
 
Fill out the personal information sheet  
-Make blank copies to update medical history every 6 months 1. 

 
Place emergency red cross on inside front of bag 
-Place completed medical information inside zip lock baggie 
-Other items to include: EKG, DNR (Do Not Resuscitate), Living Will  

2. 

 
Place bag on refrigerator door 
-Tape or secure bag with magnet to refrigerator door at eye level 
-Emergency personnel will need to be able to find easily  

3. 

 
Place the 4 x 4 decal on your front door 
-Place in a visible spot on your front door for emergency personnel  to see 4. 

How To Use  
Your Senior Life Saver Kit 

To order more Senior Life Saver Kits visit www.medfirstalert.com 



 



 



MAKE COPIES OF THIS BLANK FORM FOR FUTURE UPDATES

Personal Medical History
(Please complete a form for each member of your family.)

Name: ______________________________________ Birthdate:_________________________________________

Physician:_____________________________________ Telephone numbers:_________________________________

_____________________________________________ _________________________________________________

Dentist:_______________________________________ _________________________________________________

Eye doctor:____________________________________ _________________________________________________

Other: ______________________________________     Emergeny Contact:__________________________________

Blood Type:___________________________________    Male/Female     Height___________ Weight_____________

Your current medical condition:_______________________________________________________________________

________________________________________________________________________________________________

List prescription and non-prescription medications you are taking:_____________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

Drug sensitivity and allergies (describe):_________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

Name of health insurance carrier:_________________ Have you ever been told you had one of the following?
_________________________________________ Lung disorder o yes o no
_________________________________________ High blood pressure o yes o no

Heart trouble o yes o no
Group no.:________________________________ Nervous disorder o yes o no

Disease or disorder of the digestive tract o yes o no
Agreement no.:____________________________ Any form of cancer o yes o no

Disease of the kidney o yes o no
Diabetes o yes o no
Arthritis o yes o no
Hepatitis o yes o no
Malaria o yes o no
Disease or disorder of the blood? (describe)_______________
Any physical defect or deformity? (describe)_______________
Any vision or hearing disorders? (describe)________________
Any life-threatening conditions? (describe)_________________
Any contagious disorders? (describe)______________________
(see next page)



MAKE COPIES OF THIS BLANK FORM FOR FUTURE UPDATES

Personal Medical History
(Page 2)

Have you been treated by a physician or been disabled or hospitalized during the last year? (describe)
__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Have you had or been advised to have a surgical operation within the last five years? (describe)

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Date of last physical:________________________________________________________________________

Date of last tetanus shot:______________________________________________________________________

Family history — list important medical problems of your parents:_____________________________________

Mother:___________________________________________________________________________________

__________________________________________________________________________________________

Father:____________________________________________________________________________________

__________________________________________________________________________________________

Any other special medical information:___________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

John Nunnally
Typewritten Text

John Nunnally
Typewritten Text
   PLACE ON REFRIGERATOR DOOR - PRINT CLEARLY




