
Name (as it appears on your Id):
 __________________________________________________________________________________
Street Address: _____________________________________________________________
city: ______________________________________State:________zip: __________
Phone: (________)____________-______________
Date of Birth : __________/__________/__________
 _____ Male      _____ Female

Physician’s Name: _________________________________________________________
Physician’s Phone: (________)____________-______________

Emergency Contact Name: ______________________________________________
RelationShip:_______________________________
Emergency Contact Phone: (________)____________-______________
Street Address: _____________________________________________________________
city: ______________________________________State:________zip: __________

Insurance Provider: _______________________________________________________
Policy number: ______________________________________________________________
Insurance Provider Phone: (________)____________-______________

Preferred Hospital

*in the event of an emergency, you will be taken to the nearest available

hospital in accordance with medical emergency standards.

__________________________________________________________________

Delray Beach Fire Rescue

501 W. Atlantic Avenue

Delray Beach, FL 33444

(561)243-7400

Vial Of Life
Lifesaving information for emergencies

Date Completed: ______________________ 

PERSONAL Information

It is your responsibility to update this information immediately

following any change in your personal or medical information,

including your condition(s) or medication(s).



I have the following (Check All that apply)
____Durable Power of Attorney for Health Care or Health Care Proxy

____Advance Directive or Living Will

____DNR (Do Not Resuscitate or DNR orders)
Copies of the above documents can be found in this location:

_____________________________________________________________________________________________

As of (date): ______________________ 
ALLERGIES (Check all that apply)
____ No known allergies

____ (Penicillin, aspirin, food, etc.) LIST ALL

_______________________________________________________
_______________________________________________________
medical conditions

____No known medical conditions

____ HIV

____ Any Type Heart Disease

____ Parkinson’s Disease

____ Pacemaker / Defibrillator

____ Dementia / Alzheimer’s
____ Impaired hearing / vision

____ Cancer of_______________________________
____ Blood Clotting Disorder

____ COPD

____ Asthma

____ Seizure

____ CHF

____ Diabetic

____ Stroke (CVA

____ Chronic pain of_________________________
____ Other Condition________________________

Blood Type __________________________

Current Medication (s) 
(prescribed and over the counter)

    Medication                    Dose

____________________  ____________________
____________________  ____________________
____________________  ____________________
____________________  ____________________
____________________  ____________________
____________________  ____________________
____________________  ____________________
____________________  ____________________
____________________  ____________________
____________________  ____________________
____________________  ____________________
____________________          ____________________
 Recent Surgery (ies)

________________________________________
________________________________________
________________________________________
________________________________________
________________________________________

Notes Regarding Your Conditions

or Medications:

_______________________________________________
_______________________________________________
_______________________________________________

positively identifying the participant

determing if the participant has a medical condition that might inhibit communication

access the medical information form

ensuring current medication and pre-existing medical conditions are considered during treatment

This lifesaving information can help rescue crews decided how to treat you appropriately. This is especially important if you

may be unconscious, in shock or simply unable to communicate clearly. the information will be disclosed only to authorized

personnel and soley for the purpose of:

Your signature indicates your voluntary participation in the "Vial of Life" Program

_________________________________________________________________________________
Participant Signature

______________________________________________________________
Date

Medical Information
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