COMMUNITY COLLEGE OF PHILADELPHIA
EMERGENCY CONTACT / HEALTH INFORMATION

Location: __________________________________

Date:______________________________________
Organization:_______________________________

In order to be prepared, should an emergency or other need arise, all participants in this off-campus trip must provide the following information.  All information will be kept in the strictest confidence with a Student Life Administrator and Advisor/chaperone attending the event as listed ____________________________________________________________ ( name of administrator/advisor)  and the College’s Security office and the Dean’s office, S1-10. 

Please Clearly Print

Name: _______________________________________________________


(Last)


(First)


(Middle)

Address: ______________________________________________________


      (Street and Apt. #)


   ______________________________________________________


       (City)


(State)


(Zip)

  
   ________________________________________________


       (Phone numbers – Home/work/cell#)

Emergency Contact Information:


Primary Contact: _________________________________________




     (Full Name)



Relationship: ______________________________________



Phone Numbers: _________________  __________________





      (Daytime)

        (Evening)

    _________________  __________________





      (Cell #)

       


Secondary Contact:  ________________________________________




         (Full Name)



Relationship: _______________________________________



Phone Numbers: _________________  ___________________





     (Daytime)

         (Evening)

    _________________  __________________





      (Cell #)
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COMMUNITY COLLEGE OF PHILADELPHIA

EMERGENCY CONTACT / HEALTH INFORMATION

Health Information:

    A.
I will be taking the following medication(s) while on this trip (both prescription


and over-the-counter):


_________________________________________________________


_________________________________________________________

B. I am making the following medical/health conditions known to the retreat organizers which will be kept in confidence and only released to others 

should a medical/health need arise:

_________________________________________________________

_________________________________________________________

_________________________________________________________

Other Information


If there is any other information that in your opinion you believe may affect your

full and active participation in this retreat and would like to bring to the attention of the retreat coordinators, please note below.


__________________________________________________________


__________________________________________________________


__________________________________________________________


__________________________________________________________
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