EMERGENCY INFORMATION

Name: ______________________________          DOB: __/__/__          Address:                                                                                       
                                                                                                                                     Street & Number             City              State  Zip Code   EMERGENCY CONTACTS - (Must have at least three contacts)

Name: _________________________   Relationship:                                           Home Phone:                      Work Phone:                       
Name: _________________________   Relationship:                                           Home Phone:                      Work Phone:                      
Name: _________________________   Relationship:                                           Home Phone:                      Work Phone:                      

Name: _________________________   Relationship:                                           Home Phone:                      Work Phone:                      

====================================================================================================

Preferred Hospital:                                                                                                      

*Please Circle All That Apply:     Medicaid  #                                                         Medicare #                                                     



                     Private Pay     Insurance (Name of Insurance):                                                                      
====================================================================================================
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Allergies (drugs or otherwise): ________________________________________________________________________________________ 

Physical Disabilities / Health Problems: ________________________________________________________________________________

Precautions/Special Needs:                                                                                                                                                                                     

DOCTORS

Medical:  ___________________________________      Phone: ______________      Address:___________________________________ 

Psychiatric:  __________________________________     Phone:______________    Address:___________________________________

Specialist:  ___________________________________      Phone:  ______________     Address:__________________________________    --------------------------------------------------------------------------------------------------------------------------------------------------------------------------

I hereby attest that the preceding information is true and correct to the best of my knowledge.  I also give permission for any part of this information to be disclosed in the event of an emergency, as determined by the staff of New Opportunities, Inc.  I understand that all attempts will be made to contact the individuals named, but that the staff of New Opportunities, Inc. has the right to admit the individual for treatment, on my behalf, in the event of an emergency only, without any prior consent from these individuals or myself.  However, my legal guardian, whether myself or another individual, retains the right to refuse any or all treatment or medications as recommended by the attending medical staff.             


                                   Worker’s/Guardian’s Signature:                                                                                                          Date           /          /            

This consent is valid for one year, or until such time as I, my legal guardian, or the staff of New Opportunities, Inc. needs to change any part of this document.

------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 

