
Tenant Information Sheet

Name____________________________ Marital Status ______ Sex _____ DOB ___________ Age _____

Address: ______________________________________________________________Apt. #__________

Phone #: ______________________ Soc Sec #: ____________________Medicare #________________

Insurance: ___________________________________________________________________________

Person to Notify in the Event of an Emergency: 

Name____________________________________________Relationship: _______________ 

Cell Number: ______________   Home Number: ______________ Work Number: _________________

Address: ____________________________________________________________

Email: _________________________________

Others to Notify in the Event of an Emergency: 

Name____________________________________________Relationship: _______________ 

Cell Number: ______________   Home Number: ______________ Work Number: _________________

Address: ____________________________________________________________

Email: _________________________________

Person Responsible for Financial Matters: _______ Self _______ Others

If Other: Name: ___________________________________ Relationship: _________________________

Address: ______________________________________________________________________

Home Number: ___________________________________Work Number: __________________

Guardian/Conservator: _____________________________ Phone Number: _______________________

Power of Attorney: ________________________________ Phone Number: _______________________

(Please provide copies of legal documentation of guardianship/conservatorship/POA)



Diagnoses: _______________________________________________________________________

Allergies: _________________________________________________________________________    

Primary Physician: ______________________Phone#: ___________________ Fax#: ________________

Dentist: ______________________________ Phone#: ___________________ Fax#: ________________

Cardiologist: _______________________________Phone#: ________________Fax#: ____________

Ophthalmologist/Optometrist: __________________Phone#: _________________ Fax#: _________  

Other Providers/Physicians : __________________Phone#: __________________ Fax#: ____________

Preferred Hospital: _____________________________ Phone #: _______________________

Pharmacy: _______________________________ Phone #: __________________  Fax #:_____________

Funeral Home (if known): ________________________________ Phone #:________________________

Church/Religion Preference: _____________________________________________________________

Hobbies/Likes: ______________________________________________________________________

Previous Occupation: _________________________________________________________________

Veteran/Branch Of the Military: ________________________



Medications

Over-the-Counter, Herbal and Prescribed Medications/Special Treatments

Medication Dose Frequency Route Prescriber Reason 
Used

Pharmacy
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