HEALTH INFORMATION AND MEDICAL AUTHORIZATION FORM

Patient Information:
Full Name:

Date of Birth:
Gender (M/F/Other):
Address:

Phone Number:

Email Address:

Emergency Contact | nformation:
Contact Name:
Relationship:
Phone Number:

Health History and Conditions (Check all that apply):

O Diabetes O Hypertension (High Blood Pressure)

O Heart Disease O Asthma or Other Respiratory Conditions
O Allergies (Food, Medication, Environmental) O Epilepsy or Seizures

O Bleeding Disorders O Recent Surgery or Hospitalization

O Pregnancy O Other (Specify):

Current Medications:

Known Allergies:

Primary Care Physician:

Name:

Phone Number:

Authorization and L egal Acknowledgments:

| hereby certify that the information provided above is complete and accurate to the best of my knowledge. | understand
that withholding information or providing false information may jeopardize my health and safety. | authorize the release



of my medical information to necessary medical personnel in the event of an emergency. | acknowledge that this form
isused for health and safety purposes and does not constitute medical advice or treatment. | release the organization and
its agents from any liability arising from actions taken based on the information provided herein.

Signature and Consent:

Signature:

Printed Name:

Relationship to Patient (if not patient):

Witness (if required):
Witness Signature:
Printed Name:

PATIENT OR LEGAL GUARDIAN SIGNATURE WITNESS SIGNATURE

Date: Date:




Original source of this document:

https://form247-us.com/health-form/

Did you find this template helpful?
Find more updated templates at:

https://form247-us.com/

View more templates

This template is intended exclusively for personal, non-commercial use.
If distributed or published, the source must be mentioned.

This template is provided for guidance only and does not constitute legal advice.
It is recommended to consult a legal professional for each specific case.
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