
 

Leelanau County Medical Awareness Update 
 

In the event of a disaster, public or medical emergency, some residents in the community may need special atten-
tion because of transportation problems or physical impairments.  Furthermore, in instances of medical emergen-
cies, the information below may help trained personnel in providing vital treatment and medical assistance.  

 

If you haven’t done so already, please fill out and return this form to the address below. 
 
PERSONAL INFORMATION 
 
Address: ____________________________________________________________________________________________________ 
 
Cross Street / Landmarks: ______________________________________________________________________________________ 
 
Township: ___________________________________________________________________________________________________ 
      
Phone Number(s): _____________________________________________________________________________________________       
  
Person Needing Assistance: ____________________________________________________________________________________                                                                                            

Last                                                                     First       
                       

MEDICAL INFORMATION      
        
Chronic Problems: _____________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________  
 
Allergies: ____________________________________________________________________________________________________ 
 
Medications: ________________________________________________________________________________ 
 
SPECIAL ASSISTANCE REQUIRED 
 

       � Hearing Impaired        � Wheel Chair/ Walker / Cane        � Sight Impaired        � Confined to Home/ Bed/ Crutches                                           
 
Oxygen in Use:      _____ Yes   _____No 

 
               EMERGENCY CONTACT INFORMATION                                   PHYSICIAN INFORMATION     
                                                           
Name ______________________________________________        Name_________________________________________________    
                  
Phone ______________________________________________       Phone_________________________________________________     
                
Name  ______________________________________________       Name_________________________________________________   
                  
Phone ______________________________________________       Phone________________________________________________                   

 
RELEASE OF INFORMATION 

 

I Hereby Authorize the release of all or part of such information as may be necessary to ensure my safety, treatment and well being in 
the event of a medical emergency, disaster or public emergency. 

 
___________________________________________________________________          _____________________________________ 
                                           Signature                                                                                                                 Date 

 

Return to: Emergency Management     8525 E Government Center Dr.      Suttons Bay, MI 49682 


