
EMERGENCY HEALTH INFORMATION 
CARD APPLICATION 

For electronic application, please e-mail this signed application and photo ID to information@guamlsc.org. 

Ver. 04/23/2022 

Please print clearly 

FULL NAME (Last, First, Middle) DATE OF BIRTH (Month / Day / Year) 

PHYSICAL ADDRESS: (House/Apt No., Street, City) State Zip Code 

MAILING ADDRESS: (Box No., Street, City) State Zip Code 

In case of emergency, please list the name(s) of the individual(s) you would like to be notified: 
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 LAST NAME RELATIONSHIP CONTACT NUMBER(S) 

FIRST NAME MIDDLE INITIAL 
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 LAST NAME RELATIONSHIP CONTACT NUMBER(S) 

FIRST NAME MIDDLE INITIAL 
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 LAST NAME RELATIONSHIP CONTACT NUMBER(S) 

FIRST NAME MIDDLE INITIAL 

Please provide the following information: (Use the back of this form for additional information) 

CONDITIONS/DISABILITY:___________________________________________________________________________ 

MEDICATION(S):  

1. 2. 

3. 4. 

ALLERGIES: ______________________________________________________________________________________ 

 

Where would you like your Emergency Health Card delivered to?  Please check one. 
 I will pick it up at GLSC-DLC, 434 W O'Brien Dr Ste 102, Hagatna from Monday-Friday between 8:00am-5:00pm.
 Please send to my mailing address. 

This application is made for the emergency health card which will be made available without charge and is made 
voluntarily by the applicant.  No information provided on this application will be maintained.   

I understand that with Guam Legal Services Corporation – Disability Law Center (GLSC-DLC) providing me this card, 
it does not make me a client of GLSC-DLC nor does it create any form of confidential relationship between myself and 
GLSC-DLC. 

mailto:information@guamlsc.org


_____________________________________________     _____________________________   __________________ 
PRINT NAME        SIGNATURE                                        DATE   

ADDITIONAL INFORMATION:  

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

CONDITIONS/DISABILITY: 

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

MEDICATIONS: 

ALLERGIES: 

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

Card design example.

FRONT  BACK 

       PHOTO REQUIREMENTS 

 Color photo

 Clear image of face. Up to shoulders.

 Have someone else take your photo. No selfies.

 Use plain background

 JPG file format

 Scanned file of existing photo is acceptable.
2x2 inches (51 x 51mm). *Scanned. Not pictured*


	FULL NAME Last First Middle: 
	DATE OF BIRTH Month  Day  Year: 
	PHYSICAL ADDRESS HouseApt No Street City: 
	State: 
	Zip Code: 
	MAILING ADDRESS Box No Street City: 
	State_2: 
	Zip Code_2: 
	LAST NAME: 
	FIRST NAME: 
	MIDDLE INITIAL: 
	LAST NAME_2: 
	FIRST NAME_2: 
	MIDDLE INITIAL_2: 
	CONTACT NUMBERSRELATIONSHIP_2: 
	LAST NAME_3: 
	FIRST NAME_3: 
	MIDDLE INITIAL_3: 
	CONTACT NUMBERSRELATIONSHIP_3: 
	CONDITIONSDISABILITY: 
	1: 
	2: 
	3: 
	4: 
	ALLERGIES: 
	PRINT NAME: 
	DATE: 
	ADDITIONAL INFORMATION 1: 
	ADDITIONAL INFORMATION 2: 
	CONDITIONSDISABILITY 1: 
	CONDITIONSDISABILITY 2: 
	ALLERGIES 1: 
	ALLERGIES 2: 
	Text1: 
	Text2: 
	Text3: 
	CONTACT NUMBERSRELATIONSHIP: 
	Text5: 
	Text4: 
	Text6: 
	Check Box5: Off
	Check Box6: Off
	Text7: 
	Text8: 
	Text9: 
	Text10: 


