File of Life

	Name ___________________________________
	Medical Conditions (check all that apply)

	DOB  __/__/19__
	( No known medical conditions

	Emergency Contacts
	( Angina

	Name:___________________________________
	( Asthma

	Phone: (      ) ______ - __________
	( Diabetes/Insulin dependent

	Name:___________________________________
	( Hemodialysis

	Phone: (      ) ______ - __________
	( Hypertension

	
	( Pacemaker

	
	( Renal Failure

	
	(Seizure Disorder

	
	( Stroke

	Allergies
	Medications
	Frequency

	( No known allergies
	___________________________
	________/________________

	( Aspirin
	___________________________
	________/________________

	( Codeine
	___________________________
	________/________________

	( Latex
	___________________________
	________/________________

	( Morphine
	___________________________
	________/________________

	( Penicillin
	___________________________
	________/________________

	( Sulfa
	___________________________
	________/________________


