SMITH MEDICAL ALARM SERVICES
CLIENT DATA FORM

ACCOUNT NUMBER NAME
(OFFICE USE ONLY) (PLEASE PRINT)

GENDER DOB TELEPHONE NUMBER

ADDRESS
STREET:

CITY: STATE: ZIP:

NEAREST CROSS STREET

TOWNSHIP COUNTY

BILLING ADDRESS IF DIFFERENT FROM ABOVE:
P.O. BOX OR STREET:

crry: STATE: ZIP:

HOSPITAL PREFERENCE

IS THE PATIENT AMBULATORY?

IF YES: WITH CANE WITH WALKER
WHEELCHAIR WITHOUT ASSISTANCE
PACEMAKER |BLOOD TYPE
DEFIBRILLATOR
LIVING WILL DNR

LOCATION OF PAPERS

ABBREVIATED MEDICAL HISTORY - PLEASE INCLUDE DATES




CONTACT INFORMATION

CONTACT 1 ~ KEYHOLDER YES No

NAME

RELATIONSHIP

HOME

CELL

WORK

PAGER

Misc.

CONTACT 2 ~ KEYHOLDER YES No

NAME

RELATIONSHIP

HOME

CELL

WORK

PAGER

Misc.

CONTACT 3 ~ KEYHOLDER YES No

NAME

RELATIONSHIP

HOME

CELL

WORK

PAGER

Misc.

CONTACT 4 ~ KEYHOLDER YES No

NAME

RELATIONSHIP

HOME

CELL

WORK

PAGER

Misc.

EMERGENCY SERVICES

EMS

FIRE

POLICE




PLEASE FiLL IN THE FOLLOWING INFORMATION IF YOU HAVE FILLED OuUT
THIS FORM AND YOU ARE NOT THE SUBSCRIBER

NAME

TELEPHONE 1

TELEPHONE 2

RELATIONSHIP




PLEASE COMPLETE FORM AND MAIL TO:
SMITH MEDICAL ALARMS
214 WEST THIRD STREET
DOVER, OH 44622



