TEACHING FAMILY HOMES OF UPPER MICHIGAN
FAMILY SUPPORT PROGRAM

Designated Contact
	

	

	I,
	     
	, would like the following person(s) contacted by Family  

	Support Program staff should I become ill, have an accident, if my whereabouts are unknown and for purposes of follow-up for 

	the period ending
	     
	(date). My signature authorizes the Family Support Program staff to contact the 

	persons that I have named as designated contacts and to exchange information specifically concerning the situation at hand. I will tell each person that I have given their name and number to Family Support Program and that I give them permission to share information for the reasons described above.

	

	1. EMERGENCY CONTACT

	Name

	     

	Street Address
	City

	     
	     

	Phone Number
	Relationship to You

	(   )      
	     

	

	2. EMERGENCY CONTACT

	Name

	     

	Street Address
	City

	     
	     

	Phone Number
	Relationship to You

	(   )      
	     

	

	3. EMERGENCY CONTACT


	Name

	     

	Street Address
	City

	     
	     

	Phone Number
	Relationship to You

	(   )      
	     

	

	Client Signature
	Date

	
	     

	FSW Worker Signature
	Date

	
	     


