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EMERGENCY FORM

COMMUNITY SERVICES 
Senior Services

P E R S O N A L   I N F O R M A T I O N
NAME DATE OF BIRTH

LAST FIRST

ADDRESS PHONE

CITY VILLAGEZIPSTATE

P R I M A R Y   E M E R G E N C Y   C O N T A C T
CONTACT NAME RELATIONSHIP

ADDRESS

HOME PHONE

CITY ZIP

ALTERNATE PHONE

NO CHANGES DECLINED TO STATE

E-MAILSTATE

S E C O N D A R Y   E M E R G E N C Y   C O N T A C T
CONTACT NAME RELATIONSHIP

ADDRESS

HOME PHONE

CITY ZIP

ALTERNATE PHONE

NO CHANGES DECLINED TO STATE

E-MAILSTATE

I AUTHORIZE CITY OF IRVINE STAFF TO CONTACT ABOVE PERSON FOR 
ADDITIONAL INFORMATION OR IN AN EMERGENCY. YES NO

SIGNATURE

FOR OFFICE USE ONLY

STAFFC-1 REGISTRATION C-2 REGISTRATION OUTREACH DATE COMPLETED
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EMERGENCY FORM

HOSPITAL/MEDICAL GROUP

D O C T O R   I N F O R M A T I O N
PRIMARY PHYSICIAN PHONE

NO CHANGES DECLINED TO STATE

CITY ZIPSTATE

INSURANCE COVERAGE

MEDI-CALMEDICARE SENIOR HMO OTHER

PROVIDE MEDICAL INFORMATION (Example: heart condition, arthritis, diabetes, disabilities, etc.)

MEDICATIONS TREATMENT FOR MEDICATIONS TREATMENT FOR

1.

2.

3.

5.

6.

7.

ADVANCED HEALTH CARE DIRECTIVE

YES NO

M E D I C A L   I N F O R M A T I O N

4. 8.

NEW

NEW

NEW

NEW

NEW

NEW

NEW

NEW
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	PrivacyStatementAllResult: The City of Irvine takes your privacy seriously.  This form asks you to provide the City with certain personal information. Such information is being requested and will be utilized by the City for the specific and limited purpose of future City correspondence regarding the subject-matter of this form. Pursuant to Measure S, an initiative ordinance passed by City voters in 2008, all information provided on this form will be kept confidential. Unless you expressly indicate to us otherwise or unless compelled by a court order, it will not be shared with other agencies, businesses or individuals.
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