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                      EMERGENCY INFORMATION VIAL                   
  Confidential  

                        Revision                          Day              Month           Year 
Name:  _____________________________________          Date:  ______/_______/_______ 
                      First                                                    Last 
Address:___________________________________________________________________ 

    Day           Month           Year 
Date of Birth:  ____/______/______           Health Card #:  ___________________________ 
Doctor’s Name:   _________________________ Dr’s Phone #:  (____) _____ - __________ 
 
 
 
 
 
 
 
 
 
 
 
 

Emergency Contact Name: ____________________________________________________ 
Home/Cell #:________________Business Phone # __________________________________ 
Relationship:_________________Address:_________________________________________
___________________________________________________________________________

EXISTING MEDICAL PROBLEMS:       (Check all that apply to you) 
Heart:  

 Angina      High Blood Pressure 
 Congestive Heart Failure   Low Blood Pressure 
 Heart Attack     Stroke     TIA’s  
 Pacemaker   Other Medical History:  
 Implanted Defibrillator  ___________________________________________ 

______________________________________________________________________    
______________________________________________________________________ 

Lungs:       
  Asthma            Diabetes   Diet   Meds 
  Emphysema    Cancer ________________________________________ 
  Bronchitis                      ______________________________________________ 

Medical History:    Dialysis                     
 Alzheimer’s     
 Aneurysm               
 Anaemia                                     
 Epilepsy      
 Glaucoma         
  Haemophilia 
  Kidney                  
 Aids/HIV               ______________________________ 
 Confusion 

                   List ALL Current Medications (including Herbal & Non-prescription)  
Name of Medication Dose ml/mg/mcg How many times/day 

1   
2   
3   
4   
5   
6   
7   

Allergies to Medication: 
_______________________________________________
_______________________________________________
_______________________________________________
_______________________________________________ 
_______________________________________________ 
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Name of Medication Dose mg/ml/mcg Number of times/day 

8   
9   
10   
11   
12   
13   
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19   
20   
   

 
 
 
 
 
 
Your Picture Here 

Documentation:  (Note: all documentation must be signed/witnessed originals) 
 
Visiting Nurses Notes:     Yes    No    Location__________________________________ 
Living Will:       Yes    No    Location__________________________________ 
Power of Attorney:      Yes    No    Location__________________________________ 
Do Not Resuscitate Order:   Yes   No   Location__________________________________

Other Considerations: 
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
_______________________________________Disabilities:__________________________
______________________________Languages 
Spoken:_________________________________________________ 
Please keep this Emergency Vial form up to date with any changes. A new form may be 
downloaded from www.halton.ca      Search: Emergency Information Vial                                     

                             “ When Seconds Count”                                             
 

Produced by Halton Region Health - Emergency Medical Services 
905-825-6000  TTY 905-827-9833 Toll Free 1-866-442-5866 

Private Health Insurance:    Yes     No 
Carrier 
Name:___________________            Policy#  __________ 
 
DVA (Veterans Benefits)      Yes    No 
DVA # ___________________________ 
Other:  ___________________________________________ 
_________________________________________________
Blood  Type:____________________________________ 
Height:      CM       Weight:   Kg


