PERSONNEL FILE 

EMERGENCY MEDICAL INFORMATION

The following information is being requested for your personnel file in order to be accessed in the event of a medical emergency while you are at work.  Any of the information provided below is voluntary.  You may choose not to provide any /or all of the information but please be sure to sign/date the designated area if you decline to provide information.  All information provided will be kept confidential in your file and would only be provided to emergency first responders in the event of a medical emergency.  
	


    
   
 I decline giving any medical emergency information.                 
Employee Name:  ___________________________________________________________________
Date of Birth:  _____________________

Emergency Contact Name:  __________________________________________________________
Emergency Contact Phone Number:  __________________________________________________
Blood type:  ____________________
Date of last tetanus shot: _________________________
Allergies (food, medications, insects, other):  ____________________________________________  __________________________________________________________________________________

Existing Medical Conditions (asthma, heart disease, diabetes, seizures, etc.):    ____________________________________________________________________________________________________________________________________________________________________
Any chronic conditions and/or medications related to these conditions which are not mentioned above:  ____________________________________________________________________________  __________________________________________________________________________________

Any important family medical history appropriate for emergency responders:  __________________________________________________________________________________
__________________________________________________________________________________
Circle any that apply:
Wear contact lenses

Dentures / Partial plate





Hearing Aids


Pacemaker




Other:  _____________________________________

Physician Name:  ________________________
Phone Number:  __________________________
Insurance Company:  _____________________
Policy Number:  __________________________
Employee Signature:  ____________________________________   Date:  ____________________
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