
OHIO DISASTER RELIEF OPERATIONAL PROCEDURES MANUAL 

OHIO DISASTER RELIEF 
EMERGENCY MEDICAL INFORMATION 

 
Volunteers are requested to provide the following information to the unit director upon arrival at the 
disaster work location. 
 

Today’s date: ____________ 
 

Name: ________________________________________ Home Phone:___________________ 
Address: _____________________________________________________________________ 
City: _____________________________________ State: ______________ Zip: ___________ 
Birthday _____________________________________ Marital Status: __________________ 
Spouse Name: ______________________________Work Phone: ______________________ 
 

Other Person to contact in an Emergency: 
Name: __________________________________ Relationship to you: __________________ 
Home Phone: _____________________________ Work Phone: _______________________ 
Member of ____________________________________________________________ Church 
Medical Problems: _____________________________________________________________ 
Physical Handicaps: ___________________________________________________________ 
Restrictions: (such as lifting, driving, standing, etc.) ________________________________ 
______________________________________________________________________________ 
 

Allergies: Food: _______________________________________________________________ 
Symptoms or Reactions: ________________________________________________________  
Antidote: _____________________________________________________________________ 
 

Allergies: Other: ______________________________________________________________ 
Symptoms or Reactions: ________________________________________________________ 
Antidote: _____________________________________________________________________ 
 

Medication: Name of medication: _______________________________________________ 
         Dosage: __________________________ Frequency: _______________________ 
        Side effects: _________________________________________________________ 

 

       Name of medication: _________________________________________________ 
     Dosage: ____________________________ Frequency: _______________________ 
    Side effects: ___________________________________________________________ 

 

Health Insurance Co. __________________________________________________________ 
Policy or Group No. ___________________________________________________________ 
Social Security Number ________________________________________________________ 
Date of last tetanus shot ________________________________________________________ 
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