
Emergency Contact and Medical Information 
 

________________________________ _________________  ___________  M      F 

Client’s Name     Date of Birth   Martial Status  Sex 

 

_______________________________ __________________  ___________________  

Spouse’ Name     Home Phone #   Alternate Phone # 

 

________________________     ____________________________________   

Cell Phone #       E-mail Address 

       

__________________________________________________________________________________________ 

Address                  City    ST Zip Code 

 

Alternative Emergency Contacts 

 

____________________________________   _____________________________________ 

Primary Emergency Contact     Secondary Emergency Contact 

 

_________________  ______________  _________________  ________________ 

Home Phone Number  Cell Phone Number  Home Phone Number  Cell Phone Number 

 

____________________________________   _____________________________________ 

Address       Address 

 

____________________________________   ______________________________________ 

City, State, Zip Code      City, State, Zip Code 

 

E-mail Addr: ________________________________ E-mail Addr: _______________________________ 

__________________________________________________________________________________________ 

Medical Information 

 

__________________________________________________________________________________________ 

Hospital / Clinic Preference 

 

___________________________________   ______________________________________ 

Physician’s Name      Phone Number 

 

Needs 
 

______ Transportation (limited to ambulatory clients) to medical appointments 

______ Grocery Shopping 

______ Transportation to pharmacy, bank &/or Post Office 

______ Ride to church services 

______ Meals (for those in need of short term assistance) 


