
EMERGENCY MEDICAL INFORMATION 

Last updated:

C-_______ 
PERSONAL INFORMATION 

Name: Date of Birth:
Health card number: Version Code: 
Street address:
City: Province:
Postal Code: Phone number:

EMERGENCY CONTACT #1   (☐ POA) EMERGENCY CONTACT #2          (☐ POA)
Name: Name:
Relationship: Relationship:
Phone number: Phone Number:

PRIMARY CARE PROVIDER (Family doctor or Nurse Practitioner)
Name: Phone number:  

DO NOT RESUSCITATE FORM (DNR) 
Do you have a DNR in place? 
☐ No ☐ Yes Number: ☐ A copy is included 

ALLERGIES 
List any allergies 

IN-HOME SUPPORT SERVICES 
Do you have any Home and Community Care Support Services or other private 
services in place? Please list below. 

☐ Ontario Health at Home ☐ NESGC 

☐ Alzheimer’s Society ☐ BSO/Senior’s Mental Health 

Provider Service Contact Name Number



This form should be updated as required OR reviewed twice a year for accuracy 

MEDICAL HISTORY 
Check any conditions that you have: 
☐ Heart Attack (date:_____________________) ☐ Diabetes 

☐ Hypercholesterolemia/dyslipidemia ☐ Renal Failure             (dialysis: ☐ YES     ☐ NO) 

☐ Congestive Heart Failure (CHF) ☐ Liver Failure 

☐ Pacemaker ☐ Seizure disorder 

☐ Defibrillator ☐ Vertigo 

☐ High Blood Pressure ☐ Alzheimer’s/Dementia 

☐ Irregular heartbeat ☐ Mental health diagnosis 

☐ Stroke/TIA (date:______________________) ☐ Cancer (location: _______________________)  

☐ Anemia ☐ currently receiving chemotherapy or radiation 

☐ Arthritis ☐ Remission 

☐ Osteoporosis ☐ Hearing impairment  

☐ Asthma ☐ Vision impairment  

☐ Chronic Obstructive Pulmonary Disease (COPD) 

Details:  

CURRENT MEDICATIONS 
Include a list of all medications you are taking. Ask your pharmacist to print a copy of 
your prescriptions. Make sure this list is updated as your prescriptions change.  

Pharmacy name: Phone number:

☐ Copy of medication list attached 

Medication Dosage What is the medication for?
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