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The Critical Response Kit (CRK) program helps you organize and prepare 
essential information for first responders in the event of an emergency.
CRK stickers let police, fire, and paramedics know that you have the crucial information 
readily available—so they can quickly retrieve it and provide you with the best care possible.

*The form is divided so information is provided for two people. 
Update the form each time there is a change in personal 
information, medications and/or medical conditions.

Your Home 
	» Place the sticker on a window near the  

front door.
	» Fill out the form on the next page; fold and 

insert it into the red magnetic envelope.
	» Place the envelope on your refrigerator.

Your Motorcycle or Bicycle
	» Attach the sticker to your helmet.  
	» Tape your emergency contact’s name and 

phone number inside.  
	» Carry a phone with a pre-programmed 

emergency contact.

Your Boat 
	» Place the sticker on a console or motor 

cover. 
	» For small boats, store the CRK form in a 

zippered bag inside your life jacket or dry box.

Emergency: 911 
Poison Control: 800-222-1222
United Way Social ServCRKs: 211

Visit www.leecountyinjuryprevention.org for 
additional forms or call the Healthy Life Center 
at 239-424-3765 for additional CRK packets.

Your Phone 
	» Use your phone’s feature for                      

pre-programming emergency contact(s).

	» There are apps available for your cell 
phone. Check with your service provider 
for options.

Critical Response Kit 
(CRK) A Toolkit for First Responders

	» Place the sticker on the rear left side 
window.

	» Keep a copy of the ICE form in your 
glove box.

Your Car



Place this form in red vinyl pouch. Turn over for person 2.

Name (Person 1)____________________________________________________________________

Home Address_____________________________________________________________________

Date form completed_ _________   Date updated_ __________   Phone_______________________

DOB____________________________  Sex M/F_ ____________
SSN____________________________  Weight______________
Hospital preference_______________  Religion_ ____________
Doctor__________________________  Blood type___________
Language____________________________________________
Living Will 	Y  N______   Location______________________________

INSURANCE INFORMATION AND NUMBER
Medicare_____________________________________________
Medicaid_____________________________________________
Other_______________________________________________________

MEDICAL INFORMATION
Food/Drug allergies___________________________________________
____________________________________________________________

PRESCRIBED MEDICATIONS AND SUPPLEMENTS
Name	 Dosage	 Times/Day	 AM/PM

____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
Location of meds_____________________________________________

Pharmacy__________________________Date updated_ ____________

MEDICAL HISTORY
Blind	 Y  N	 L  R  B
Hearing aid 	Y  N	 L  R  B
Dentures Y  N	 L  U  B
Deaf 	 Y  N	 L  R  B
Mute Y  N
HIV/AIDS Y  N
Arthritis Y  N
Cancer Y  N
Stroke 	 Y  N

Pacemaker 	 Y  N
Glasses Y  N
Contacts Y  N
Dementia Y  N
Dialysis Y  N
Diabetes Y  N
Epilepsy Y  N
Glaucoma Y  N
TB Y  N

Anemia Y  N	 Type______________________________________
Cardiac Y  N	 Type______________________________________
Hepatitis Y  N	 Type______________________________________
Respiratory 	Y  N	 Type______________________________________

Abnormal blood pressure    Y  N	 HI/LO___________/_ ____________
Are you an organ donor?    Y  N
Are you a caregiver?    Y  N
Do you pick someone up from school, daycare, etc.?    Y  N
Do you have a pet at home?    Y  N
Do you have a healthcare surrogate?    Y  N
    Name _____________________________ Phone__________________
Do not resuscitate order   Y  N     Location_ _______________________ 

COPY OF DRIVERS LICENSE

COPY OF INSURANCE CARD

EMERGENCY CONTACT 1
Name_______________________________________________________

Address_____________________________________________________

Phone______________________________________________________

Cell_ _______________________________________________________

Relationship_________________________________________________

Employment_ ________________________________________________

EMERGENCY CONTACT 2
Name_______________________________________________________

Address_____________________________________________________

Phone______________________________________________________

Cell_ _______________________________________________________

Relationship_________________________________________________

Employment_ ________________________________________________

4200.37_2   12-24

Emergency Medical & Contact Information



Emergency Medical & Contact Information

Place this form in red vinyl pouch. Turn over for person 1

Name (Person 2)_ __________________________________________________________________

Home Address_____________________________________________________________________

Date form completed_ _________   Date updated_ __________   Phone_______________________

DOB____________________________  Sex M/F_ ____________
SSN____________________________  Weight______________
Hospital preference_______________  Religion_ ____________
Doctor__________________________  Blood type___________
Language____________________________________________
Living Will 	Y  N______   Location______________________________

INSURANCE INFORMATION AND NUMBER
Medicare_____________________________________________
Medicaid_____________________________________________
Other_______________________________________________________

MEDICAL INFORMATION
Food/Drug allergies___________________________________________
____________________________________________________________

PRESCRIBED MEDICATIONS AND SUPPLEMENTS
Name	 Dosage	 Times/Day	 AM/PM

____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
Location of meds_____________________________________________

Pharmacy__________________________Date updated_ ____________

MEDICAL HISTORY
Blind	 Y  N	 L  R  B
Hearing aid 	Y  N	 L  R  B
Dentures Y  N	 L  U  B
Deaf 	 Y  N	 L  R  B
Mute Y  N
HIV/AIDS Y  N
Arthritis Y  N
Cancer Y  N
Stroke 	 Y  N

Pacemaker 	 Y  N
Glasses Y  N
Contacts Y  N
Dementia Y  N
Dialysis Y  N
Diabetes Y  N
Epilepsy Y  N
Glaucoma Y  N
TB Y  N

Anemia Y  N	 Type______________________________________
Cardiac Y  N	 Type______________________________________
Hepatitis Y  N	 Type______________________________________
Respiratory 	Y  N	 Type______________________________________

Abnormal blood pressure    Y  N	 HI/LO___________/_ ____________
Are you an organ donor?    Y  N
Are you a caregiver?    Y  N
Do you pick someone up from school, daycare, etc.?    Y  N
Do you have a pet at home?    Y  N
Do you have a healthcare surrogate?    Y  N
    Name _____________________________ Phone__________________
Do not resuscitate order   Y  N     Location_ _______________________ 

COPY OF DRIVERS LICENSE

COPY OF INSURANCE CARD

EMERGENCY CONTACT 1
Name_______________________________________________________

Address_____________________________________________________

Phone______________________________________________________

Cell_ _______________________________________________________

Relationship_________________________________________________

Employment_ ________________________________________________

EMERGENCY CONTACT 2
Name_______________________________________________________

Address_____________________________________________________

Phone______________________________________________________

Cell_ _______________________________________________________

Relationship_________________________________________________

Employment_ ________________________________________________
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