
Subscriber Enrollment 
and  Medical Profile  

Subscriberôs Name:  ___________________________________________________________ 
Subscriberôs Address: __________________________________________Unit #: __________ 
City, County, Zip: _______________________________ _________________ ____________ 
Subscriberôs Phone #: _______________________________ 
Complex Name: ______________________  Gated Community: Yes      No           

Personal Information:  

         Female Male Date of Birth: ___________________  Language: ________________ 

Medical Conditions/Problems:  

 

Mobility Using a Cane Using a walker Wheelchair Diabetic 

Past Stroke Prev. Heart Attack High Blood Pres. 

Vision 

Past Seizures 

Blind 

On Oxygen Hearing 

Preferred Hospital: _______________________________Phone #: _______________________ 
Primary Doctor: _________________________________ Phone #: _______________________ 

Responders:  Please add area codes  
   First Responder: 
   Name: _________________________________  Relationship: ______________________ 
   1st Phone: _________________ 2nd Phone: ___________________  3rd Phone:________________ 
 
   Second Responder: 
   Name: _________________________________  Relationship: ______________________ 
   1st Phone: _________________ 2nd Phone: ___________________  3rd Phone:________________ 
 
   Third Responder: 
   Name: _________________________________  Relationship: ______________________ 
   1st Phone: _________________ 2nd Phone: __________________  3rd Phone:_________________ 
 
   Fourth Responder: 
   Name: _________________________________  Relationship: ______________________ 
    1st Phone: _________________ 2nd Phone: _________________  3rd Phone: _________________ 

Once you have completed the form, please fax it to (801) 955-0336.   

 

Arthritis 


