
BRS EMERGENCY INFORMATION FORM
PERSONAL INFORMATION:	 CLASS_________________________	 CAR #_________________________

Your Name_______________________________________________________________________________________________________
Phone #:________________________________________________________ Birth Date:____________________ Sex: _____M   ______ F
Address:_ _______________________________________________________________________________________________________
City:______________________________________________________________________  State:_________  Zip:___________________
Driver License #:_________________________________________________  Social Security#:___________________________________

EMERGENCY CONTACT:

Name:__________________________________________________________________________________________________________
Phone:__________________________________________________________  Relation:________________________________________
Address:_____________________________________________  Physical Address:____________________________________________
City:______________________________________________________________________  State:_________  Zip:___________________
Name:__________________________________________________________________________________________________________
Phone:__________________________________________________________  Relation:________________________________________
Address:_____________________________________________  Physical Address:____________________________________________
City:______________________________________________________________________  State:_________  Zip:___________________

HEALTH INSURANCE:

Company Name:_____________________________________ 	 Company Name:_____________________________________
City:_________________________________State:_________ 	 City:_________________________________State:_________
Policy #:___________________ Phone:___________________ 	 Policy #:___________________ Phone:_ _________________

Blood Type:______________	 Contacts:  Yes: _____    No:_____                                Dentures:  Yes_____     No_____

Medicine Allergic To:	 Medicine Now Taking:
1_________________________________________________ 	 1_ ________________________________________________
2_________________________________________________ 	 2_ ________________________________________________
3_________________________________________________ 	 3_ ________________________________________________
4_________________________________________________ 	 4_ ________________________________________________
5_________________________________________________ 	 5_ ________________________________________________

PERSONAL PHYSICIAN:	 SPECIAL NOTES
Name:_____________________________________________ 	 _ _________________________________________________
Address:_ __________________________________________ 	 _ _________________________________________________
City:_______________________________________________ 	 _ _________________________________________________
State:______________________________________________ 	 _ _________________________________________________
Phone:_____________________________________________ 	 _ _________________________________________________

NOTE:	NO ONE MUST LEAVE AN EMERGENCY MESSAGE ON AN ANSWERING MACHINE.
	 CONTACT MUST BE MADE TO PERSON DIRECTLY.

NOTE:	Deposit this information in an envelope marked on front “EMERGENCY INFORMATION:
	 TO WHOM IT MAY CONCERN”.

EMPLOYMENT:	 Company Name:__________________________________________
	 Contact Person:  __________________________________________  	 Phone #:_________________________

EMERGENCY MEDICAL HELP/CARE MAY BE GIVEN AS DEEMED NECESSARY.

SIGNATURE:_ ________________________________________________________________________________________         
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