
EMERGENCY INFORMATION 
HANDOFF FORM FOR FIRST RESPONDERS 

 

 
NAME:_________________________________

________________________________________ 

 
DATE OF BIRTH:_______/________/_______ 
 
PHONE #:______________________________ 
 
ADDRESS: 

________________________________________

________________________________________ 

MEDICAL INSURANCE(s):  
 
________________________________________ 
 
________________________________________ 
 
________________________________________ 
 
EMERGENCY CONTACT(s): 
 
NAME:________________________________ 
 
PHONE #: _____________________________ 
 
RELATION:____________________________ 
 
 
NAME:________________________________ 
 
PHONE #: _____________________________ 
 
RELATION:____________________________ 
 
 
 
DNR FORM:    NO   /  YES    (CIRCLE) 
 
PHYSICAL LOCATION OF DNR: 
 
________________________________________

________________________________________ 

MEDICATIONS: 
BLOOD THINNER(s)     NO   /   YES  (CIRCLE) 
 
________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________ 

DIAGNOSES  /  MEDICAL DEVICE(s): 

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________ 

MEDICATION ALLERGIES:  

________________________________________

________________________________________

________________________________________ 
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