
Nacogdoches Treatment Center Emergency Policy 

If a Medical Emergency arises with a client, the Nacogdoches Treatment Center staff will try to contact 

the person listed on the Emergency Contact Information Form. 

If the Nacogdoches Treatment Center is unable to reach the Emergency Contact Person listed an 

ambulance will be called and the client will be transpohed to the Emergency room. 

Nacogdoches Treatment Center staff will not be responsible to go with the client to the Emergency 

room. The Emergency Contact Information Form, List of Medication Form and the Advance Directive 

Form will be given to the EMT's to accomp1;1ny the client to the hospital. 

I have read and understand the information above 

Client Date 

Legal Caretaker Date 



Emergency Information Form 

Client Name 
---------------------------

Date of Birth ____________ Age ______ Sex ______ _ 

Insurance Information 
·------------------------

Physicians Name -----'-------------'---'Phone# ______ _ 

Emergency Contact. ____________ _;Relationship _______ _ 

Phone Numbers 
--------------------------

If Caregiver is not available, 

Contact: Phone# Work# 
----------- -------- ------

Cell# ______ Relationship to Client: _______________ _ 

Hospital Preference ________________________ _ 

Medical Conditions 
------------------------

Medications: Dose and Frequency 

Allergies ___________________________ _ 

Glasses Dentures Hearing Aides 
------ ------- --------

Height Weight Build __________ _

Hair Color _______ Eye Color ______ Skin tone ______ _ 

Other identifying features: _____________________ _ 

DNR in place Yes ____ _ No 
-----
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