
 

 

GLOBAL HEALTHCARE SERVICES, LLC. 
Joint Commission Accredited 

 
 

 
1726 Reisterstown Road, Suite 212- Pikesville, Maryland 21208 

Tel: 443-501-3204/ 443-501-3643 Fax: 443-501-3043 

EMERGENCY CONTACT FORM 
CLIENT’S NAME   __________________________________________________ DOB __________________ 
 
CLIENT’S PHONE NUMBER: ___________________________________SOC. SEC. # ________________________ 
 
GENDER _________        AGE _______  RACE _________  MA# ___________________________________ 
CLIENT’S TELEPHONE NUMBER: ________________________________________________ 
CLIENT’S ADDRESS: ____________________________________________________________________________ 
 
CITY: _______________________________ STATE: ______________________ ZIP CODE ___________________ 
IS CLIENT ON MEDICATION □ YES                           □ NO   IF YES, LIST MEDICATIONS 
________________________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________ 
NAME OF PARENT OR GUARDIAN IF APPLICABLE: _____________________________________________________________ 
ADDRESS: _______________________________________________________________________________________________ 
CITY____________________________________ STATE___________________ ZIP CODE______________________________ 
TELEPHONE NUMBER _____________________________________________________________________ 
SPECIAL INSTRUCTIONS OR RESTRICTIONS________________________________________________________________________ 
EMERGENCY CONTACTS 

1. NAME_________________________________ RELATIONSHIP: ______________________________ 
TELEPHONE # ____________________   WORK #_______________________________ 
ADRESS_____________________________________________________________________________ 
CITY_____________________________________ STATE_______________________ ZIP CODE ______ 

2. NAME_________________________________ RELATIONSHIP: ______________________________ 
TELEPHONE # ____________________   WORK #_______________________________ 
ADRESS_____________________________________________________________________________ 
CITY_____________________________________ STATE_______________________ ZIP CODE ______ 

3. NAME_________________________________ RELATIONSHIP: ______________________________ 
TELEPHONE # ____________________   WORK #_______________________________ 
ADRESS_____________________________________________________________________________ 
CITY_____________________________________ STATE_______________________ ZIP CODE ______ 

ARE YOU ALLERGIC TO ANY OF THE FOLLOWING? 

□ MEDICATION  □ YES                □ NO       IF YES, EXPLAIN ____________________________________________ 
□ FOOD    □ YES                □ NO        IF YES, EXPLAIN ____________________________________________            
□ INSECTS/BUGS   □ YES                □ NO       IF YES, EXPLAIN ___________________________________________ 
 
CLIENT/PARENT OR GUARDIAN SIGNATURE: _________________________________________________ DATE___________ 
GHC STAFF SIGNATURE _______________________________________________DATE: ___________________ 
 

 


