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FAMILY EMERGENCY FORM

(Based on a template developed by Susan Berry, wife of a Navy Commanding Officer)


	EMERGENCY CONTACTS   

	Who do you want notified should something occur to you such as serious injury or death?  List the contacts in order of preference (i.e. the contact in #1 will be notified first, etc.)

	
	#1
	#2
	#3

	Name
	
	
	

	Address
	
	
	

	Phone
	
	
	

	Cell Phone/Pager
	
	
	

	E-mail
	
	
	

	Relationship


	
	
	


	   A. Is there a clergy person you would want to be with you?   FORMCHECKBOX 
YES    FORMCHECKBOX 
 NO

	  Name:

      
	
	Phone:
	
	Religious preference:
	

	     b. Is there anyone you would prefer NOT to have with you?  FORMCHECKBOX 
YES    FORMCHECKBOX 
 NO  

	Please specify: 
	


	DOCTOR INFORMATION

Please list below any medical providers that may need to be contacted to coordinate your emergency care.
	
	
	

	
	Family Member #1

Name: ________________
	Family Member #2

Name: ________________
	Family Member #3

Name: 

________________
	Family Member #4

Name: ________________
	Family Member #5

Name: ________________
	Family Member #6

Name: ________________

	Primary Care Doctor (name/address
/phone)
	
	
	
	
	
	

	Specialists/Other Doctors (name/address/
phone)
	
	
	
	
	
	


 What additional information do you feel will be helpful in serving you during a time of need?

	CHILDREN   (List all children, including foster and step-children, etc.)

	
	NAME
	DATE OF BIRTH
	SCHOOL

(Include city of school)
	GRADE
	Childcare provider & #
	Known Allergies/

Medical Conditions

	Child #1
	
	
	
	
	
	

	Child #2
	
	
	
	
	
	

	Child #3
	
	
	
	
	
	

	Child #4
	
	
	
	
	
	

	1.  Should something occur to you or spouse, such as serious injury or death, list in order of preference a neighbor, friend, or relative in the local area whom you would like to care for your children until a family member can take over.


	
	PREFERENCE 1
	PREFERENCE 2

	Name
	
	

	Address
	
	

	Phone
	
	

	Cell Phone/Pager
	
	

	E-mail
	
	

	Relationship
	
	

	  a. Are the persons listed above aware of the responsibilities?    FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	  b. Would these same persons provide care during any short-term illness? (less than 72 hours)   FORMCHECKBOX 
YES    FORMCHECKBOX 
NO


	If no, please give the name and phone number of someone who can provide short term care for your children:

	Name
	
	Address
	

	Phone
	
	Cell Phone/Pager
	
	

	2.  Does anyone (friend or relative) have signed authorization (for minor care) or a medical Power of Attorney (for major care) for treatment of minor children in case you cannot be contacted?    FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

	If yes, is the applicable document filed in the minor child’s medical record?    FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

	If not filed in the medical record, specify name and phone number of the person who has signature authorization or access to the Power of Attorney:

	Name
	
	Phone
	

	Cell Phone/Pager
	
	E-mail
	

	3.  If for some reason you would be unable to care for your children, are there any special instructions (i.e. special medications, doctors care, security blanket or favorite toy, allergies, etc.) concerning the care of your children.  What the children’s routine is for the week--activities and school: where, when for each child.  Name of pets and any medications, food , and routine of animals. Vet’s information for pets



	4.  Does anyone, friend or neighbor, have access to your home so that items can be obtained for your children?   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

	If yes, who?  
	
	Phone:
	
	Cell Phone/Pager:
	


