College of Micronesia - FSM

Appendix X. Emergency Contact Form

EMPLOYEE INFORMATION

Name SS# DOB
Permanent Home Address Current Home Address
Contact # Contact #
Physician’s Name & Number:
(optional)
IN CASE OF EMERGENCY

Primary Contact: Relationship
Primary Address: State Zip

Country
Phone: Home Work Cell
Secondary Address: State Zip

Country
Phone: Home Work Cell
Secondary Contact: Relationship
Primary Address: State Zip

Country
Phone: Home Work Cell
Secondary Address: State Zip

Country
Phone: Home Work Cell

Additional information that may be helpful in the event of an emergency:

Please complete form and return to Human Resources Office. To be kept in the employee’s file.
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