
          
                   Williamsport Volunteer Fire Company, Inc. 

                       2 Brandy Drive / Post Office Box 422 
                        Williamsport, Maryland 21795 

                                Station (301)223-9500 Fax (301)223-6122             
                                          
 

Interoffice Correspondence 
 
 

Date: May 17, 2005 
To: All Personnel 
From: Capt. Lewis 
Ref: Accountability Identification 
 
In order to update everyone’s account information and to issue the new County 
identification system tags, please complete the included information and place into my 
mail bin.  In addition, you can email me the following information to 
klewis2622@myactv.net. 
 
Basic Information: 
 
Last Name: _______________ First Name:  ____________ Middle Initial:  _____ 

Address:  _________________________   ___________   ______   ____________ 
                Street                                City            State           Zip code 
 
Telephone:  _______________   _________________   __________________ 
                                Home                    Work                         Mobile / Cell 
 
Rank:  _________ Date of Birth:  ___________ Date of Membership:  ___________ 

 
Certifications: EMS State Identification Number: ___________ 
 
FFI: ___ FFII: __ FOI: __ FOII: __ FOIII: __ FOIV: __ EMSOI: __ 

EMT: ___ CRT: ___ CRT/I: ___ EMT-P: ____ Probationary: _____ Driver: ______ 

HMAwareness:  ___ HMOps: ___ HMTech: ___ HMSpecialist: _____ HMOfficer: _____ 

RescueTech: ______ Rescue Specialist: _____ RescueSafetyOfficer: _______ 

Incident Safety Officer: _______ Instructor: I, II, III   Inspector: I, II 

 

Medical Information: 
 
On Back of Page! 
 



 
 
Medical Information: 
 
Organ Donor: Yes  / No 

Allergies: 

______________________________________________________________________

______________________________________________________________________ 

 

Medical History: 

Short Term: 

______________________________________________________________________

______________________________________________________________________ 

Long Term: 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 

Medications: 

 

 

 

Blood Pressure: _______________ Pulse Rate: _______________    

Blood Type: ___________________ Physician: ______________  ________________ 
    Name   contact number 
 
Emergency Contact Information: 

Primary Name ___________________________ Number ___________________ 

Secondary  Name ___________________________ Number ___________________ 

 
 
   


