

Noises Off 
Emergency Medical Form:

Name: ________________________________________ DOB: ________________________________
Home/Work/School Address:____________________________________________________________
Phone#__________________________________ Email: ______________________________________

Allergies: Please List
Medical: __________________________________ Chemical:___________________________________
Food: ____________________________________ Other:______________________________________
Medication(s) Taken: _____________________________________________________________________________________
Do you have an Epipen/Medication on your person? ___________________________________________

Known Illnesses:
Diabetes ____ Epilepsy ____ Asthma ____ Heart Problems ____ Other- Please Explain: _______________
How can we help you if the above situation occurs or becomes a problem?
_____________________________________________________________________________________
List of recent surgeries/hospitalizations: _____________________________________________________________________________________
Blood Type: ________
Primary Care Physician: Name ________________________________   Phone: __________________
Insurance Information (Company/Policy #): ________________________________________________

Persons to Contact in Case of an Emergency:
1. Name: ______________________________________ Relation: _____________________Phone: _______________________
2. Name: ______________________________________ Relation: _____________________Phone: _______________________

Sign: ________________________________________________ Date: ___________________________
~All information will be kept strictly confidential and is needed to ensure prompt and proper treatment in case of emergency~
NOISES OFF EMERGENCY MEDICAL FORM | SM: Charlie Scales

