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	Basic information

	Name: ________________________________________________________________
Date of birth: ____/____/____      
Social security number or taxpayer ID: ____-____-____
A-number: _______________________________
Passport number: _________________________


 
	Your lawyer

	Name: ________________________________________________________________
Phone number: (___)_______________
Email: _____________________________________________________
Address: _____________________________________________________


 
	Your doctor           	

	Name: ________________________________________________________________
Phone number: (___)_______________
Email: _____________________________________________________
Address (or hospital): _____________________________________________________


 
	Medications you take

	Medication 1: ______________________________________________________________
What’s it for? _______________________________________________________________
How often do you take it?: _____________________________________________________
 
Medication 2: _____________________________________________________________
What’s it for? _______________________________________________________________
How often do you take it?: _____________________________________________________

Medication 3: _____________________________________________________________
What’s it for? _______________________________________________________________
How often do you take it?: _____________________________________________________



	Your medical conditions

	List your medical conditions here. If you do not have any medical conditions, write “N/A.”
 
 
 
 
 



	Your allergies

	List your allergies here. If you do not have any allergies, write “N/A.”
 
 

 


 
	Your health insurance information

	Health insurance provider: ___________________________________________________
Policy number: ______________________________________


  
	Consulate information

	Country: _______________________
Phone: (___)_______________
Address: ________________________________________________________________


 
	Person(s) to contact in your native country (if needed)

	Name: _______________________________________________________
Phone (home): (___)_______________
Phone (work): (___)_______________
Phone (cell): (___)_______________
Email: ___________________________
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