@ NURSING

“latvarsiy | 1S LANDS Emergency Contact Information

This information will be extremely important in the event of an accident or medical emergency.
Please be sure to complete all information, sign and date this form.

STUDENT

Last Name: First Name: Ml:
Personal E-mail:

Home Phone: Cell Phone:

Address (Street, City, State, Zip Code):

PRIMARY EMERGENCY CONTACT

Last Name: First Name: Ml:
Relationship:

Personal E-mail:

Home Phone: Cell Phone: Work Phone:

Address (Street, City, State, Zip Code):

SECONDARY EMERGENCY CONTACT

Last Name: First Name: Ml:
Relationship:

Personal E-mail:

Home Phone: Cell Phone: Work Phone:

Address (Street, City, State, Zip Code):

Preferred Local Hospital:

Health Insurance Provider Name:

Comments - include any special medical or personal information you would want to emergency care provider to know,
or special contact information:

Student Signature: Date:
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