
FILE OF LIFE
IMPORTANT MEDICAL INFORMATION

Keep up to date and bring to all medical visits 
Personal Information

Name: _____________________________________________________  Phone:_ _____________________

Address: ___________________________________________________  Apt #:________________________

City:_______________________________________________________  State:_ ______________________

Emergency Contact:__________________________________________  Phone: ______________________

Address:_ __________________________________________________  Apt #:________________________

City:_______________________________________________________  State:_ ______________________

Primary Care Physician: _______________________________________  Phone: ______________________

Address:_ _______________________________________________________________________________

Allergies: ________________________________________________________________________________

_______________________________________________________________________________________

Date of Birth _____________________  	 Sex:  o  Male    o Female 

Blood Type ______________ Religion _________________________________________________________

Pharmacy: _ ________________________________________________  Phone:  _ ____________________

Health Care Proxy on file at _________________________________________________________________

Living Will on file at ________________________________________________________________________

Do you have a DNR form?  o Yes    o No

Where is it? ______________________________________________________________________________

Medical Insurance

Primary Medical Insurance Company: _________________________________________________________

Name: __________________________________________________________________________________

Policy #: ________________________________________________________________________________

Secondary Medical Insurance Company: _______________________________________________________

Name: __________________________________________________________________________________

Policy #:  ________________________________________________________________________________

Past Medical History (Be sure to keep up to date):

Recent Surgeries, Tests Or Other Medical Procedures

Name Date

(complete additional information page 2)
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Medical Condition Physician Phone

Drugs and Minerals
List drug and dose. Including over the counter medicines such as vitamins and minerals, herbal supplements, 
cough and cold / allergy medicines, pain and fever, topical, laxatives, etc.

Medicines Morning Mid-Day Afternoon Bed Time

Be sure to review and update information regularly.
If you have any questions please email us at info@abchhp.com  

Visit our website to download a new copy: http://www.abchhp.com/fileoflife
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