___________________ 

 *Insurance Company ____________________ *Phone ____________________ 

 *Policy # __________ *Insured ID # ___________ *Prescription Card # ________ 

 In case of emergency, contact: 
 Name __________________________________ Relationship __________________ 

 Primary Phone: _______________________ Alternative Phone: __________________ 

 Name __________________________________ Relationship __________________ 

 Primary Phone: _______________________ Alternative Phone: __________________ 

 Date of last Tetanus shot _________________ 

 Medication(s) you cannot take: ____________________________________________ 
 _________________________________________________________________ 

 Medication(s) you are currently taking: ______________________________________ 
 _________________________________________________________________ 

 -  These medications are to be administered by  (circle  one)  : Self / Contact Person / Staff 

 Allergies / special health problems or concerns: _________________________________ 
 _________________________________________________________________ 

 *If you do not wish to disclose your SSN, you may attach a photocopy of the front and back of 
 your insurance card. If you attach a copy of your card, you do not have to fill out the insurance 
 information in the blanks. 
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