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Officer / Employee Information for Critical
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.  
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 of your injury: _______________________________________
________________________________________________________________________
Do you have advanced medical directives:    ___ YES     ___ NO (State of Wisconsin recognizes living will or durable power of attorney for healthcare)

Signature ___________________________  Date ________________                                                
rev 04-11-13
