
 
www.juliedbrunopsyd.com  

{2421 Hollywood Blvd, Suite 1A, Hollywood FL 33020 * (P) 954 881 1129 * (F) 954 923 9190} 

 

 
Emergency Contact Information 

 
Client’s Name ________________________________________________________________________________ 
 
Therapist’s Name ____________________________________________________________________________ 
 
Known Allergies/Medical Conditions: 
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 
 
Primary Care Physician: 
 
Name:  _______________________________________  Telephone: __________________________ 
 
Primary Emergency Contact: 
 
Name: _________________________________________________________________________________________ 
Relationship: _________________________________________________________________________________ 
Cell Phone: ___________________________________________________________________________________ 
Other Phone: _________________________________________________________________________________ 
 
Do we have your permission to contact in emergency?   Yes ___    No ___ 
 
Alternative Emergency Contact: 
 
Name: _________________________________________________________________________________________ 
Relationship: _________________________________________________________________________________ 
Cell Phone: ___________________________________________________________________________________ 
Other Phone: _________________________________________________________________________________ 
 
Do we have your permission to contact in emergency?   Yes ___    No ___ 
 
 
_________________________________________________________________________________________________ 
Signature of Client or Guardian                                                                                          Date 
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