
For Emergency Dial 911   2020 

 West Allis Fire Department 

Emergen    Emergency Medical Information Sheet 

 

Full Name ___________________________________     Date ________ 

DOB (MM/DD/YYYY) __________________     Age _________      

Social Security Number ___________________ 

Phone Number (_____) ____________________ 

Address Line 1 _________________________________________ 

Address Line 2 _________________________________________ 

Emergency Contacts 

__________________(____)____________(____)_____________________ 
Name          HM Phone   WK Phone  Relationship 

__________________(____)____________(____)_____________________ 
Name          HM Phone   WK Phone  Relationship 

Past Medical History 

List All Current Medical Conditions ________________________________ 

_____________________________________________________________ 

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________ 

Primary Physician 

__________________(____)______________________________________ 
Name           Phone             Specialty           Hospital 

 



For Emergency Dial 911   2020 

Current Medications 

Name of Medication            Dosage          Reason for taking 

_______________________      ________      ________________________ 

_______________________      ________      ________________________ 

_______________________      ________      ________________________ 

_______________________      ________      ________________________ 

_______________________      ________      ________________________ 

_______________________      ________      ________________________ 

_______________________      ________      ________________________ 

_______________________      ________      ________________________ 

_______________________      ________      ________________________ 

_______________________      ________      ________________________ 

_______________________      ________      ________________________ 

_______________________      ________      ________________________ 

Medication Allergies and Other Allergies ___________________________ 

_____________________________________________________________

_____________________________________________________________ 

o  DNR or other Advanced Directives (valid DNR order and/or state      

approved bracelet required)  

Preferred Hospital Destination ____________________________________ 

Miscellaneous Information ______________________________________ 

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________ 

 


	Full Name: 
	Date: 
	DOB MMDDYYYY: 
	Age: 
	Social Security Number: 
	Phone Number: 
	fill_0: 
	Address Line 1: 
	Address Line 2: 
	Name H: 
	HM Pho: 
	ne: 
	WK Ph: 
	one Relationship: 
	Name H1: 
	HM Pho1: 
	ne1: 
	WK Ph1: 
	one Relationship1: 
	List All Current Medical Conditions: 
	List All Current Medical Conditions1: 
	fill_1: 
	fill_2: 
	fill_3: 
	fill_4: 
	Name Phone Specialty Hospital: 
	Phone: 
	Specialty Hospital: 
	Name of Medication: 
	Dosage: 
	Reason for taking: 
	fill_5: 
	fill_6: 
	fill_7: 
	fill_8: 
	fill_9: 
	fill_10: 
	fill_11: 
	fill_12: 
	fill_13: 
	fill_14: 
	fill_15: 
	fill_16: 
	fill_17: 
	fill_18: 
	fill_19: 
	fill_20: 
	fill_21: 
	fill_22: 
	fill_23: 
	fill_24: 
	fill_25: 
	fill_26: 
	fill_27: 
	fill_28: 
	fill_29: 
	fill_30: 
	fill_31: 
	fill_32: 
	fill_33: 
	fill_34: 
	fill_35: 
	fill_36: 
	fill_37: 
	Medication Allergies and Other Allergies: 
	Medication Allergies and Other Allergies1: 
	fill_38: 
	Preferred Hospital Destination: 
	Miscellaneous Information: 
	Miscellaneous Information1: 
	fill_39: 
	fill_40: 
	Check Box0: Off


