NEVADA EMERGENCY MEDICAL INFORMATION FORM

Patient Name: [PATIENT FULL NAME]

Date of Birth: [DATE OF BIRTH]

Address: [STREET ADDRESS]

City: [CITY]

State: Nevada

ZIP Code: [ZIP CODE]

Phone Number: [PHONE NUMBER]

Alternate Phone Number: [ALTERNATE PHONE NUMBER]

Email Address: [EMAIL ADDRESS]

Primary Care Physician: [PRIMARY CARE PHYSICIAN NAME]

Physician Phone Number: [PHYSICIAN PHONE NUMBER]

Insurance Provider: [INSURANCE PROVIDER NAME]

Policy Number: [POLICY NUMBER]

Group Number: [GROUP NUMBER]

1. EMERGENCY CONTACTS

1.1 Primary Emergency Contact Name: [PRIMARY EMERGENCY CONTACT NAME]

1.2 Relationship to Patient: [RELATIONSHIP]

1.3 Primary Emergency Contact Phone Number: [PRIMARY EMERGENCY CONTACT PHONE NUMBER]

1.4 Secondary Emergency Contact Name: [SECONDARY EMERGENCY CONTACT NAME]

1.5 Relationship to Patient: [RELATIONSHIP]

1.6 Secondary Emergency Contact Phone Number: [SECONDARY EMERGENCY CONTACT PHONE NUMBER]

1.7 Legal Guardian or Healthcare Agent Name: [LEGAL GUARDIAN OR HEALTHCARE AGENT NAME]

1.8 Legal Guardian or Healthcare Agent Phone Number: [LEGAL GUARDIAN OR HEALTHCARE AGENT PHONE NUMBER]

2. MEDICAL CONDITIONS

2.1 Current Medical Diagnoses: [LIST CURRENT MEDICAL DIAGNOSES]

2.2 Chronic Conditions: [LIST CHRONIC CONDITIONS]

2.3 Past Surgeries and Dates: [LIST PAST SURGERIES AND DATES]

2.4 Date of Last Tetanus Immunization: [DATE OF LAST TETANUS IMMUNIZATION]

3. ALLERGIES

3.1 Medication Allergies: [LIST MEDICATION ALLERGIES]

3.2 Food Allergies: [LIST FOOD ALLERGIES]

3.3 Environmental Allergies: [LIST ENVIRONMENTAL ALLERGIES]

3.4 Other Allergies: [LIST OTHER ALLERGIES]

3.5 Reaction Description: [DESCRIBE ALLERGIC REACTIONS]

4. CURRENT MEDICATIONS

4.1 Medication Name: [MEDICATION NAME]

4.2 Dosage: [DOSAGE]

4.3 Frequency: [FREQUENCY]

4.4 Prescribing Physician: [PRESCRIBING PHYSICIAN]

4.5 Medication Name: [MEDICATION NAME]

4.6 Dosage: [DOSAGE]

4.7 Frequency: [FREQUENCY]

4.8 Prescribing Physician: [PRESCRIBING PHYSICIAN]

4.9 Medication Name: [MEDICATION NAME]

4.10 Dosage: [DOSAGE]

4.11 Frequency: [FREQUENCY]

4.12 Prescribing Physician: [PRESCRIBING PHYSICIAN]

4.13 Additional Medications: [LIST ADDITIONAL MEDICATIONS]

5. ADVANCE DIRECTIVES

5.1 Do Not Resuscitate (DNR) Order: [YES/NO]

5.2 DNR Order Date: [DNR ORDER DATE]

5.3 Physician Who Issued DNR Order: [PHYSICIAN NAME]

5.4 Living Will: [YES/NO]

5.5 Living Will Date: [LIVING WILL DATE]

5.6 Healthcare Power of Attorney: [YES/NO]

5.7 Healthcare Power of Attorney Date: [HEALTHCARE POWER OF ATTORNEY DATE]

5.8 Agent Named in Healthcare Power of Attorney: [AGENT NAME]

5.9 Organ Donation Preference: [YES/NO/UNSURE]

5.10 Document Location: [LOCATION OF ADVANCE DIRECTIVE DOCUMENTS]

6. BLOOD AND ORGAN DONATION INFORMATION

6.1 Blood Type: [BLOOD TYPE]

6.2 Rh Factor: [RH FACTOR]

6.3 Organ Donor Registry: [YES/NO]

6.4 Registry Identification Number: [REGISTRY IDENTIFICATION NUMBER]

7. PHYSICIAN AND HOSPITAL PREFERENCES

7.1 Preferred Hospital: [PREFERRED HOSPITAL NAME]

7.2 Hospital Phone Number: [HOSPITAL PHONE NUMBER]

7.3 Preferred Emergency Room: [PREFERRED EMERGENCY ROOM]

7.4 Specialists: [LIST SPECIALISTS AND CONTACT INFORMATION]

7.5 Religious or Cultural Preferences for Treatment: [DESCRIBE PREFERENCES]

8. INSURANCE INFORMATION

8.1 Primary Insurance Provider: [PRIMARY INSURANCE PROVIDER NAME]

8.2 Primary Insurance Policy Number: [PRIMARY INSURANCE POLICY NUMBER]

8.3 Primary Insurance Group Number: [PRIMARY INSURANCE GROUP NUMBER]

8.4 Primary Insurance Phone Number: [PRIMARY INSURANCE PHONE NUMBER]

8.5 Secondary Insurance Provider: [SECONDARY INSURANCE PROVIDER NAME]

8.6 Secondary Insurance Policy Number: [SECONDARY INSURANCE POLICY NUMBER]

8.7 Secondary Insurance Group Number: [SECONDARY INSURANCE GROUP NUMBER]

8.8 Secondary Insurance Phone Number: [SECONDARY INSURANCE PHONE NUMBER]

9. ADDITIONAL INFORMATION

9.1 Communication Needs: [DESCRIBE COMMUNICATION NEEDS]

9.2 Mobility Assistance Needs: [DESCRIBE MOBILITY ASSISTANCE NEEDS]

9.3 Cognitive Impairments: [DESCRIBE COGNITIVE IMPAIRMENTS]

9.4 Other Relevant Medical Information: [DESCRIBE OTHER RELEVANT MEDICAL INFORMATION]

10. AUTHORIZATION AND SIGNATURE

10.1 I authorize the release of the medical information contained in this form to emergency medical personnel and healthcare providers as necessary for my emergency care.

10.2 Patient Signature: [PATIENT SIGNATURE]

10.3 Date: [DATE]

10.4 Parent or Guardian Signature (if minor): [PARENT OR GUARDIAN SIGNATURE]

10.5 Date: [DATE]

10.6 Healthcare Agent Signature (if applicable): [HEALTHCARE AGENT SIGNATURE]

10.7 Date: [DATE]

11. WITNESS

11.1 Witness Name: [WITNESS NAME]

11.2 Witness Signature: [WITNESS SIGNATURE]

11.3 Date: [DATE]

12. NOTARY ACKNOWLEDGMENT (IF REQUIRED)

12.1 State of Nevada

12.2 County of: [COUNTY]

12.3 On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [PATIENT NAME], known to me or proved to me on the basis of satisfactory evidence to be the person whose name is subscribed to this instrument.

12.4 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]

12.5 Notary Public Name: [NOTARY PUBLIC NAME]

12.6 Commission Number: [COMMISSION NUMBER]

12.7 My Commission Expires: [EXPIRATION DATE]
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