
EMERGENCY MEDICAL INFORMATION

Date Updated:

Name:

Address:

Sex: Male / Female Date of Birth:

Primary Care Doctor:

Phone #:

Preferred Pharmacy:

Phone #:

Medical Insurance Co.:

Policy #:

Other Medical Insurance:

Policy #:

Medicare / Medicaid:

Policy #:

Living Will: Yes  /  No

Health Care Power of Attorney: Yes  /  No

EMERGENCY CONTACTS

Name: Phone #:

Address:

Name: Phone #:

Address:

MEDICAL DATA

Recent Surgeries/Hospitalizations: Date:

LIST ALL MEDICINES YOU
ARE CURRENTLY TAKING

Please list prescriptions and over-the-counter medications 
(ex: aspirin, antacids) and herbals (ex: ginseng, ginkgo).

Make sure you include medications that you are taking routinely 
and “as needed.”

Update this form whenever you have a change 
of medication or medical history.
Keep a copy of this form in your File of Life magnetic packet, which should 
be placed on your refrigerator. A copy of this form also should be kept in your 
wallet or purse in case of emergency. 

Name of prescription,
Over-the-counter medication,
vitamins/supplements & dose

How Often
You Take

Reason 
For Taking

(over)



UNIVERSAL MEDICATION FORM
(Use pencil on this form to allow for easy changing)

Date Updated:

Name:

Address:

Sex: Male / Female Date of Birth:

Primary Care Doctor:

Phone #:

Preferred Pharmacy:

Phone #:

Medical Insurance Co.:

Policy #:

Other Medical Insurance:

Policy #:

Medicare / Medicaid:

Policy #:

MEDICINE ALLERGIES/REACTIONS (describe reaction)

Drug: Reaction:

MEDICAL CONDITIONS
(check all that apply)

Update this form whenever you have a change 
of medication or medical history.
Keep a copy of this form in your File of Life magnetic packet, which should 
be placed on your refrigerator. A copy of this form also should be kept in your 
wallet or purse in case of emergency. 

ALLERGIES
(check all that apply)

HEART DISEASE LUNG DISEASE KIDNEY
DISEASE

CHF/Heart Failure COPD/Emphysema Failure

High Blood Pressure Asthma Insufficiency

Low Blood Pressure Fibrosis Dialysis

High Cholesterol Pneumonia Kidney Stones

Irregular Heart Beat Bronchitis Infections

Pacemaker Shortness of Breath

Heart Attack Coughing

Angina or Chest Pain Lung Pain

Heart Surgery/
ByPass/Stent

STOMACH NEUROLOGICAL MALIGNANCY/
DISEASE DISEASE CANCER

Bowel Obstruction Stroke Lung

Bleeding Bleeding in Brain Liver

Diverticulitis Seizures Breast

Hiatal Hernia Multiple Sclerosis Stomach

GERD/Reflux Parkinson Leukemia

Diarrhea Headaches Colon

Blood in Stools Alzheimers or Skin

Memory Loss Other:

ENDOCRINE OTHER
DISEASE

Diabetes Arthritis Vision

Thyroid: Back Problem Problems

HIV Other

Sickle Cell

Weight Gain

Weight Loss

High

Low

Aspirin Laytex Tetracycline

Barbiturates Lidocaine X-Ray Dye

Codeine Morphine No Known Allergy

Demerol Novocain Other:

Insect Stings Penicillin

Horse Serum or Sulfa

Vaccines



Part III. Money Services Information
Item 23.  Where services are offered. -- Mark the box(es) for any
state, territory or district in which the money services business offers
services through its branches, its agents, or both. If a service is
offered on tribal lands, mark the box for the state, territory or district
in which the tribal lands are located.
Item 24.  Number of Branches of Registrant. --  Enter the number of
branches of the money services business at which one or more Money
Services Business (MSB) services are offered.
Item 25. Services Offered by Registrant. -- The services listed in
Items 25a through 25g are MSB services. Mark the box of each MSB
service that is offered by the registrant at its branches.
Item 26. Mobile Operation. -- If any part of the money services business is
conducted as a mobile operation, check yes here.  A mobile operation is
one based in a vehicle, for example, a check cashing service offered from
a truck. For purposes of Item 24, each mobile operation is counted as a
separate branch.
Item 27. Number of Agents. -- Enter the number of agents that the

registrant has authorized to sell or distribute its MSB services. A bank is
not an agent for this purpose. See 31 CFR 103.11(c) and 103.11(uu).
Part IV Primary Transaction Account
Item 28. -- Mark this box if the money services business (registrant) has
more than one primary transaction account. Example:  If the registrant is
both an issuer of money orders and an issuer of traveler’s checks and the
registrant has a separate clearing account for money orders and one for
traveler’s checks, the box should be checked because there is a primary
transaction account for money orders and a primary transaction account
for traveler’s checks.
Items 29, 30, 31, 32, 33, and 34.  Name, Address, and Account Number
of Primary Transaction Account. -- Enter the name and address of the
bank or other depository institution where the money services business has
its primary transaction account.
If the business has more than one primary transaction account and the
box in Item 28 has been checked, enter information about the account
with the greatest transaction volume as measured by value in dollars.
A transaction account is defined in 12 U.S.C. 461(b)(1)(c).

http://www.save-pdf-forms.com
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