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EMERGENCY CONTACT INFORMATION

Client Name: _________________________________________ Date: __________________

General Instructions: Please fill out this form as completely as possible. Please ask if you have any questions. This must be filled out by a parent or legal guardian if the client is under 18 years old.

Parent/Legal Guardian:________________________________ Date:__________________
Name of client:
__________________________________________________________ DOB: ________

Person to Contact in Case of Emergency:______________________________ Relationship:____________

Contact Phone Number:  1) (H/W/C)______________________  2)  (H/W/C)________________________

Doctor/Health Care Provider(s)  (Please fill in all that apply):

Primary/Family Doctor:____________________________________________ Phone:_________________

Oncologist:______________________________________________________ Phone:_________________

Radiologist:_____________________________________________________  Phone:_________________

Surgeon:________________________________________________________ Phone:_________________

Physical Therapist: _______________________________________________  Phone: ________________

Other:__________________________________________________________ Phone:_________________

Primary Cancer Information:

	Yes
	No
	Condition
	Stage

	
	
	Breast
	 

	
	
	Lung
	 

	
	
	Liver
	 

	
	
	Bone
	 

	
	
	Brain
	 

	
	
	Other
	 


Surgeries and Radiation:
( Mastectomy
    If checked, please indicate which breast(s) were affected: ( Left  ( Right

( Lumpectomy
    If checked, please indicate which breast(s) were affected: ( Left  ( Right

( Lymph Nodes
    If checked, please indicate which side of the body was affected: ( Left  ( Right

( Reconstruction
    If checked, please indicate which side of the body was affected: ( Left  ( Right



    If checked, please indicate type of reconstruction: ( Implant(s)  ( Tram Flap

( Hysterectomy

( Radiation
    If checked, please indicate date of last treatment: ____________________________

( Other

    If checked, please indicate type of surgery and date of the procedure: ____________

Treatment-Related Conditions/Symptoms/Effects:
	Yes
	No
	Condition
	Yes
	No
	Condition

	
	
	Fatigue
	 
	 
	Chemically Induced Weight Gain

	
	
	Nausea
	 
	 
	Headaches

	
	
	Bone Fractures
	 
	 
	Dehydration

	
	
	Scar Tissue
	
	
	Bone Pain

	
	
	Anemia
	 
	 
	Cardiac Muscle Damage

	
	
	Arthritis
	
	
	Foot and Hand Blistering

	
	
	Lymphedema
	 
	 
	Abdominal Muscle Damage


Other Health-related Conditions:

	Yes
	No
	Condition
	Yes
	No
	Condition
	Yes
	No
	Condition

	
	
	Asthma
	 
	 
	Shoulder Injury
	 
	 
	Diabetes

	
	
	Head Injury
	 
	 
	Wrist/Hand Injury
	 
	 
	Skeletal Birth Defect

	
	
	Neck Injury
	 
	 
	High Blood Pressure
	 
	 
	Spinal Column Alignment

	
	
	Back Injury
	 
	 
	Peripheral Heart Disease 
	 
	 
	Heart Problems

	
	
	Hip/Groin Injury
	 
	 
	Heat Illness/Cramps
	 
	 
	Obesity

	
	
	Knee Injury
	 
	 
	Tendency to Bleed
	 
	 
	Osteoporosis

	
	
	Elbow Injury
	 
	 
	Convulsions
	 
	 
	Vision

	
	
	Ankle/Foot Injury
	 
	 
	Fainting Spells
	 
	 
	Hearing

	
	
	Abdominal Injury
	 
	 
	Frequent Headaches
	 
	 
	Hernias


	Explanations:
	

	

	

	

	
	

	Do you have any allergies: ( Yes ( No
	 If yes, please specify:


	

	Does your family have a history of sudden death, 

cardio-respiratory disease or high blood pressure?
	

	Other disorder(s) not listed above:
	

	
	

	
	

	
	

	
	


Pink Ribbon Life and Wellness Systems, LLC (rev 03/2006)






