Date _____________                                                           CI Emergency Information Card
Name _______________________________________________

Personnel Email _______________________________________
Physician (if applicable)_________________________________
Phone _______________________
Date of last – Physical ___________ 
Tetanus _____________
TB ___________________

Allergies _________________________________________________________________________

Medications ______________________________________________________________________

Health Concerns __________________________________________________________________ 

Person(s) to notify in case of emergency (at least one should be out of state)
1. _______________________________________ Relationship_____________________________
Ph _______________
Ph _______________ 
Email ____________________________________

2. _______________________________________ Relationship_____________________________
Ph _______________
Ph _______________ 
Email ____________________________________
