
Emergency Contact Information Form 
This information will be extremely important in the event of an accident 

or medical emergency. 

Please be sure to sign and date this form

Name: ________________________________________________________________________________________
   Last    First      MI  

Phone:  
Home: ________________________________  Cell: ______________________________

Home Email Address: __________________________________________________________

Address: _____________________________________________________________________________________
 Street        City          State   Zip Code 

Primary Emergency Contact Name: _______________________________________________________  
Last      First      

Relationship: ______________________________  

Phone:  
Home: ________________________    Cell: ______________________    Work: _______________________

Secondary Emergency Contact Name: ___________________________________________________  
Last      First      

Relationship: ______________________________  

Phone:  
Home: ________________________    Cell: ______________________    Work: _______________________

Preferred Local Hospital: __________________________________________________________________   

Parent
Signature: _______________________________________________   Date: ______________________

Special Conditions, Disabilities, Allergies, or Medical Information for Emergency Situations:
 _____________________________________________________________________
 _____________________________________________________________________ 
 _____________________________________________________________________ 
 _____________________________________________________________________ 
 _____________________________________________________________________  

Child's

Please bring this completed form with you on the first day of camp.
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