TEACHING FAMILY HOMES OF UPPER MICHIGAN

1000 Silver Creek Rd,

Marquette, MI  49855

EMPLOYEE PERSONAL PROFILE

The information requested in this questionnaire is confidential, and is not to be used for any purpose other than during an actual emergency or for record clearances..  The contents of this questionnaire and a recent photograph shall be kept in a secure area, and shall not be accessed unless in the case of an actual emergency.  

______________________________________________________________________________________________

PERSONAL INDENTIFYING INFORMATION:

Employee: ___________________________________________________________________________________

Nicknames or other names used:__________________________________________________________________

Employment location: ___________________________________________________________________________

Permanent residence address: _____________________________________________________________________

Phone number: _________________________________________________________________________________

Secondary residence: ____________________________________________________________________________

Phone number: _________________________________________________________________________________

Other employment, if applicable: ___________________________________________________________________

Date of birth  _______/_____/______
Place of birth: ______________________________________________

 Mother’s name: __________________________

Race: ______________  Sex:____________ Complexion;_______________________________________________

Height: ____________ Weight: __________ Hair color: __________________ Eye color:_____________________

Scars/marks/tattoos:____________________________________________________________________________

Are your fingerprints on file with the company? ________________________________________________________

Is a current photograph on file with the company?______________________________________________________

MEDICAL INFORMATION:

Blood type: _____________    Allergic to:  __________________________________________________________

Medical condition requiring treatment or medication: ____________________________________________________________________________________________________________________________________________________________________________________________

Medication required: ____________________________   Dosage: ________________________________________

Personal physician: ______________________________  Phone: _________________________________________

Address: _______________________________________________________________________________________

______________________________________________________________________________________________

AUTHORIZATION FOR THIS AGENCY TO RELEASE CONFIDENTIAL INFOMAITON IN THE EVENT OF AN EMERGENCY SITUATION REQUIRING TREATMENT:

Signature: ______________________________________________  Date: ________________________________

PERSONS TO CONTACT IN CASE OF EMERGENCY:

Name: __________________________________________________ Phone: ________________________________

Address: ________________________________________________ Relationship:___________________________

Name: __________________________________________________ Phone: _______________________________

Address: ________________________________________________ Relationship:___________________________

Name: __________________________________________________ Phone: ________________________________

Address: ________________________________________________ Relationship: ___________________________

 FORMCHECKBOX 
  I refuse to provide this information

    _____________________________________

_________________________________

     signature                                                


 date

