
Badge #_____________________ 
  Printed Name:___________________________    

 
Lubbock EMS 

Personnel Medical Information 
As of this date:________________ 

Please be as complete as possible. 
 

DOB:_______________ S.S.#:____________________________________________ 
Ht:_________ Wt:___________ Race:_________ 
Address:______________________________________________________________ 
City, State, Zip:_______________________________________________________ 
Home Phone:_________________________________________________________ 
Cell Phone:___________________________________________________________ 
Pager:_________________________________________________________________ 
Religious Preference:________________________________________________ 
 
 
Emergency Contact:_________________________________________________ 
Home Phone:_________________________________________________________ 
Cell Phone:___________________________________________________________ 
Pager:_________________________________________________________________ 
Insurance Carrier:____________________________________________________ 
Physician:____________________________________________________________ 
Hospital:______________________________________________________________ 
 
Medical Information: 
History:_______________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
Allergies:_____________________________________________________________
________________________________________________________________________ 
Medication(s):________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
Blood Type:_________________  Donor:     Yes     No     DNR:     Y      N 
 
Signature:________________________________________________________ 


	Badge Number: 
	Name: 
	Date: 
	DOB: 
	SS#: 
	Weight: 
	Race: 
	Height: 
	City State Zip: 
	Home Phone: 
	Cell Phone: 
	Pager: 
	Religious Pref: 
	Emergency Contact: 
	EC Home Phone: 
	EC Cell Phone: 
	EC Pager: 
	Insurance Carrier: 
	Physician: 
	Hospital: 
	Address: 
	History 2: 
	History 3: 
	Allergies: 
	Allergies 2: 
	Med 1: 
	History 1: 
	Med 3: 
	Med 4: 
	Med 2: 
	Blood Type: 
	Donor Yes: Off
	Donor No: Off
	DNR Y: Off
	DNR N: Off
	Submit: 


