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Place a photo 
of my face here.

(Consider listing one out-of-town contact.)
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This is a screen-fillable form. Download it 
here:  AllergyLifestyle.com/MediPal-insert
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______________________________ 
Phone: ___________________________ 

______________________________ 
Phone: ___________________________ 

My Healthcare Power of Atty. name/phone: 
______________________________

My Automobile Insurance Company: 
Name: ____________________________ 

Phone:____________________________ 

Policy #: __________________________ 

My Medical Insurance Company: 
Name: ___________________________ 

Phone:____________________________ 

Member I.D.#: ______________________ 

My Primary Doctor: 
Name: ___________________________ 

Phone:____________________________ 

My Specialty Doctor: 
Name: ______________________________ 
Phone:_______________________________  
My Dentist: 
Name: ______________________________ 
Phone:_______________________________ 

Parent/Caregiver 1:

Parent/Caregiver 2 :

My Personal Info My Emergency Contacts

My Name: 
_____________________________________ 

My Nickname: _____________________ 

My Date of Birth:_________________  
My Address: 
_______________________________ 

_______________________________ 

_______________________________  

My Home Phone: __________________ 

My Cell Phone: ____________________ 

My Pet(s) & location: ________________ 

_______________________________ 
Location of my Health Care Directive: 

_______________________________ 
Family’s meeting place away from home: 

_______________________________ 

_______________________________ 

          Thank you for being a part of the MediPal ID family. Take good care.

MediPal Inc.
A Digital Image Can Go Here
Learn how to place a digital image here. Check out our Guide at: www.medipal.com/insert
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     My Medications       As of this date:  __________________________________    
      (Include the Names and Dosages of all prescriptions, herbal and  homeopathic medicines.) 
_______________________________________________________________ 
_______________________________________________________________ 
_______________________________________________________________ 
_______________________________________________________________ 
_______________________________________________________________ 
_______________________________________________________________ 
_______________________________________________________________ 

_______________________________________________________________ 

My Pharmacy Name & Phone: _________________________________________ 

Received Covid Vaccine: qNo qYes-1st shot on ________qYes-2nd shot on _________ 
  q Pfizer    q Moderna     q Other:____________________________________ 

 My Allergies to Food or Medication:  (Include a description of side effects) 
_______________________________________________________________ 
_______________________________________________________________ 
_______________________________________________________________ 

My Medical Information  

My Primary Language is:  ________________________ 

I Communicate by:  qVoice     qSign Language     qGestures     qInterpreter 

                         qWritten Word     qPicture Board    qCommunication Device 

My Blood Type: ___________________   My Weight: _______ My Height: ________   

Hearing loss? _____ Wear hearing aids? _____ Vision loss? _____ Wear Glasses? ______ 

Special Diet? ________________________________  Organ donor? _________________ 

 My Current Diagnosis:  
 

_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 

 

(And/or other Concerns)

 My Medical / Health History: 
 
 _______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 

 My Preferred Hospital: 

_______________________________ 
_______________________________
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