
Date ___________________________ 

 

Volunteer Emergency Notification Form 
 

This information will be kept in a confidential place and used only in the case of an emergency 
while you are at work. 

Name  ________________________________________________________________  

 Address  ___________________________________________________________  

 City/State/Zip  ______________________________________________________  

Phone Number  _________________________________________________________  

Date of Birth  __________________________________________________________  

Name of Physician or Health Clinic _________________________________________  

 Address  ___________________________________________________________  

 Phone Number  ______________________________________________________  

Health Insurance Provider  ________________________________________________  

 Policy Number  ______________________________________________________  

Allergies  _____________________________________________________________  

Other Medical Information  _______________________________________________  

  __________________________________________________________________  

In Case of Emergency, Please Notify: 

1. Name ____________________________________ Relationship  ______________  

 Address  ___________________________________________________________  

 Phone ____________________________________during hours  ______________  

 Phone ____________________________________during hours  ______________  

2.   Name ____________________________________ Relationship  ______________  

 Address  ___________________________________________________________  

 Phone ____________________________________during hours  ______________  

 Phone ____________________________________during hours  ______________  
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