
Emergency Contact Information
Centre County Senior Resource Centers
Name:_____________________________________________________

Date of Birth:________________________ (mm/dd/yyyy)

Home Address:_____________________________________________



   _____________________________________________

Home Phone:   _____________________________________________
Cell Phone:
   _____________________________________________
Emergency Contact Information: (Required)



In emergency, please contact:______________________________






Relationship:__________________






Home Phone: _________________






Work Phone: __________________






Cell Phone: ___________________

( I have shared this emergency contact with my primary physician.

Alternate contact: ______________________________






Relationship: __________________






Home Phone: _________________






Work Phone: __________________






Cell Phone: ___________________

Personal Doctor: ______________________________






Phone Number: ________________

Additional Doctor: ______________________________






Phone Number: ________________

Dentist:
______________________________






Phone Number: ________________

Prescriptions:










                                



___________________________________________

___________________________________________




___________________________________________

___________________________________________

Allergies:

___________________________________________




___________________________________________

___________________________________________

Important Medical Information: ______________________________________




___________________________________________

___________________________________________

___________________________________________




___________________________________________

___________________________________________

I grant permission to the staff and/or representatives of Centre County Office of Aging (“Aging Staff”) to contact my medical providers and emergency contact in the event of an emergency and this authorization shall extend to all healthcare providers or other covered entities, including, but not limited to, insurance entities, to disclose to the Aging Staff and/or my emergency contact, upon their request, any information, oral or written, regarding my physical or mental health, including, but not limited to, medical and hospital records and what is otherwise private, privileged, protected or personal health information, such as health information as defined and described in the Health Insurance Portability and Accountability Act of 1996 (HIPA), the regulation issued under HIPA and any other state or local laws and rules relative to the release of such information.  Information disclosed by my healthcare provider or covered entity may be redisclosed and may no longer be subject to these privacy rules by this authorization.
Signature of Participant: ________________________  Witness # 1 Signature:_____________________________
Print Name of Participant: _______________________   Witness # 2 Signature: ____________________________

Date Signed: _________________________________
Updated on:
_______________


_______________



_______________
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