
EMERGENCY PROFILE

Client Name: ______________________________________   DOB: ___________ Gender: ____ Date: _______________ Address: _______________________________________________________________ 	Phone: ____________________     
[bookmark: _Hlk480292172]CODE STATUS, AUTHORITIES, AND MEDICATIONS: 
Do Not Resuscitate Order (DNR)		□Yes	□ No		POA Medical	□Yes	 □ No 	
Advanced Health Care Directive 		□Yes	□ No		POA Mental 	□Yes	 □ No
DNR/Directive Attached 			□Yes	□ No		POA General	□Yes	 □ No
Medications Master Schedule Attached	□Yes	□ No		POA Attached	□Yes	 □ No	
(If yes, keep updated copies attached to this form for provision to emergency responders and/or transport to hospital.)						                                                                                                                
Emergency Contact:	Relationship:		Phone #		Address:  
  
Representative/POA]	____________________ 	____________ 	_________________________________________
[Relative]			____________________ 	____________ 	_________________________________________
[Friend/Neighbor/Other]	____________________ 	____________ 	_________________________________________
Healthcare Insurance Name: __________________________________________ Policy Number: __________________

Plan Type/Details: ___________________________________________________ Medicare Number: _______________

Primary Care Physician (PCP): ________________________________ Phone: _______________Fax: _______________

PCP Address: ______________________________________________________________________________________

Other Physicians/Healthcare providers:
Pharmacist _______________________	Address __________________________ Phone ____________ Fax _________
Cardiologist _______________________	Address __________________________ Phone ____________ Fax _________
Urologist _________________________	Address __________________________ Phone ____________ Fax _________
Endocrinologist ____________________	Address __________________________ Phone ____________ Fax _________
Orthopedist _______________________	Address __________________________ Phone ____________ Fax _________
Oncologist ________________________	Address __________________________ Phone ____________ Fax _________
Dentist ___________________________	Address __________________________ Phone ____________ Fax _________ Podiatrist _________________________	Address __________________________ Phone ____________ Fax _________ Chiropractor ______________________	Address __________________________ Phone ____________ Fax _________ Optometrist ______________________	Address __________________________ Phone ____________ Fax _________
Audiologist _______________________	Address __________________________ Phone ____________ Fax _________
Other _______________________	Address __________________________ Phone ____________ Fax _________
Mortuary Contact Info (if applicable) __________________________________________________________________
     	HIPAA RELEASE ON FILE FOR THE FOLLOWING:  
                         □   POA/Representative _____________________________ 	 □ Other ___________________________________	

Revised 01/2023
