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INDIVIDUAL MEDICAL BRIEF o

Name: Social Seciruty #:
Team or Affiliation :
Person To Contact in case of Emergency
Name: Telephone #:
Family Or Personal Physician:
Name: Telephone #:
Medical History

Check is yes and Explain Fully

Any Allergies? Yes o

Any Permanent Disabilities? Yes o

Taking Any Prescription

Medication? Yes o
Any Known Heart/Circulatory Yes

Problems? -
Do you have any pulmonary Yes o

problems?

Do you have diabetes or seizures? Yes o

Any other medical detail which
the EMT or physician should know Yes o
about you:

Date of last physical :

Signature and Date :

F423-017



	Name: 
	Social Security: 
	Team or Affiliation: 
	Emergency Contact: 
	Emergency Contact Phone: 
	Physician Name: 
	Physician Phone: 
	Allergies: Off
	Medication: Off
	Heart/Circulatory: Off
	Pulminary: Off
	Diabetes/Seizures: Off
	Disabilities: Off
	Other: Off
	Date of last Physical: 


