
Emergency Contact Information

Name: ________________________________________________

Phone #: ______________________________________________

Patient Information

Name: ______________________________________________

Address: ____________________________________________

Phone #: ___________________________________________

Allergies

No Known Allergies or ________________________

Transplant Information

Date of Transplant: __________________________________

Transplant Center Name: ____________________________

Doctor (contact asap): ______________________________

Facility Name: _______________________________________

Facility Address: _____________________________________

Telephone #: ________________________________________

After Hours #: _______________________________________

Attention: This patient had a kidney transplant and needs life-saving
DAILY medication to prevent rejection of the kidney or they can die.
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