OFFICER / EMPLOYEE INFORMATION FOR 

ON-DUTY INJURIES & MEDICAL EMERGENCIES

This information is confidential and will be used ONLY in the event the officer/employee is injured on duty OR suffers from a medical emergency while on duty AND is unable to give specific instructions him/herself.  This information will be kept sealed, but available to on-duty supervision for use in emergency situations only.  The on-duty supervisor will make every effort to adhere to the wishes of the employee when making a notification.  The on-duty supervisor will, however, need to consider ALL the circumstances of the situation when making the notification decision.  Of primary concern will be the urgency of the situation and the necessity of getting a family member to the hospital quickly.  
Employee: ________________________________________________________________
Hospital preference: _________________________________________________________
Primary physician: __________________________________________________________
Known medical conditions: _____________________________________________________
________________________________________________________________________________________________________________________________________________
Medications: ______________________________________________________________
________________________________________________________________________________________________________________________________________________Allergies: _________________________________________________________________
________________________________________________________________________
Primary person to be contacted: _________________________________________________
Relationship: ______________________________________________________________
Contact number:
________________________________________________________
Contact address: ____________________________________________________________
Secondary contact: __________________________________________________​​​​​​________
Relationship: ______________________________________________________​​________
Contact number: ____________________________________________________________
Contact address: ____________________________________________________________
Person(s) you would like to do the notification: _______________________________________
________________________________________________________________________
Do you have advanced medical directives:    ___ YES     ___ NO (State of Wisconsin recognizes living will or durable power of attorney for healthcare)

Signature ___________________________  Date ________________

