Personal details

Date of lliness
NHS:Ho. Birth Age Detail any illness or drug therapy that might affect emergency treatment
Surname Gender
First
Name(s) . . _——

Allergic reaction to medication

Preferred Detail any allergic reaction to medication you take

Postcode Language

Do you have a Medic Alert pendant or bracelet?

Member No.

Allergies

Diagnosis/Conditions | have Detail any allergies you have

ici ? -

Do you take medicine for? Your Doctor’s details

Dementia Heart Problem
4tha Name of GP
Diabetes Parkinson’s Anti-Coagulant Practice Address

) Motor-Neurone Multiple
Epilepsy (MN) Sclerosis (MS)
| have communication I need

Other problems hearing aids Tel No.
Your medication Your Carer/Your Carer’s Agency details
Where do you keep your medication?
Room Name
Location Organisation Address
Important - Always keep your repeat prescription with your medication. Tel/Mobile No.
Keep your medication in a box.

Photograph Emergency contact 1

Name Relationship

Contact Address

Contact Tel No.

Important
pﬁé?ggrggﬁcr?enrte Emergency contact 2
Name Relationship
Contact Address

Contact Tel No.




