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CRITICAL INCIDENT NOTIFICATION FORM

CONFIDENTIAL

EMPLOYEE NAME: 





Last



First

Middle

EMPLOYEE ADDRESS: 

EMPLOYEE HOME PHONE NUMBER: 

Religious Affiliation: 
Contact Number: 

The information you provide in this form will be used only in case of a life-threatening emergency.  Please take the time to fill it out accurately because the data you provide will be of extreme importance should it be needed during an emergency situation.  If you do not feel comfortable providing all the information which is requested, please complete those portions you do feel comfortable with, seal this form in an envelope and return it to a supervisor in the OIC’s Office.  The envelope will only be opened in case of a life- threatening emergency.
NOTIFICATION SEQUENCE

(1)
Name: 


Relationship: 


Address: 





Home Phone number: 





Employer: 

Employer Address: 


Work Schedule/Hours: 


Employer Phone #: 


Cell Phone or Pager Contact Number: 




Additional information:(Optional: Medical conditions/Special Circumstances, 


etc.): 


(2)
Name: 


Relationship: 


Address: 





Home Phone number: 





Employer: 

Employer Address: 


Work Schedule/Hours: 


Employer Phone #: 


Cell Phone or Pager Contact Number: 




Additional information:(Optional: Medical conditions/Special Circumstances, 


etc.): 


(3)
Name: 


Relationship: 


Address: 





Home Phone number: 





Employer: 

Employer Address: 


Work Schedule/Hours: 


Employer Phone #: 


Cell Phone or Pager Contact Number: 




Additional information:(Optional: Medical conditions/Special Circumstances, 


etc.): 


If you are divorced, please provide the following information about your ex-spouse if you feel it is pertinent:

Name: 

Address: 

Phone:   Home: (
)
Work: (
)

Do you want your ex-spouse notified by a law enforcement representative:








           
 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
 No

Do you have minor children living with your ex-spouse?     
 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
 No

Names and Ages of minor children if applicable:

Who would you like to make the emergency notification to your family in case of serious injury or death?  (This sequence will be honored if at all possible.  If time is crucial, and one of these persons cannot be located rapidly, notification will be made by the quickest means possible to ensure the least emotional trauma to your family.)
 (1)
Name: 
Contact numbers: 


Address: 


(2)
Name: 
Contact numbers: 


Address: 


(3)
Name: 
Contact numbers: 


Address: 


(4)
Name: 
Contact numbers: 


Address: 


Please indicate which department employee you wish to act as a liaison officer between your family and the Dane County Sheriff’s Office in the event of your death.  (Please consider talking with your family and designating who you wish to be the primary contact person with the Sheriff’s Office liaison officer.)

 (1)
Name: 
Contact numbers: 


Address: 


(2)
Name: 
Contact numbers: 


Address: 



Sworn Personnel:

Do you wish to have a law enforcement funeral?
 
 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
 No

Non-Sworn Personnel:

Do you wish to have a formal law enforcement 

presence at your funeral?




 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
 No

Are you a veteran of the U.S. Armed Services?

 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
 No

If you are entitled to a military funeral as 

determined by the Department of Veterans 

Affairs, would you wish to have one?


 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
 No

Many professional organizations will pay benefits in the event of serious injury or death.  Do you belong to any such organizations?  Please list each organization with your membership number if applicable.  If you choose not to list this information in this area, please make sure your family is aware of this information.

Do you have a current will?





 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
 No

Does a family member or friend know its location?


 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
 No

If not, please indicate location or tell a family member its location: 

Medical information:

Blood type: 
Would you wish to be an organ donor? 

Do you have any medical allergies? 

Primary medical care provider? 


Are there any special requests or directions you would like followed in the event of  your death?

Employee Signature: 
 Date completed: 
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