Vial of Life – Print or type information

Today’s Date:						
Name:							
Address:						
City:							
State:			      Zip:				
Date of Birth:						
Primary Doctor:					
Doctor’s Phone #:					
In case of an Emergency, notify:
Name:							
Address:						
Phone #:						
Relationship:						
       OR
Name:							
Phone #:						
Relationship:						
Insurance Company:					
Policy #:						
Phone #:						
Language spoken in the home:			
Do you have any of the following:
Living will?			YES	NO
Out of hospital DNR order? 	YES	NO
In hospital DNR order? 	YES	NO
Medical Power of Attorney? 	YES	NO
If not included in your vial of life container, where are the documents located?
							
							
My pets that need attention:
							
							
Drug Allergies:					
							
							
Food Allergies:					
							
Current Medications – additional form is provided in your vial of life kit.  Include prescription, herbal and non-prescription:
							
							
							
							
							
							
							
CIRCLE any of the following conditions if you have or had them in the past:
Alzheimer’s		High blood pressure
Bleeding		Lung/breathing problems
Dementia		Seizures		
Diabetes		Speech problems
Hearing problems	Stroke
Heart problems	Vision problems
Other:							
Recent illnesses:					
Recent surgery:					
							
Do you have a medical alert system?    YES	NO
CIRCLE if you require any of these items:
Contacts		Glasses	Dentures
Hearing aids		Mobility device
Oxygen		Pacemaker
Other:							
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