RLC EMERGENCY HEALTH INFORMATION
YEAR:

NAME:

DATE OF BIRTH:

INSURANCE COMPANY:

INSURANCE ID #:

EMERGENCY CONTACTS
NAME:

RELATIONSHIP:

PHONE #:

PRIMARY CARE PHYSICIAN:

NAME:

RELATIONSHIP:
PHONE #:

ADDRESS:

PHONE:

ALLERGIES (RX or ANY OTHER):

MEDICATIONS (RX OR OTC)

DOSE

TIMES PER DAY
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