
This is part of the Neuro Challenge Foundation for Parkinson’s Medical Safety Guide.  
For additional Parkinson’s resources and information, visit NeuroChallenge.org.
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Medical Contacts 
Update this form whenever contact information, healthcare providers, or emergency contacts change. 
Keep a current copy with the Parkinson’s Medical Safety Guide and bring it to medical appointments, 
emergency visits, hospital stays, and other healthcare encounters.

Parkinson’s Neurologist
Name:_____________________________________________________________________________________________________________________

Medical Affiliation or Hospital:_________________________________________________________________________________________

Phone:____________________________________________________________________________________________________________________

Email:_____________________________________________________________________________________________________________________

Parkinson’s Care Provider / Advanced Practice Provider (APP)
Name:_____________________________________________________________________________________________________________________

Medical Affiliation or Hospital:_________________________________________________________________________________________

Phone:____________________________________________________________________________________________________________________

Email:_____________________________________________________________________________________________________________________

Primary Care Physician
Name:_____________________________________________________________________________________________________________________

Medical Affiliation or Hospital:_________________________________________________________________________________________

Phone:____________________________________________________________________________________________________________________

Email:_____________________________________________________________________________________________________________________

Pharmacy
Name:_____________________________________________________________________________________________________________________

Address:_____________________________________________________________________________________________________________ _____

Phone:____________________________________________________________________________________________________________________

Email:_____________________________________________________________________________________________________________________

Additional Medical Contact
Name:_____________________________________________________________________________________________________________________

Specialty / Role:__________________________________________________________________________________________________________

Medical Affiliation or Hospital:_________________________________________________________________________________________

Phone:____________________________________________________________________________________________________________________

Email:_____________________________________________________________________________________________________________________


