 (
[Insert Company Name/Logo Here]
)Employee
Emergency Details 
Form

The information that is provided on this form is strictly confidential and will only be used to assist the first aiders, paramedics, nurses and doctors in case of an accident or medical emergency while at work.

Employee Details
	FULL NAME
	

	DOB
	




Medical Contact Information
	DOCTORS NAME
	

	PHONE
	

	PRIVATE HEALTH COVER
	YES  /  NO
	AMBULANCE COVER
	YES  /  NO

	DO YOU SUFFER WITH ANY MEDICAL CONDITIONS? PLEASE LIST 

	

	

	DO YOU HAVE ANY MEDICATION THAT NEEDS TO BE ADMINISTERED IF HAVING A MEDICAL EPISODE? IF YES, PLEASE GIVE DETAILS

	

	

	DO YOU HAVE AN ALLERGY THAT IS NON MEDICAL? (BEES, FOOD)  IF YES, PLEASE GIVE DETAILS

	

	

	ARE YOU ALLERGIC TO ANY MEDICATIONS? IF YES, PLEASE GIVE DETAILS

	

	

	DO YOU KNOW YOUR BLOOD GROUP?
	

	PLEASE LIST ANY MEDICATIONS YOU CURRENTLY TAKE

	

	


                                                                                 

Emergency Contact Details
	FULL NAME
	

	RELATIONSHIP
	

	CONTACT PHONE
	



	FULL NAME
	

	RELATIONSHIP
	

	CONTACT PHONE
	






Signature of Employee 	_______________________________  

Date				______/______/______


*Please see a First Aid Officer if you need any assistance to fill in this form.





*Office Use Only
To be reviewed every 6 months.
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