
Personal Information 
Household Member 7 

Name:____________________________________________________ 

Address:___________________________________________________ 

City:_________________________ State:_______ Zip:_________  

Date of Birth:_____________ Social Security #__________________ 

Preferred Hospital:___________________________________________ 

Doctor:_________________________ Phone Number:______________ 

Doctor:_________________________ Phone Number:______________ 

Doctor:_________________________ Phone Number:______________ 

Living Will __yes  ___no    DNR ___yes  ___no    Blood Type________ 

Medical Conditions:___________________________________________ 

___________________________________________________________ 

___________________________________________________________

___________________________________________________________ 

Known Allergies:_____________________________________________ 

Current Medications:_____________________ Dose_______________ 

______________________________________ Dose_______________ 

______________________________________ Dose_______________ 

______________________________________ Dose_______________ 

______________________________________ Dose_______________ 

Medical Insurance (Primary): 

 Company:____________________________________________ 

 Address:_____________________________________________ 

 Group Number:________________________________________ 

 Name of Insured:______________________________________ 

Medical Insurance (Secondary): 

Company:____________________________________________ 

 Address:_____________________________________________ 

 Group Number:________________________________________ 

 Name of Insured:______________________________________ 

Other Information:____________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

Date Updated:___________________ Current Weight:_____________ 

 
 

Household Emergency 
Medical Information 

 

 
 

Brecksville-Broadview Heights 

CERT 
 

www.bbhcert.org 
 

Emergency  9 1 1 
 

Emergency Contact for Household (at a different address) 
 
Name:____________________________________________________ 
 
Phone Number:_________________ Alt Phone #:______________ 
 
Relationship:_______________________________________________ 
 
 



Personal Information 
Household Member 1 

Name:_____________________________________________________ 

Address:___________________________________________________ 

City:_________________________ State:_______ Zip:_________  

Date of Birth:_____________ Social Security #:__________________ 

Preferred Hospital:___________________________________________ 

Doctor:_________________________ Phone Number:______________ 

Doctor:_________________________ Phone Number:______________ 

Doctor:_________________________ Phone Number:______________ 

Living Will __yes  ___no    DNR ___yes  ___no    Blood Type________ 

Medical Conditions:___________________________________________ 

___________________________________________________________ 

___________________________________________________________

___________________________________________________________ 

Known Allergies:_____________________________________________ 

Current Medications:_____________________ Dose_______________ 

______________________________________ Dose_______________ 

______________________________________ Dose_______________ 

______________________________________ Dose_______________ 

______________________________________ Dose_______________ 

Medical Insurance (Primary): 

 Company:____________________________________________ 

 Address:_____________________________________________ 

 Group Number:________________________________________ 

 Name of Insured:______________________________________ 

Medical Insurance (Secondary): 

Company:____________________________________________ 

 Address:_____________________________________________ 

 Group Number:________________________________________ 

 Name of Insured:______________________________________ 

Other Information:____________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

Date Updated:___________________ Current Weight:_____________ 

Personal Information 
Household Member 6 

Name:____________________________________________________ 

Address:___________________________________________________ 

City:_________________________ State:_______ Zip:_________  

Date of Birth:_____________ Social Security #__________________ 

Preferred Hospital:___________________________________________ 

Doctor:_________________________ Phone Number:______________ 

Doctor:_________________________ Phone Number:______________ 

Doctor:_________________________ Phone Number:______________ 

Living Will __yes  ___no    DNR ___yes  ___no    Blood Type________ 

Medical Conditions:___________________________________________ 

___________________________________________________________ 

___________________________________________________________

___________________________________________________________ 

Known Allergies:_____________________________________________ 

Current Medications:_____________________ Dose_______________ 

______________________________________ Dose_______________ 

______________________________________ Dose_______________ 

______________________________________ Dose_______________ 

______________________________________ Dose_______________ 

Medical Insurance (Primary): 

 Company:____________________________________________ 

 Address:_____________________________________________ 

 Group Number:________________________________________ 

 Name of Insured:______________________________________ 

Medical Insurance (Secondary): 

Company:____________________________________________ 

 Address:_____________________________________________ 

 Group Number:________________________________________ 

 Name of Insured:______________________________________ 

Other Information:____________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

Date Updated:___________________ Current Weight:_____________ 



Personal Information 
Household Member 5 

Name:____________________________________________________ 

Address:___________________________________________________ 

City:_________________________ State:_______ Zip:_________  

Date of Birth:_____________ Social Security #__________________ 

Preferred Hospital:___________________________________________ 

Doctor:_________________________ Phone Number:______________ 

Doctor:_________________________ Phone Number:______________ 

Doctor:_________________________ Phone Number:______________ 

Living Will __yes  ___no    DNR ___yes  ___no    Blood Type________ 

Medical Conditions:___________________________________________ 

___________________________________________________________ 

___________________________________________________________

___________________________________________________________ 

Known Allergies:_____________________________________________ 

Current Medications:_____________________ Dose_______________ 

______________________________________ Dose_______________ 

______________________________________ Dose_______________ 

______________________________________ Dose_______________ 

______________________________________ Dose_______________ 

Medical Insurance (Primary): 

