
Medical Information Form 

 

First Name Last Name 

 
 

 

Birth date (month/day/year) Blood Type 

  

Height Weight 

 
 

 

Primary insurance carrier Primary insurance code/ policy number 

 
 

 

Emergency contact 

First Name Last Name 
 

Relationship 
 

Phone number 
 

Secondary Emergency contact 

First Name Last Name 
 

Relationship 
 

Phone number 
 

Family physician 

First Name Last Name 
 

Specialty 
 

Phone number 

Eyes 

Do you wear glasses? 
□ Yes 
□ No 

 
Do you wear contacts? 

□ Yes 
□ No 

 

Eye prescription 
 
Right Eye: 
 
 
Left Eye: 



Signature: ____________________________________________                       

Date: ___/___/____  
       month/day/year

      

Allergies information 
Please list all known allergies and provide specific details so that we can best prepare 

Allergy Details 

Medical Conditions information 
Please list all known medical conditions and provide specific details so that we can best prepare 

Condition Details 

Prescription Medication 

Name Dosage/Strength Quantity Purpose 
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