YOUR PARENTING COMMUNITY

%‘% well baby center’ FAMILY DISASTER PLAN

well baby center:

YOUR PARENTING COMMUNITY
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IDENTIFICATION INFORMATION
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IN THE EVENT OF A LIFE THREATENING EMERGENCY
DIAL 911
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$fé well baby center

YOUR PARENTING COMMUNITY

IMPORTANT FAMILY RECORDS

Important Work Numbers:

Employer 1:
Name:
Phone:
Supervisor:
Supervisor Phone:

Employer 2:
Name:
Phone:
Supervisor:
Supervisor Phone:

Emplyer 3:
Name:
Phone:
Supervisor:
Supervisor Phone:

Attach any workplace policies and
procedures to this form.

Important School and Day Care Numbers:

School 1:
Child’s Name:
School Name:
Teacher Name:
Phone:

School 2:
Child’s Name:
School Name:
Teacher Name:
Phone:

School 3:
Child’s Name:
School Name:
Teacher Name:
Phone:

File a copy of each school’s emergency policy
behind this form in your Disaster Plan Notebook.

Social Security Numbers:

Name: Number:

Number:

Number:

Number:

Attach photocopies of each social security card.

Important Vehicle Information:

Vehicle 1:
License Plate:
VIN Number:
Loan:
Insurnce:
Vehicle 2:
License Plate:
VIN Number:
Loan:

Insurnce:

Attach copies of vehicle registration forms and a
photo of each vehicle.




YOUR PARENTING COMMUNITY

%ﬁ% well baby center’

EMERGENCY NUMBERS &
INFORMATION

Emergency Telephone Numbers:

In a life-threatening emergency, dial 911.
Police (home):

Police (work):

Police (school):

Fire:

Sheriff:

Important Medical Numbers:

Important Family and Friends:

Doctor

Name:

Doctor

Name:
Pediatrician
Name:

Medical Equipment:
Name:

Account Number:
Pharmacy:
Name:

Hospital:

Name:

Phone:

Phone:

Important Insurance Numbers:

Home:
Company:
Number:

Policy Number:
Auto:
Company:
Number:

Policy Number:
Health:
Company:
Number:

Policy Number:

Attach a copy of at least the first page of each policy.




9% well baby center® EMERGENCY FAMILY MADICAL&

ﬁ YOUR PARENTING COMMUNITY

IDENTIFICATION INFORMATION

Family Member 1
Name:

Driver’s License Number:
Allergies:

Medications:

Medical Conditions & History:

Date of Birth:

Organ Donor:

Family Member 2
Name:

Driver’s License Number:
Allergies:

Medications:

Medical Conditions & History:

Date of Birth:

Organ Donor:

Family Member 3
Name:

Driver’s License Number:
Allergies:

Medications:

Medical Conditions & History:

Date of Birth:

Organ Donor:

Family Member 4

Name:

Driver’s License Number:
Allergies:

Medications:

Medical Conditions & History:

Date of Birth:

Organ Donor:
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