VIAL OF LIFE

Medical Health Form
PLEASE PRINT CLEARLY

Name:

Address:

City
Date of Birth:

Soc. Sec. #

Home Phone:

Work Phone:

EMERGENCY CONTACT:
Name:

Home Phone:

Work Phone:

Cdll Phone:

Pager:

ALTERNATIVE EMERGENCY CONTACT:

Name:

Home Phone:

Work Phone:

Cell:

Pager:

Religious Preference:

Ministerial Contact:

In case of more than one person of
same sex, please list any marks or
descriptors (moles, tatoos, scars,

birthmark) that can be seen easily.

Vial of Life

Medical Health Form

Please fill out thisform and verify
the information with your doctor.
Place the formsin the plastic vial and
put them onthe TOP SHELF OF
YOUR REFRIGERATOR DOOR.
(For vehicle use, put aVial of Lifein
your auto glovebox and affix a decal
to awindow). Most importantly, be
sureto keep your medical informa-
tion current.

A public service
of
Walmart, Sam’s Club
&

Kerr Drugs
and

L exington County
Sheriff’s Department
Public Safety
Fire Service
EMS

Roll thisend first to display
VIAL OF LIFE
on the outside of the bottle.




Primary

N Do you have aHealthcare Power of
Physician:

Attorney? Yes No
Specialty: If yes, whoisit?

Phone # : Home Phone:
Work Phone:
Address: Cdll Phone:

Additional Physician: Pager:

Current Medications:

R Name of M edication Dose Frequency
Specialty: (Example: Lasix 20mg 3 times daily)

Phone # :

Address:
Drug/food Allergies:

Heart Disease
Stroke

Pacemaker

Diabetes

Low Blood Pressure R
High Blood Pressure Vitamins:
Seizures
Epilepsy
Hearing Loss
Contact Lenses Over the counter drugs: (aspirin, etc.)
Other medical conditions (include
surgeries):

O
O
O
O
O
O
O
O
O
O

VERY IMPORTANT

KEEPYOUR INFORMATION
Organ Donor? Yes No UP-TO-DATE

(If you want to be an organ donor, please let Date Completed:
a family member know and have it noted on
your driver’s license).

Do you havealiving will or Ad-
vanced Directive? Yes  No_
If yes, where do you keep it?




