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Individual Emergency Medical
Form 750

	Legal Name:
	
	Preferred Name:
	

	Date of Birth:
	
	Gender:
	

	Medicaid #:
	
	Medicare #:
	

	Insurance:
	
	Member ID #: 
	



EMERGENCY CONTACTS
	Legal Guardian: 
	Phone: 
	Fax: 
	Email: 

	Relationship: 
	Address: 

	Authorized Rep: 
	Phone: 
	Fax: 
	Email: 

	Relationship: 
	Address: 

	Name: 
	Phone: 
	Fax: 
	Email:  

	CSB: 
	Address: 

	Name: 
	Phone: 
	Fax: 
	Email: 

	Provider Type: 
	Address: 

	Name: 
	Phone: 
	Fax: 
	Email: 

	Provider Type: 
	Address: 


	Preferred language:
	Please check one)  |_| English     |_| Spanish    
|_| Other (Please Specify):  

	Describe supports needed for communication (if any):
	

	Would a professional evaluation related to sensory, or communication abilities be beneficial? 
	|_| Yes  |_|  No 



	Mobility Status:
	[bookmark: Check10]|_| Ambulatory   |_| Uses Walker   |_| Use Wheelchair   |_| Uses White Stick


COMMUNICATION, SENSORY, AND MOBILITY





HEALTH INFORMATION
	Do you have an advanced directive?
	|_| Yes     |_|  No   If yes, please provide a copy to all relevant parties.

	Currently prescribed medications 

Currently taking over-the-counter medications?
	|_| Yes     |_|  No   

|_| Yes     |_|  No   


	Medication/Dosage:

	Frequency:
	Reason(s) prescribed:

	Medication/Dosage:

	Frequency:
	Reason(s) prescribed:

	Medication/Dosage:

	Frequency:
	Reason(s) prescribed:

	Medication/Dosage:

	Frequency:
	Reason(s) prescribed:

	Medication/Dosage:

	Frequency:
	Reason(s) prescribed:

	Medication/Dosage:

	Frequency:
	Reason(s) prescribed:

	Medication/Dosage:

	Frequency:
	Reason(s) prescribed:

	Medication/Dosage:

	Frequency:
	Reason(s) prescribed:

	Medication/Dosage:

	Frequency:
	Reason(s) prescribed:

	Medication/Dosage:

	Frequency:
	Reason(s) prescribed:

	Medication/Dosage:

	Frequency:
	Reason(s) prescribed:

	Medication/Dosage:

	Frequency:
	Reason(s) prescribed:

	Medication/Dosage:

	Frequency:
	Reason(s) prescribed:

	Medication/Dosage:

	Frequency:
	Reason(s) prescribed:

	Medication/Dosage:

	Frequency:
	Reason(s) prescribed:

	Medication/Dosage:

	Frequency:
	Reason(s) prescribed:





	HEALTH TOPIC
	DESCRIPTON

	Date of last complete physical exam.
	Date: 

	Date of last dental exam.
	Date: 

	Any mental health support needs? 
	|_| Yes     |_| No     Please provide crisis plan (if applicable) and describe support needs: 

	Any allergies to medication, food, or environmental elements (e.g., mold, dust, etc.)?
	|_| Yes     |_| No     If yes, please describe: seasonal

	Please describe all recent physical complaints & medical conditions.
	

	Any chronic health conditions?
	|_| Yes     |_| No     If yes, please describe: 

	Any communicable diseases?
	|_| Yes     |_| No     If yes, please describe: 

	Any limitations or restrictions on physical activities?
	|_| Yes     |_| No     If yes, please describe:  

	Any serious illnesses, serious injuries, and/or hospitalizations in the past?
	|_| Yes     |_| No    If yes, please describe:  

	Any serious illnesses or chronic conditions among my parents, siblings, or grandparents?
	

	Ever been in treatment for a problem with, or resulting from, use of alcohol, drugs, or prescription medicine? 
	|_| Yes     |_| No    If yes, please describe what type of treatment, was provided and when. 

	Any other health history or medical information or health preferences that I would like to share?
	









LIST OF PHYSICIANS
	Physician Name: 
	Phone: 
	Fax: 
	Email: 

	Specialty: 
	Address: 

	Physician Name: 
	Phone: 
	Fax: 
	Email: 

	Specialty: 
	Address: 

	Physician Name: 
	Phone: 
	Fax: 
	Email: 

	Specialty: 
	Address: 

	Physician Name: 
	Phone: 
	Fax: 
	Email: 

	Specialty: 
	Address: 

	Physician Name: 
	Phone: 
	Fax: 
	Email: 

	Specialty: 
	Address: 

	Physician Name: 
	Phone: 
	Fax: 
	Email: 

	Specialty: 
	Address: 

	Physician Name: 
	Phone: 
	Fax: 
	Email: 

	Specialty: 
	Address: 





Form Completed by				Title				Date
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A Friend of Mine

Adult Day Services, LLC





