
EMERGENCY NOTIFICATION INFORMATION SHEET 
Chaperone’s Copy 

 
Name: _______________________________________________________  Date of Birth: ________________________ 
 
Address __________________________________________________________________________________________ 
 
 City _______________________________ State ____ Zip ___________________________________ 
 
Daytime Telephone Number: ________________________  Evening Telephone Number __________________________ 
 
In case of emergency, notify: 
 Name: ____________________________________ Phone: _______________________________________ 
 Relationship _______________________________ Cell Phone: ____________________________________ 
        Pager:________________________________________ 
 
 Alternate Contact: 
 Name: ____________________________________ Phone: _______________________________________ 
 Relationship _______________________________ Cell Phone: ____________________________________ 
        Pager:________________________________________ 
 
Allergies to: _____________________________________________________________________________________ 
   Medication__________________ Penicillin______________ Aspirin_______________ 
  Other (Specify)____________________________________ 
List Current Medications: ______________________________________________________________________________ 
Any medical conditions or other information we should be aware of:_____________________________________________ 
 

EMERGENCY NOTIFICATION INFORMATION SHEET 
Cecil County Fair Office Copy 

 
Name: _______________________________________________________  Date of Birth: ________________________ 
 
Address __________________________________________________________________________________________ 
 
 City _______________________________ State ____ Zip ___________________________________ 
 
Daytime Telephone Number: ________________________  Evening Telephone Number __________________________ 
 
In case of emergency, notify: 
 Name: ____________________________________ Phone: _______________________________________ 
 Relationship _______________________________ Cell Phone: ____________________________________ 
        Pager:________________________________________ 
 
 Alternate Contact: 
 Name: ____________________________________ Phone: _______________________________________ 
 Relationship _______________________________ Cell Phone: ____________________________________ 
        Pager:________________________________________ 
 
Allergies to: _____________________________________________________________________________________ 
   Medication__________________ Penicillin______________ Aspirin_______________ 
  Other (Specify)____________________________________ 
List Current Medications: ______________________________________________________________________________ 
Any medical conditions or other information we should be aware of:_____________________________________________ 
 


