Easterseals Central & Southeast Ohio
               Emergency Contact & Medical Information
Name: ___________________________________________ Phone: ______________________________

Address: ______________________________________________________________________________

City: _________________________________ State: ____________ Zip: _________________________

In Case of Emergency, Contact:
Name: _____________________________________________ Relationship: _______________________

Phone Number: _________________________________ Alternate Phone: _________________________

I, the undersigned, hereby authorize Easterseals Central & Southeast Ohio, Inc. to take any and all necessary emergency medical action on my behalf.
Signature: ____________________________________________________

Date: ________________________________________________________

Medical Information (Completion of this section is OPTIONAL. The information will only be used as a reference in case of a medical emergency):
Personal Physician: _________________________________ Phone: ______________________________

Address: ______________________________________________________________________________

City: _________________________________ State: ____________ Zip: _________________________

Personal Dentist: ___________________________________ Phone: ______________________________

Address: ______________________________________________________________________________

City: _________________________________ State: ____________ Zip: _________________________

Hospital of Choice: _____________________________________________________________________

Do you have allergies?  ____ No ____ Yes (If yes, please provide additional information)

_____________________________________________________________________________________

Are you currently taking medication?  ____ No ____ Yes (If yes, please provide additional information)

_____________________________________________________________________________________

Do you have any medical conditions?  ____ No ____ Yes (If yes, please provide additional information)

_____________________________________________________________________________________

Blood Type: __________________
