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KEY TAGS

ILC manufactures Key Tags for 
increased marketing exposure.

Many shapes and sizes to 
choose from.

Can be printed full color one
or both sides.

Can be printed with barcodes
and/or numbers for reference
on back or front.
(For more information on Key Tag sizes 

please visit our website www.intlam.com.)

All shown 75% actual size

All 75% actual size

101501

Esta tarjeta es personal
Al usar esta targeta el cliente acepta 

las condiciones establecidas en el contrato
tel. 555-5555

10078 Northwest First Court
Plantation, FLORIDA 33324

ph: 954.472.7975  fax: 954.472.7941
www.marksonchiropractic.com

10001

300001

Your Health Is Our Business
(619) 593-7000

FOR LOCATIONS AND INFO GO TO
www.whitesmileusa.com

W0001

KEY CARD/KEY TAG 
COMBO PACKS

ILC manufactures Key Card and
Key Tags together for the best
marketing value. 

Many combinations to choose from.

Can be printed full color one
or both sides.

Can be printed with barcodes
and/or numbers for reference
on back or front.
(For more information on Key Card sizes 

please visit our website www.intlam.com.)
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CARD CARRIERS AND
PERFORATED CARDS

Card Carriers and Perforated Cards 
for mailing can be manufactured to
size for your applications.

Both Cards and Holders can be 
printed by ILC.

FOLDOVER CARDS

Use Long Lasting Plastic Fold-Over Cards 
for quick reference material in a compact space.

-  Writable film on front for easy writing on plastic.

- Keep important information confidential when 
  folded.

- Credit Card size and thickness when folded.

- Slotted to fit current ID Cards.

35% Actual size

65% Actual size

MEDICAL
DATA CARD

Date of Birth:              /           /                   Blood Type:

Allergies:

Medications:

Physician:

Physician Phone:

Medical Comments:

MEDICAL
DATA CARD

Date of Birth:              /           /                   Blood Type:

Allergies:

Medications:

Physician:

Physician Phone:

Medical Comments:

MEDICAL
DATA CARD

Badge #:Name:

Address:

Home Phone:

Work Phone:

Emergency Contact:

Contact Phone #:

EFFECTIVE:

        /         /

 

   

         

incaseofemergency...

in case of emergency ...

…take me to Mount Sinai Hospital of Queens. As your doctor, I

want to be sure that you have excellent care always. In the event of a medical emergency,

it’s important to know what to do and where to go. I would like you to be taken to

the Emergency Department at the Mount Sinai Hospital of Queens. I have a strong

relationship with Mount Sinai Queens and can monitor your care there, either in the

Emergency Department or if you are admitted. Carry this card or key chain tag with you.

If you need emergency medical services, just show them your card or key chain tag and

they will know where to take you and how to reach me immediately.

I hope you'll never have an emergency, but if you do, you will have a first class team by

your side all the way – from paramedics, to professionals at Mount Sinai Hospital of

Queens and, of course, me, your doctor.

ucoma Consultation 
 

 Alana L. Grajewski, MD 
  Professor of Ophthalmology 

  Glaucoma Consultation/Referral 
 
University of Minnesota                 University of Miami 
Department of Ophthalmology       Bascom Palmer Eye Institute
 

Appointments: 612-625-4474 
                                  Office: 612-625-4400 
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Pediatric Glaucoma only: 

Bascom Palmer Eye Institute 
 900 NW 17th St 
 Miami, FL 33136

Adult & Pediatric Glaucoma:     

University of Minnesota  
Eye Center, 9th Floor                   
Phillips-Wangensteen Building 
516 Delaware St. SE                  
Minneapolis, MN 55455 

Glaucoma Consultations
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INSTRUCTIONAL
PLACEMATS

ILC manufactures long-life 12"x 16" Plastic
Placemats as well as Plastic Counter Mats
sized to fit any counter top 39"x100 ft.
Use Counter Mats to provide customers, 
clients and patients with important infor-
mation reducing large amounts of 
paper waste.

*The American Kidney Fund use Plastic 
Counter Mats shown below as a permanent 
Patient Consent and Release Form. 
The patient reads the mat with large text in 
English or Spanish then signs on an elec-
tronic surface placed over the "Signature/
Date Line" cutting printing costs and 
paper waste.

VISITOR’S PASSES

Use large and brightly colored Visitor’s 
Passesto denote visitor access privelages.

Any size including 8.5” x 11”.

More returns due to size.

Printed front and back in
multiple languages.

Color Coded.

