IN CASE OF EMERGENCY – MOTORCYCLE RIDER

PERSONAL INFORMATION
Full Name:  ___________________________________________________________________________
Date of Birth:  _________________________________________________________________________
Blood Type:  __________________________________________________________________________
Home Address:  _______________________________________________________________________
City / State / Zip:  ______________________________________________________________________
Cell Phone:  __________________________________________________________________________
Home Phone:  ________________________________________________________________________

EMERGENCY CONTACTS (call in this order)
1. Name / Relationship:  ________________________________________________________________
1. Phone:  _____________________________________________________________________
2. Name / Relationship:  ________________________________________________________________
2. Phone:  _____________________________________________________________________

ALLERGIES (list reaction if severe)                                             CURRENT MEDICATIONS (name, dose, frequency)
________________________________________                     ________________________________________
________________________________________                     ________________________________________
________________________________________                     ________________________________________

MAJOR MEDICAL CONDITIONS / HISTORY
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________

PRIMARY PHYSICIAN
Name:  _______________________           Phone:  _______________________

[bookmark: _Hlk239324024]HEALTH INSURANCE
Carrier:  _______________________         Member/Policy #:  _______________________

MOTORCYCLE / AUTO INSURANCE
Company:  _______________________     Policy #:  _______________________

ADVANCE DIRECTIVES / SPECIAL NOTES
· Healthcare Surrogate / Medical Power of Attorney (name):  _____________________________________
· Living Will on file
· Organ Donor
Other critical notes for responders:
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
