
Información básica
Nombre: __________________________________

Dirección: _________________________________

__________________________________________

__________________________________________

__________________________________________

Teléfono: __________________________________

__________________________________________

Persona para hablarle en emergencias: ___________

__________________________________________

__________________________________________

__________________________________________

Alergias: ___________________________________

__________________________________________

__________________________________________

Enfermedades u operaciones anteriores: _________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

Números telefónicos del médico: _______________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

Números del seguro médico: __________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________


