
Line of Duty Death or Serious Injury
Employee Emergency Contact Information Form
**Confidential**
This information that you provide below is confidential and will only be used in the event of serious injury or death in the line of duty. Please fill out the form as accurately and detailed as possible; in the event you are injured or killed during the execution of your duty, the information provided will be of extreme comfort to your family, employer and medical staff in following your wishes.

Please PRINT or TYPE all responses.

1. Personal Information: 
	First Name:
	     
	Middle: 
	     
	Last:
	     

	Address:
	     

	City/Town:
	     
	Province:
	 FORMDROPDOWN 

	Postal Code: 
	     

	Home Phone:
	      
	Cell Phone:
	     

	Date of Birth
	 FORMDROPDOWN 
    ,     

	Badge #: 
	     

	Allergies:
	     

	→ Detailed medical history should be attached to this form if necessary. 

	→ Please attach current photograph to this form (to be used in the event of LODD)


2. Family Information:

	Spouse/ Partner Name:
	     

	Address:  FORMCHECKBOX 
Same or:
	     

	City/Town:
	     
	Province:
	 FORMDROPDOWN 

	Postal Code: 
	     

	Home Phone:
	      
	Cell Phone:
	     

	Date of Birth
	 FORMDROPDOWN 
    ,     

	Employer: 
	     
	Work Phone:
	     

	Work Address:
	     


3. Children Information:

	Name: 
	     

	Date of Birth: 
	 FORMDROPDOWN 
    ,     

	Day Care/ School / Work:
	     
	Phone:
	     


	Name: 
	     

	Date of Birth: 
	 FORMDROPDOWN 
    ,     

	Day Care/ School / Work:
	     
	Phone:
	     


	Name: 
	     

	Date of Birth: 
	 FORMDROPDOWN 
    ,     

	Day Care/ School / Work:
	     
	Phone:
	     


	Name: 
	     

	Date of Birth: 
	 FORMDROPDOWN 
    ,     

	Day Care/ School / Work:
	     
	Phone:
	     


	Name: 
	     

	Date of Birth: 
	 FORMDROPDOWN 
    ,     

	Day Care/ School / Work:
	     
	Phone:
	     


4. Contact Information for key relatives (Parents, brother’s, sisters, in-laws)

	Name:
	     
	Relationship:
	     

	Address:  FORMCHECKBOX 
Same or:
	     

	City/Town:
	     
	Province:
	 FORMDROPDOWN 

	Postal Code: 
	     

	Home Phone:
	      
	Cell Phone:
	     

	Employer: 
	     
	Work Phone:
	     

	Work Address:
	     


	Name:
	     
	Relationship:
	     

	Address:  FORMCHECKBOX 
Same or:
	     

	City/Town:
	     
	Province:
	 FORMDROPDOWN 

	Postal Code: 
	     

	Home Phone:
	      
	Cell Phone:
	     

	Employer: 
	     
	Work Phone:
	     

	Work Address:
	     


	Name:
	     
	Relationship:
	     

	Address:  FORMCHECKBOX 
Same or:
	     

	City/Town:
	     
	Province:
	 FORMDROPDOWN 

	Postal Code: 
	     

	Home Phone:
	      
	Cell Phone:
	     

	Employer: 
	     
	Work Phone:
	     

	Work Address:
	     


	Name:
	     
	Relationship:
	     

	Address:  FORMCHECKBOX 
Same or:
	     

	City/Town:
	     
	Province:
	 FORMDROPDOWN 

	Postal Code: 
	     

	Home Phone:
	      
	Cell Phone:
	     

	Employer: 
	     
	Work Phone:
	     

	Work Address:
	     


	Name:
	     
	Relationship:
	     

	Address:  FORMCHECKBOX 
Same or:
	     

	City/Town:
	     
	Province:
	 FORMDROPDOWN 

	Postal Code: 
	     

	Home Phone:
	      
	Cell Phone:
	     

	Employer: 
	     
	Work Phone:
	     

	Work Address:
	     


	Name:
	     
	Relationship:
	     

	Address:  FORMCHECKBOX 
Same or:
	     

	City/Town:
	     
	Province:
	 FORMDROPDOWN 

	Postal Code: 
	     

	Home Phone:
	      
	Cell Phone:
	     

	Employer: 
	     
	Work Phone:
	     

	Work Address:
	     


	Name:
	     
	Relationship:
	     

	Address:  FORMCHECKBOX 
Same or:
	     

	City/Town:
	     
	Province:
	 FORMDROPDOWN 

	Postal Code: 
	     

	Home Phone:
	      
	Cell Phone:
	     

	Employer: 
	     
	Work Phone:
	     

	Work Address:
	     


If more room is required, please list on separate sheet.

