Maryland/Delaware Baptist Disaster Relief
General Medical Information


Name:_________________________________________.  Birthday:____________  Age:______
	(last)			(first)		(middle)

Address:_______________________________________________________________________
City:__________________________________________      State:_________      ZIP:__________
Phone:_________________________________   Email: ________________________________

Emergency Contact Person: _______________________________________________________
	Phone: ______________________.    Relationship:_______________________________
Alternate Contact Person: ________________________________________________________
Phone: ______________________.    Relationship:_______________________________

Medical History
General health condition: _________________________________________________________
Limitations: ____________________________________________________________________
Any history of:  _____ heart issues  ____ diabetes   ____seizures   ____hypertension  ____other
Briefly explain: _________________________________________________________________
______________________________________________________________________________

Tetanus shot within the last 10 years?   ____ yes  ____ no    _____ unknown

Medication taken: ______________________________________________________________
Allergies (food, medications, etc) ___________________________________________________

Is there anything else we should be aware of?________________________________________
______________________________________________________________________________

Physician’s name:__________________________________________  Phone: ______________

Insurance
Insurance issued in the name of:___________________________________________________
Name of insurance company:______________________________________________________
Policy number: _________________________________________________________________

Consent
I hereby give permission for my son/daughter/self to receive emergency medical attention from a physician in the event of illness or injury.

Signed:___________________________________________________   Date:_______________
