Epiphany Ministry of SC

Emergency Medical Records Information

Name________________________________  Address_________________________________

City_____________________  State______  Zip Code___________  Home Phone___________

 DOB_____ Emergency Contact _________________  Phone ____________  Cell ___________

Primary Physician_____________________  Physicians Phone__________________  

Address_________________ City_________ State___  Your Insurance Co_________________

Member ID #______________________ Group #_________________

Allergies______________________________________________________________________

Medical Conditions______________________________________________________________

Medications Taken______________________________________________________________

_____________________________________________________________________________

Do you have a Medical POA (Power of Attorney) Yes___ No___ 
Do you have a DNR (Do not resuscitate order)  Yes___ No___ .  Who has 

it? ____________________________________ Phone____________ Cell ____________

I understand that this form will be used only in the case of my Medical Emergency.  This form will be sealed in an envelope by me with my name on it, and placed in the care of the Epiphany Weekend Coordinator.  It is to be given to Emergency Medical Staff in the case of my Medical Emergency.   At the end of the Epiphany Weekend it will be returned to me if not used.

Signed_____________________________________  Date______________