Please CHECK and CIRCLE Yes and No answers.

5. If divorced, please provide the following information about your ex-spouse. 

	Name:
	     
	Relationship:
	     

	Address:  FORMCHECKBOX 
Same or:
	     

	City/Town:
	     
	Province:
	 FORMDROPDOWN 

	Postal Code: 
	     

	Home Phone:
	      
	Cell Phone:
	     

	Employer: 
	     
	Work Phone:
	     

	Work Address:
	     


Contact and notify my ex-spouse of injury or death:  FORMCHECKBOX 
Yes        FORMCHECKBOX 
 No

Personal Information & Wishes:
	Do you have a living will?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

	If so, where is it located? 
	     


	Are you an organ donor?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

	If so, is your family aware of your wishes?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


	In the event you are unable to communicate after a serious accident, do you wish any extraordinary efforts be used to prolong your life?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No 

	Or, do you prefer to leave that decision to a family member?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Whom would you like to make that decision? 
	     


Name of Physician / Family Doctor: 
	Name: 
	     

	Address: 
	     

	Work phone:
	     
	Cell Phone:
	     
	Fax:
	     


	In the event of your death, who would you prefer to notify your immediate family? 

	Name: 
	     

	Address: 
	     

	Home phone:
	     
	Cell Phone:
	     
	Work:
	     


Please list any preferences you may have regarding funeral arrangements:

	Funeral Home: 
	     

	Address: 
	     

	Phone:
	     
	Fax:
	     


Religious Site (Church, Synagogue etc):

	Name: 
	     

	Address: 
	     

	Phone:
	     
	Fax:
	     

	Presiding Clergy:
	     
	Second choice:
	     


	Cemetery: 
	     

	Has a plot / niche been purchased:  FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	If yes, indicate plot number: 
	     


	Do you wish to have a viewing / wake?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


	Are you a veteran of the Armed Forces?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	If so, do you wish a military funeral?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No


	Do you wish an EMS funeral if killed in the line of duty?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

	If you are killed while not on duty do you wish for an EMS funeral or a private service?

	 FORMCHECKBOX 
EMS Funeral     FORMCHECKBOX 
Private Service 


	Do you wish your remains be  FORMCHECKBOX 
Buried       FORMCHECKBOX 
Cremated?


	If you wish to be buried, do you prefer to be buried?

	 FORMCHECKBOX 
 In Dress Uniform            FORMCHECKBOX 
 In civilian Clothing

 FORMCHECKBOX 
Other:      


	Do you wish to have an open casket?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No


	If cremated, do you have any wishes regarding your remains  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	Details: 
	     


	Do you have any special religious requirements?

	     

	     

	     


List any preferences you have to serve as pallbearers:

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     







Do you have any songs/hymns that you wish to be played at your service?

	     

	     

	     

	     

	     


	Do you wish for a eulogy to be delivered:  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	If so, please indicated whom you wish to deliver it: 
	     


	Do you wish for flowers to be omitted in lieu of contributions to a charity? FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	If so, which charity? 
	     


	Do you have a will?  FORMCHECKBOX 
Yes          FORMCHECKBOX 
No

	Where is it located? 
	     


	Any other conditions or requirements no yet covered? 
	     

	     

	     

	     




Date:  FORMDROPDOWN 
    ,     
Name: (printed):_____________________________________________________

Signature:__________________________________________________________

This form will be placed in a sealed enveloped and kept in your personnel file labeled:

TO BE OPENED IN THE EVENT OF SERIOUS INJURY OR LINE OF DUTY DEATH.
You will be reminded annually to review every year and make appropriate changes if required.
Recent Photograph:
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