	
	EMPLOYEE EMERGENCY 
CONTACT INFORMATION



	PLEASE PRINT OR TYPE (Attach extra pages as necessary.)

	YOUR NAME

	EMPLOYEE ID #


	AGENCY # / NAME

	DIVISION / SECTION / UNIT


	WORK LOCATION

	WORK PHONE (Please include area code)


	IMMEDIATE SUPERVISOR’S NAME 


	SUPERVISOR’S WORK PHONE (Please include area code)



	EMERGENCY NOTIFICATIONS


List information below regarding persons whom you wish to be notified in the event of an injury, illness, or emergency:
	NAME OF CONTACT


	RELATIONSHIP



	STREET ADDRESS

	CITY, STATE  ZIP


	PHONE # (DAY)
	PHONE # (NIGHT)


	NAME OF CONTACT


	RELATIONSHIP



	STREET ADDRESS


	CITY, STATE  ZIP



	PHONE # (DAY)
	PHONE # (NIGHT)


	PHYSICIAN’S NAME


	PHONE #




	SIGNATURE (Please sign and date this form.  You do not need to sign if submitting via email, email submission represents signature.)


If you have a medical condition that may require immediate first aid, you may choose to provide this information to the appropriate person(s) in your work area.  With your permission, Human Resources or the Safety Officer in your agency can help identify and inform appropriate person(s) about you first aid needs.  Medical information is confidential.  It is your decision and responsibility to inform others of your medical condition.
	EMPLOYEE SIGNATURE
	
	DATE



