
FILE OF LIFE MEDICAL INFORMATION 

Complete form for each family member and place in a ziploc bag on the top shelf of your refrigerator. 

 
MEDICAL INFORMATION FOR THE _________________________________FAMILY 

 

NAME:____________________________      DATE OF BIRTH______________________ 

 

ADDRESS:  ________________________________  HOME TEL: ____________________ 

 

MEDICAL INSURANCE 

 

_____________________________________________INS# __________________________ 

 

DOCTOR’S NAME 

 

NAME:   _____________________________________________ PHONE:______________ 

 

HOSPITAL:__________________________________________________________________ 

 

SPECIAL MEDICAL PROBLEMS, MEDICATIONS, ALLERGIES: 

 

 

 

 

                                                                                                BLOOD TYPE: 

 

IN CASE OF EMERGENCY CALL: 

 

NAME:_________________________________________ PHONE_______________________ 

ADDRESS:___________________________CITY:___________________ STATE:_________ 

RELATIONSHIP________________________________ 

 

*************************************************************************************************** 

 

NAME:____________________________      DATE OF BIRTH______________________ 

 

ADDRESS:  ________________________________  HOME TEL: ____________________ 

 

MEDICAL INSURANCE 

 

_____________________________________________INS# __________________________ 

 

 

DOCTOR’S NAME 

 

NAME:   _____________________________________________ PHONE:______________ 

 

HOSPITAL:__________________________________________________________________ 

 

SPECIAL MEDICAL PROBLEMS, MEDICATIONS, ALLERGIES: 

 

 

 

 

                                                                                                BLOOD TYPE: 

 

IN CASE OF EMERGENCY CALL: 

 

NAME:_________________________________________ PHONE_______________________ 

ADDRESS:___________________________CITY:___________________ STATE:_________ 

RELATIONSHIP________________________________ 

    Use reverse side if necessary 


