SY 2018-19
PLEASE WRITE LEGIBLY.  RETURN TO PRINCIPAL’S OFFICE WHEN COMPLETE.
Department Of Education
EMPLOYEE INFORMATION FOR EMERGENCY PURPOSES

The information that you provide on this form is submitted voluntarily.  It will be used by your hiring school/office administrator and/or designated staff to make reasonable attempts to contact a family member or other individual you designate as an immediate contact person in the event of an emergency.  The intent of the use of this form is to provide emergency assistance.  It is your responsibility to keep the information updated and current. For any changes to the information, you must complete and submit a new form and provide it to your administrator.  You determine what and how much information you provide at your discretion.
NAME
(Last, First, M.I.): _____________________________________________________________________
						
Date of Birth (MM/DD/YY): ________________________________ 

1ST Preferred Phone: ____________________________    2nd Phone: _____________________________

Home Address: ________________________________________________________________________

City: ______________________________    State: HI	Zip Code: ______________________________ 

Mailing Address: ________________________________________________________________________

City: ______________________________    State: HI	Zip Code: ______________________________

Personal Email address (optional) __________________________________________________________

PERSON(S) TO NOTIFY IN CASE OF AND EMERGENCY:


Contact #1 – Name & Relationship: _________________________________________________________

	         1st preferred Phone: ________________________   2nd /Business No. ___________________


Contact #2 - Name & Relationship: _________________________________________________________

	         1st preferred Phone: ________________________   2nd /Business No. ___________________
CONTINUE ON BACK OF FORM----->

HEALTH INFORMATION
I am providing the following information in order that, should an emergency occur in which I require emergency medical  attention, responding emergency personnel will be aware of vital information that may be critical to assist me.

If a situation requires that I must be transported to a hospital, I wish to be taken to the following:

Emergency Unit at ( Name of Hospital):__________________________________________________

Contact #1 – Physician: ____________________________________ Phone No._____________________

Contact #2 – Physician: ____________________________________ Phone No._____________________

Medications currently being taken:  ________________________________________________________

_____________________________________________________________________________________

Current Health conditions:  _______________________________________________________________

_____________________________________________________________________________________

Current Allergies:  ______________________________________________________________________

_____________________________________________________________________________________

Other information:  _____________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

I UNDERSTAND THAT I AM VOLUNTARILY PROVIDING ALL INFORMATION ON BOTH SIDES OF THIS FORM TO ASSIST ME DURING AN EMERGENCY.  I FURTHER UNDERSTAND THAT MY PRINCIPAL, ADMINISTRATOR, OR DESIGNEE, TO WHOM I PROVIDED THIS INFORMATION, MAY RELEASE THIS INFORMATION TO RESPONDING EMERGENCY PERSONNEL.  THIS INFORMATION IS ONLY TO BE USED IN THE EVENT OF AN EMERGENCY.

____________________________________________________		        _____________________________
Employee Signature							         Date
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