
PRINT LAST NAME 

NAME: 

Home Phone 

Home Phone 

STAFF EMERGENCY NOTIFICATION FORM 

PERSONAL INFORMATION 

LAST FIRST 

Postion at Mclean Personal Cell Phone # 

Medical Insurance Company Insurance ID # 

EMERGENCY CONTACT INFORMATION 

Emergency Contact Full Name Relationship 

Cell Phone Email/Address 

Emergency Contact Full Name Relationshlp 

Cell Phone Email/ Address 

, MEDICAL INFORMATION 
PHYSICIAN'S 
NAME: 

Medication 
Allergies: 

Food Allergies: 

Medical Condtions: 

Home Medications: 

Additional information: 

PHONE: 

M.I. 

Date of Birth 

In the event of an emergency if a responsible person cannot be reached, I hereby give permission to transport, 
hospitalize, secure proper treatment and order injection, anesthesia, or surgery. 

Print Name 

Signature 

Date: 




