
Instructions: 
•Please fill out a section of this form for every member of  
   your family. Each Envelope of Life can hold information  
   for up to three people. 
•If applicable, attach your Do Not Resuscitate (DNR) Form  
   to this document. 
•Place it in the attached envelope. 
•Secure it to the outside of your refrigerator. 
•Update it whenever any aspect of your medical  
   condition changes. Examples include: 
 - Change in dosage, addition, deletion of  
   any medication 
 - New diagnosis of medical condition 
 - You discover an allergy to a medication 
 - Physician change 
•To receive more envelopes of Envelopes of Life, please  
   contact the SRFD Headquarters at 625-9400. 
 
 
 
 
 
 

Thank you for requesting an  

Envelope of Life! 
 
 
 

Our firefighters and paramedics are trained to look  
for this vital document during medical emergencies. 

 
 
 

Santa Rita Fire District 
1285 W. Camino Encanto, Green Valley, AZ 85622 

Phone (520) 625-9400 • FAX (520) 625-7122 
 

 
Leading the way with Compassion, Competence and Character since 1975  

Family Member #3 

Name _______________________________________________________ 

Address    Date of Birth________________ 

_________________________________ Age _______________________ 

_________________________________ Sex         Male         Female 

Nearest relative _______________________________________________ 

Emergency Contact (if different) __________________________________ 

     Phone ____________________________________________________ 

Primary MD ______________________ Phone _____________________ 

Specialist _________________________ Phone _____________________ 

Do Not Resuscitate (DNR) Order Attached?         Yes          No 

Medical History Details 

 Cardiac ___________________________________________ 

 Diabetes ___________________________________________ 

 High Blood Press. ___________________________________________ 

 Respiratory ___________________________________________ 

 Seizures ___________________________________________ 

 Stroke ___________________________________________ 

 Other ___________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

Medications & Dosages 

_________________________________  ___________________________ 

_________________________________  ___________________________ 

_________________________________  ___________________________ 

_________________________________  ___________________________ 

Allergies to Medications 

_________________________________  ___________________________ 

_________________________________  ___________________________ 

Hospital Choice #1 _____________________     #2 __________________ 

 

Date Envelope of Life filled out: _________________________________ 



Family Member #1 

Name _______________________________________________________ 

Address    Date of Birth________________ 

_________________________________ Age _______________________ 

_________________________________ Sex         Male         Female 

Nearest relative _______________________________________________ 

Emergency Contact (if different) __________________________________ 

     Phone ____________________________________________________ 

Primary MD ______________________ Phone _____________________ 

Specialist _________________________ Phone _____________________ 

Do Not Resuscitate (DNR) Order Attached?         Yes          No 

Medical History Details 

 Cardiac ___________________________________________ 

 Diabetes ___________________________________________ 

 High Blood Press. ___________________________________________ 

 Respiratory ___________________________________________ 

 Seizures ___________________________________________ 

 Stroke ___________________________________________ 

 Other ___________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

Medications & Dosages 

_________________________________  ___________________________ 

_________________________________  ___________________________ 

_________________________________  ___________________________ 

_________________________________  ___________________________ 

Allergies to Medications 

_________________________________  ___________________________ 

_________________________________  ___________________________ 

Hospital Choice #1 _____________________     #2 __________________ 

 

Date Envelope of Life filled out: _________________________________ 

Family Member #2 

Name _______________________________________________________ 

Address    Date of Birth________________ 

_________________________________ Age _______________________ 

_________________________________ Sex         Male         Female 

Nearest relative _______________________________________________ 

Emergency Contact (if different) __________________________________ 

     Phone ____________________________________________________ 

Primary MD ______________________ Phone _____________________ 

Specialist _________________________ Phone _____________________ 

Do Not Resuscitate (DNR) Order Attached?         Yes          No 

Medical History Details 

 Cardiac ___________________________________________ 

 Diabetes ___________________________________________ 

 High Blood Press. ___________________________________________ 

 Respiratory ___________________________________________ 

 Seizures ___________________________________________ 

 Stroke ___________________________________________ 

 Other ___________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

Medications & Dosages 

_________________________________  ___________________________ 

_________________________________  ___________________________ 

_________________________________  ___________________________ 

_________________________________  ___________________________ 

Allergies to Medications 

_________________________________  ___________________________ 

_________________________________  ___________________________ 

Hospital Choice #1 _____________________     #2 __________________ 

 

Date Envelope of Life filled out: _________________________________ 


