MEDICAL/EMERGENCY NOTIFICATION

PLEASE FILL OUT COMPLETELY PRIOR TO THE FIRST DAY OF CLASS

NAME _ DATE
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EMERGENCY NOTIFICATION o .‘ ,

IN THE EVENT OF DEATH, INJURY, OR SUDDEN ILLNESS WHILE IN CLASS, | HEREBY REQUEST PERSONNEL OF THE DEPARTMENT
OF JUSTICE TO NOTIFY THE PERSON(S) LISTED BELOW.

NAME

RELATIONSHIP DAY PHONE HOME PHONE

NAME

FIELATIONSHIP DAY PHONE HOME PHONE

OTHER IMPORTANT MEDICAL INFORMATION

STUDENT'S SIGNATURE 4 DATE
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