
 
EMPLOYEE EMERGENCY CONTACT FORM 

 
Name _____________________________________________________DOB:__________________ 

Department ______________________ SSN#_____________________ Employee #____________ 

Personal Contact Info: 

Home Address_____________________________________________________________________ 

City, State, ZIP ___________________________________________________________________ 

Home Telephone # ___________________________ Cell # _______________________________ 

Emergency Contact Info: 

(1) Name____________________________________Relationship__________________________ 

Address _________________________________________________________________________ 

City, State, ZIP ___________________________________________________________________ 

Home Telephone # ___________________________ Cell # _______________________________ 

Work Telephone # ____________________________ Employer ___________________________ 

(2) Name____________________________________Relationship__________________________ 

Address _________________________________________________________________________ 

City, State, ZIP ___________________________________________________________________ 

Home Telephone # ___________________________ Cell # _______________________________ 

Work Telephone # ____________________________ Employer ___________________________ 

Medical Contact Info: 

Doctor Name  ___________________________________ Phone # _________________________ 

Dentist Name ____________________________________ Phone # _________________________ 

Medical Info: 

Allergies________________________________________________________________________ 

Blood Type_______________________________________________________________________ 

Additional_______________________________________________________________________ 


