            
   
       STUDENT EMERGENCY INFORMATION

                                                                   NAME OF STUDENT ORGANIZATION_______________________________________________________________
PERSONAL INFORMATION:

           NAME__________________________________________________________________________________________________





(LAST)



(FIRST)


                                (MI)


                 ADDRESS________________________________________________________________________________________________________






                  
(STREET)


                  ________________________________________________________________________________________________________________


(CITY)




 (STATE)



(ZIP CODE)


                  HOME PHONE (_________)_______________________________WORK PHONE(__________)__________________________________
                    SOCIAL SECURITY NUMBER____________________________________________

                    MEDICAL INSURANCE COMPANY_________________________________________ POLICY NUMBER___________________________

PERSON TO CONTACT IN CASE OF AN EMERGENCY:


             NAME___________________________________________________________________________________________________________




(LAST)



  (FIRST)


(RELATIONSHIP TO STUDENT)

                    ADDRESS_______________________________________________________________________________________________________







                  (STREET)


                      ______________________________________________________________________________________________________________


    (CITY)




   (STATE)



   (ZIP CODE)

                      HOME PHONE (________)___________________________ WORK PHONE(_________)_______________________________________

DO YOU HAVE ANY MEDICAL PROBLEMS THAT WE NEED TO KNOW ABOUT? 
                      YES__________________  NO_________________  
                 IF YES, PLEASE EXPLAIN:____________________________________________________________________________________________
                  _________________________________________________________________________________________________________________

DO YOU HAVE ANY ALLERGIES?

              YES__________________ NO____________________

                   IF YES, PLEASE EXPLAIN:__________________________________________________________________________________________

                   _________________________________________________________________________________________________________________

ARE YOU TAKING ANY MEDICATION?

                 YES_____________________  NO______________________
                  IF YES, PLEASE EXPLAIN___________________________________________________________________________________________

                    ________________________________________________________________________________________________________________

 SIGNATURE_______________________________________________________________________ DATE ___________________________
