File of Life
AR R

CITY OF CLEVELAND
Mayor Justin M. Bibb CLEVELAN D

Date Completed/E# (EMER) R EHIETK?

What language(s) do you speak/# it E S ?

Name/#:4: Date of Birth/ 4= H#: / /
Address/fi: ik

City/I 7 - Zip Code/®\4:

Phone/ JEt# & 5 Cell/FHESERS -

Female/%[] Male/%[] Other/stfi:[]: _|Blind/#J1ks ] Deaf/# k8% ]

Married/C45[]  Single/# 4[]  Divorced/#45[] Widowed/®#f%[]  Other/HAh[] -

Social Security Number Last Four Digits/# & {f&F= 5815 (T K5%) i J5 DUz XXX-XX-__

Medicare #/Hi S 5 e b S5 A% . Medicaid #/%& 5 4 B S5

Other Additional Insurance & Policy #/H Ath A 7o {4 Al {4 B 5E Al -

Do you have an Advance Health Care Directive/#H (B aEF T R) M52 Yes/fi No/#&H

If yes, where is the document located? Name and phone number of person with document?/ %4, Ef
(BRI H AT R ) SUHAF e AR ? R IRE ? R AR RS ?

Do you have a Do Not Resuscitate order/#&4 (FE48 O i BEAT R &) 2 Yes/f No/#&H

Emergency Contacts Information/ RS BB AFE CER—LESBBATUEEPXRMIMAL)

1.Name/5—H¥E ANtk 4.

Tel #/%55: Relationship/[#1z:

2. Name/3 BB N4

Tel #/%55: Relationship/[#1z:

Religious Preference/f& 6 T B SR 5 005 2

Pet’s Information/8&¥#{f£8 Do you have pet(s)/&H E81)1E? Yes/H No/#& %

If yes, what is the name and type of your pet(s)? Who should be called for pet care? Name and phone
number please?/ WA, BWINIL FAFEEHE? EA4 BRI ? I Ik 4 F B 52 2

Medical Alert/BERE$%EE Do you have a medical alert device/ &7 F B H & 4 BIE? Yes/Z No/%

If yes, what is the company name and phone number?/4n B8, 38 {H % B 13E 2 7 1A 7 4 7R 5 A2 ?

(Next Page/# T E)




Medical Information/B5/s &,

Primary Doctor/ & i & 11884

Secondary Doctor/3 i F [ B .

Preferred Hospital/#c i 2 1 B85 «

=03

Tel #/% 5

Height/ & & kg~ Fr/ Ibs. %

Weight/#4 & . cm K/ ft. LR

Blood Type/i#!:

Normal Blood Pressure/~F 1] L& ;

Please list any medical conditions that apply (for example: cardiac, diabetes, hypertension, stroke)/
EEAIH R ER s (s OB FEIRIE . mmEE . R, )

Surgeries (type and date) /G5 H &I FHT s (CFHPERLAE D -

Allergies to drugs or foods/=E 41 H & rE s (& 51 i e &) -

Do You. .. /A L BB ? .

Wear dentures/#f5 4°? Yes/& No/%& Wear hearing aids/#BhiE2s?  Yes//2& No/%
Wear contacts/#EER:?  Yes//& No/#& Use Oxygen/H it #&? Yes/ & No/#
Wear glasses/#iHEZ2HR 5% ? Yes/& No/%& Use Wheelchair/ i #m#? Yes/ % No/%

Medications (Prescription, Over-the-counter Drugs, Vitamins, Herbal Supplements) /

SR FRZEM (7%, BISREE, AR, PR, 5

Name/4 7% : Purpose/Hl )& :
Dose/7 & -
Name/4 7% : Purpose/Hl )& :
Dose/7il & -
Name/4 7% : Purpose/Hl )& :
Dose/7 &-
Name/4 7% : Purpose/Hl )& :
Dose/7il & -
Name/4 7% : Purpose/Hl )& :
Dose/7i &-
Name/4 7% : Purpose/Hl )& :
Dose/ 7 &-
Name/ 4 f : Purpose/H i :
Dose/ 7l &-

SAIRB SR SRS S (i) ARV, WaR s E B Wi mER (Advance
Directive/ BRI FE S AT TR ) M —dRITHIN , SBAKTT DL (R N B PR 1 AR i Bl (s R

WREFEIEARRPBERTES (EER) R/EEHIE LM, BEE AR EEN:
B 41%216-664-2833, EffAging@clevelandohio.gov, #Fhthttps://www.clevelandohio.gov/



