
 

 

 

 

 

 

EMERGENCY CONTACT SHEET 

 

 
 PATIENT NAME _________________________________________ 

  

 1
ST

 CONTACT ___________________________________________ 

 

 ADDRESS ______________________________________________ 

  

 PHONE _________________________________________________ 

 

 

 2
ND

 CONTACT ___________________________________________ 

 

 ADDRESS ______________________________________________ 

 

 PHONE _________________________________________________ 

 

 

   

 E-MAIL ADDRESS: _______________________________ 

 

  

 Do you have any food and/or drug allergies?          Yes               No 

 

 (If yes, please list) 

 ________________________________________________________ 

 

 Do you have a living will?      Yes          No 

 

 In case of Medical Emergency:  (Please Circle One) 

 

   I want to be resuscitated 

 

   Do not want to be resuscitated 

 

Patient Signature: ______________________________  Date____________ 

 


