EMPLOYEE EMERGENCY CONTACT RECORD

Michigan Department of Community Health

EMPLOYEE INFORMATION:

	Employee Name (Last, First, Middle Initial)

     
	Employee ID Number

     

	Home Address (No. & Street, Apt. No.)

     
	Work Phone Number

     

	City

     
	State
  
	ZIP Code

     
	Home Phone Number

     

	Hospital, Center, Office or Division

     

	Work Location (City and Building)

     


PRIMARY EMERGENCY CONTACT:

	Contact Person Name

     
	Relationship

     

	HOME Phone Number

     
	WORK Phone Number

     
	CELL Phone Number

     


SECONDARY EMERGENCY CONTACT:

	Contact Person Name

     
	Relationship

     

	HOME Phone Number

     
	WORK Phone Number

     
	CELL Phone Number

     


INFORMATION INDICATED BELOW IS FOR EEO REPORTING PURPOSES ONLY

	RACE

 FORMCHECKBOX 
 American Indian
 FORMCHECKBOX 
 Asian or Pacific              FORMCHECKBOX 
 Black           

 FORMCHECKBOX 
 Hispanic
 FORMCHECKBOX 
 White          


	GENDER

 FORMCHECKBOX 
 Male                                   FORMCHECKBOX 
 Female




This form is used to update records and to assure that proper contacts are made in the event of an emergency.  All information will be kept strictly confidential.

INSTRUCTIONS:

· Please complete this form and submit to your agency Personnel/Human Resources office.

Thank you for your assistance.
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