
EMERGENCY INFORMATION 

YOUR NAME  _________________________________________________ 

                                   Last Name    First Name    Middle Name  

DATE OF BIRTH __________________________________________________________ 

HEALTH CARD NUMBER ___________________________________________________ 

BENEFITS COMPANY  _____________________________________________________ 

BENEFITS POLICY NUMBER  ________________________________________________ 

SPOUSE/PARTNER BENEFITS COMPANY ______________________________________ 

SPOUSE/PARTNER BENEFITS POLICY NUMBER _________________________________  

CONTACT INFORMATION 

Home Phone  ____________________Work Phone_________________ Cell Phone ________________ 

E-mail __________________________ Other__________________________________  

EMPLOYMENT INFORMATION 

Company/Firm ________________________________________________________ 

Address Suite _________________________________________________________ 

City,  Province,  Postal __________________________________________________  

NAME OF SUPERVISOR  _________________________________________________ 

SPOUSE CONTACT INFORMATION 

NAME OF SPOUSE/PARTNER  _____________________________________________ 

DATE OF BIRTH  ________________________________________________________ 

Home Phone ___________________  Work Phone__________________ Cell Phone________________  

E-mail ___________________________Other____________________________________  

YOUR SPOUSE/PARTNER EMPLOYMENT INFORMATION 

Company/Firm  ________________________________________________________ 

Address ______________________________________________________________ 

City,  Province,  Postal __________________________________________________ 

NAME OF SUPERVISOR  _________________________________________________ 

 



EMERGENCY NEXT OF KIN 

Name _____________________________________________________ 

Date of birth  ________________________ Relationship to you_____________________________  

Home ___________________ Work Phone___________________  Cell Phone________________ _ 

E-mail ____________________________ Other _________________________________________ 

 

MEDICAL POWER OF ATTORNEY 

 

Name _________________________________________ 

 

Date of birth  ________________________ Relationship to you_____________________________  

Home ___________________ Work Phone___________________  Cell Phone________________ _ 

 

E-mail ____________________________ Other _________________________________________ 

FINANCIAL POWER OF ATTORNEY 

 

Name _________________________________________ 

 

Date of birth  ________________________ Relationship to you_____________________________  

Home ___________________ Work Phone___________________  Cell Phone________________ _ 

 

E-mail ____________________________ Other _________________________________________ 

 

LAST WILL AND TESTIMONT 

 

My Will is located ________________________________________________________________ 

Lawyer Name ___________________________________________________________________ 

Lawyer Phone Number ___________________________________________________________ 

Lawyer Address _________________________________________________________________ 

ARE YOU AN ORGAN DONOR  (please circle one)     yes     no 

 

LIFE INSURNACE INFORMATION 

 

INSURANCE COMPANY ______________________________________________________ 

POLICY NUMBER ___________________________________________________________ 

 


