Licking/Knox Goodwill Industries, Inc.


Emergency Medical Form

	Name:
	
	Date of Birth:
	

	

	Address:
	
	Phone:
	(h)

	

	
	
	Phone:
	(c)


IN THE EVENT THAT EMERGENCY MEDICAL TREATMENT IS NECESSARY, PLEASE CONTACT:

	Name:
	
	Relationship:
	
	Phone:
	

	

	Name:
	
	Relationship:
	
	Phone:
	

	

	Physician:
	
	Phone:
	

	

	Dentist:
	
	Phone:
	


MEDICATION:

	Medicine Name
	Dose
	Schedule
	Reason Prescribed

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


         







        FORMCHECKBOX 
 Check box & continue medicine on back if necessary  
	Known Allergies: 
	

	

	Medical Conditions: (Diabetes, Heart Disease, Epilepsy, Etc.)
	

	

	


	Over the Counter Medications:

	

	  Aspirin:
	
	   Non-Aspirin:
	
	      Antacids:
	
	     Cold/Allergy:

	
	 FORMCHECKBOX 

	YES
	
	 FORMCHECKBOX 

	YES
	
	 FORMCHECKBOX 

	YES
	
	 FORMCHECKBOX 

	YES

	
	 FORMCHECKBOX 

	NO
	
	 FORMCHECKBOX 

	NO
	
	 FORMCHECKBOX 

	NO
	
	 FORMCHECKBOX 

	NO
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	Employee Signature
	
	Date


	
	
	

	
	
	

	Form Completed By
	
	Relationship
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It is important for HR to have current information in


case of a medical emergency.  It is your responsibility


 to notify HR of changes to your information.
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