 Company:____________________________________________ 

 Address:_____________________________________________ 

 Group Number:________________________________________ 

 Name of Insured:______________________________________ 

Medical Insurance (Secondary): 

Company:____________________________________________ 

 Address:_____________________________________________ 

 Group Number:________________________________________ 

 Name of Insured:______________________________________ 

Other Information:____________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

Date Updated:___________________ Current Weight:_____________ 

Personal Information 
Household Member 2 

Name:____________________________________________________ 

Address:___________________________________________________ 

City:_________________________ State:_______ Zip:_________  

Date of Birth:_____________ Social Security #__________________ 

Preferred Hospital:___________________________________________ 

Doctor:_________________________ Phone Number:______________ 

Doctor:_________________________ Phone Number:______________ 

Doctor:_________________________ Phone Number:______________ 

Living Will __yes  ___no    DNR ___yes  ___no    Blood Type_________ 

Medical Conditions:___________________________________________ 

___________________________________________________________ 

___________________________________________________________

___________________________________________________________ 

Known Allergies:_____________________________________________ 

Current Medications:_____________________ Dose_______________ 

______________________________________ Dose_______________ 

______________________________________ Dose_______________ 

______________________________________ Dose_______________ 

______________________________________ Dose_______________ 

Medical Insurance (Primary): 

 Company:____________________________________________ 

 Address:_____________________________________________ 

 Group Number:________________________________________ 

 Name of Insured:______________________________________ 

Medical Insurance (Secondary): 

Company:____________________________________________ 

 Address:_____________________________________________ 

 Group Number:________________________________________ 

 Name of Insured:______________________________________ 

Other Information:____________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

Date Updated:___________________ Current Weight:_____________ 



Personal Information 
Household Member 3 

Name:____________________________________________________ 

Address:___________________________________________________ 

City:_________________________ State:_______ Zip:_________  

Date of Birth:_____________ Social Security #:__________________ 

Preferred Hospital:___________________________________________ 

Doctor:_________________________ Phone Number:______________ 

Doctor:_________________________ Phone Number:______________ 

Doctor:_________________________ Phone Number:______________ 

Living Will __yes  ___no    DNR ___yes  ___no    Blood Type________ 

Medical Conditions:___________________________________________ 

___________________________________________________________ 

___________________________________________________________

___________________________________________________________ 

Known Allergies:_____________________________________________ 

Current Medications:_____________________ Dose_______________ 

______________________________________ Dose_______________ 

______________________________________ Dose_______________ 

______________________________________ Dose_______________ 

______________________________________ Dose_______________ 

Medical Insurance (Primary): 

 Company:____________________________________________ 

 Address:_____________________________________________ 

 Group Number:________________________________________ 

 Name of Insured:______________________________________ 

Medical Insurance (Secondary): 

Company:____________________________________________ 

 Address:_____________________________________________ 

 Group Number:________________________________________ 

 Name of Insured:______________________________________ 

Other Information:____________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

Date Updated:___________________ Current Weight:_____________ 

 

Personal Information 
Household Member 4 

Name:____________________________________________________ 

Address:___________________________________________________ 

City:_________________________ State:_______ Zip:_________  

Date of Birth:_____________ Social Security #__________________ 

Preferred Hospital:___________________________________________ 

Doctor:_________________________ Phone Number:______________ 

Doctor:_________________________ Phone Number:______________ 

Doctor:_________________________ Phone Number:______________ 

Living Will __yes  ___no    DNR ___yes  ___no    Blood Type________ 

Medical Conditions:___________________________________________ 

___________________________________________________________ 

___________________________________________________________

___________________________________________________________ 

Known Allergies:_____________________________________________ 

Current Medications:_____________________ Dose_______________ 

______________________________________ Dose_______________ 

______________________________________ Dose_______________ 

______________________________________ Dose_______________ 

______________________________________ Dose_______________ 

Medical Insurance (Primary): 

 Company:____________________________________________ 

 Address:_____________________________________________ 

 Group Number:________________________________________ 

 Name of Insured:______________________________________ 

Medical Insurance (Secondary): 

Company:____________________________________________ 

 Address:_____________________________________________ 

 Group Number:________________________________________ 

 Name of Insured:______________________________________ 

Other Information:____________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

Date Updated:___________________ Current Weight:_____________ 


