EMPLOYEE EMERGENCY CONTACT FORM

EMPLOYEE NAME EMPLOYEE ID
SSN POSITION
PHONE 1
PHONE 2
ADDRESS
EMAIL

DATE COMPLETED

CONTACT 1 NAME RELATIONSHIP
PHONE 1 PHONE 2
ADDRESS

CONTACT 2 NAME RELATIONSHIP
PHONE 1 PHONE 2
ADDRESS

COMMENTS Please provide details fo any medical or personal info you would wish to be shared with an Emergency Care Provider.

ALLERGIES

ALLERGIES TO MEDICATIONS

MEDICATIONS CURRENTLY TAKEN

OTHER

MEDICAL CONTACT INFO

DOCTOR NAME PHONE
DENTIST NAME PHONE
PREFERRED HOSPITAL PHONE

The above information has been provided voluntarily, and | authorize contact on my behalf in the event of an emergency.

EMPLOYEE

SIGNATURE DATE

SUBMIT COMPLETED REC'D DATE
FORM TO BY REC'D


https://goo.gl/GiiDNd

DISCLAIMER

Any arficles, femplates, or information provided by Smartsheet on the welbsite are for
reference only. While we strive to keep the information up to date and correct, we make no
representations or warranties of any kind, express or implied, about the completeness,
accuracy, reliability, suitability, or availability with respect to the welbsite or the information,
artficles, templates, or related graphics contained on the website. Any reliance you place on
such information is therefore strictly at your own risk.
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