                           NORTH SENECA AMBULANCE 

                                   CALL 911

PLEASE FILL OUT AND KEEP ONE COPY IN YOUR WALLET AND ONE ON YOUR REFRIGERATOR.

THIS INFORMATION COULD SAVE YOUR LIFE.

PLEASE GIVE TO EMS CREW WHEN THEY GET TO YOU
NAME_____________________________________________________

ADDRESS__________________________________________________

PHONE #_________________________________

AGE___________

DOB________________

DR’S NAME_________________________________________________

PERSON TO NOTIFY__________________________________________

PHONE #___________________________________

MEDICAL HISTORY

MEDICATIONS                  DOSAGE                        WHEN TAKEN

___________________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________

ALLERGIES__________________________________________________

DNR              YES(ATTACH COPY)   NO