Actual size 8.5” x 11”

65% Actual size

Actual size 12” x 16”

 

SUBCONTRACTOR
/ VENDOR

1-DAY
TEMPORARY

BADGE

®
reaching out
giving hope
improving lives

American Kidney Fund
6110 Executive Boulevard, Suite 1010

Rockville, Maryland 20852
1-800-638-8299 www.kidneyfund.org

Formulario de Consentimiento Para Pruebas Médicas, Autorización y Exención de Responsabilidad

La persona a continuación da su consentimiento para que se le hagan pruebas médicas por parte de American Kidney Fund (AKF) o su designado.
Eximo de toda responsabilidad o daños que puedan surgir de un accidente o un acto de acción u omisión que pueda ocurrir durante o después de 
hacer las pruebas médicas, incluyendo pero no limitado a, pruebas de sangre u otros exámenes o pruebas; o la transmisión o el uso de y la entrega
de información derivada de ahí en adelante incluyendo mi historia médica. También se entiende que:

 I. Los resultados derividos de las pruebas médicas, exámenes e historia médica son preliminares, sujetos a errores y no son 
  definitivos. Algunos de los resultados pueden indicar la necesidad de hacer exámenes más extensos por parte de un profesional de
  recibir atención médica adecuada.

 II. La responsabilidad para iniciar cualquier examen o prueba de sequimiento con un profesional de salud por problemas o anomalías
  identificadas por AKF o su designado durante o como resultado de las pruebas médicas es solamente mía y no del AKF o su designado.

 III. Autorizo a AKF o su designado para usar o compartir con terceras personas los resultados de mis pruebas médicas y mis datos de 
  salud para hacer estudios, preparar, reportar o llevar a cabo otras investigaciones de salud relacionadas. Entiendo que los resultados
  de mis pruebas o historia médica pueden ser usados o compartidos para investigaciones relacionadas con el diagnóstico y la 
  prevención de la falla renal y otras enfermedades relacionadas.

 IV. Entiendo que AKF tomará todas las precauciones apropiadas y necesarias para asegurar la condidencialidad y seguridad de mis 
  pruebas médicas, historia médica y cualquier estudio, reporte u otra investigación de salud derivada de los resultados de mis pruebas 
  e historia médica.

 V. Puedo revocar esta autorización en cualquier momento notificando a AKF por escrito; esta revocatoria se hará efectiva en la fecha
  de la notificación, excepto en el caso de que AKF ya haya actuado de acuerdo con dicha autorización.

 VI. Se me ha ofrecido una copia de este formulario de consentimiento, autorización y exención de responsabilidad.

 VII. Entiendo que AKF y su designado tienen el derecho de no hacerme pruebas médicas si no firmo este formulario.

Firma                                                          Nombre Completo                                                               Fecha           /           /           /         

®
reaching out
giving hope
improving lives

American Kidney Fund
6110 Executive Boulevard, Suite 1010

Rockville, Maryland 20852
1-800-638-8299 www.kidneyfund.org

Health Screening Consent, Release and Authorization Form

The undersigned hereby consents to health-screening tests to be performed by the American Kidney Fund (AKF) or its designee. I release and agree
to hold harmless AKF and its designee against any and all liability or damages that may arise from any incident or act of omission or commission 
that may occur during or at any time after the heath-screening tests, including but not limited to blood drawing or other examinations/tests, or from 
the transmittal or use and disclosure of the data derived therefrom including my health history data. It is further understood that:

 I. The results derived from screenings, examinations and my health history data are preliminary, subject to error, and are not conclusive.
  Some results indicate a need for a follow-up examination by a healthcare professional; no results should be interpreted as eliminating
  the need for appropriate medical care.

 II. The responsibility for initiating any follow-up examinations or tests with a healthcare professional for problems or abnormalities
   identified by AKF or its designee during or as a result of this heath-screening test is mine alone, and not that of the AKF or 
  its designee.

 III. I authorize AKF or its designee to use or release to third parties, including researchers, the results of my health-screening tests and
  health history data to conduct studies, prepare reports or perform other health-related research. I understand that my health-screening
  test results and health history data may be used or disclosed for research related to the diagnosis and prevention of kidney failure 
  and/or related diseases.

 IV. I authorize AKF or its designee to use or release to third parties, including researchers, the results of my health-screening tests, health 
  history data, and responses to questionnaires to conduct studies, prepare reports or perform other health-related research. I understand 
  that my health-screening test results, my health history data, and responses to questionnaires may be used or disclosed for research 
  related to the diagnosis and prevention of kidney failure and/or related diseases. I further authorize AKF, its designee or partner to use 
  or release to third parties, including researchers and organizations like AKF, my health-screening test results, my health history data, 
  and responses to questionnaires for purposes of treatment, treatment related services, follow-up contacts and satisfaction surveys.

 V. I understand that AKF will take every precaution appropriate and necessary to ensure the confidentiality and security of my health-
  screening tests, health history data and any studies, reports or the other heatlh-related research derived from the results of my health-
  screening tests and health history data.

 VI. I may revoke the authorization portion of this from (Section III) at any time by notifying AKF in writing, and it will be effective on
  the date notified, except to the extent that AKF has already acted upon such authorization.

 VII. I have been offered a copy of this signed Consent, Release and Authorization form.

 VIII. I understand that AKF and its designee have the right to deny health-screening tests if I do not sign this form.

Signature                                                          Printed Name                                                               Date           /           /           /         
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