
CATTARAUGUS ALLEGANY RESPONSE EFFORT
   C.A.R.E. Enrollment Form 

 
 
 

TODAYS DATE 
 
 
 
LAST NAME      FIRST NAME      MI  
 
 
HOME ADDRESS:     CITY    STATE   ZIP 
 
 
HOME TELEPHONE:   ALTERNATIVE NUMBER WHERE YOU CAN BE REACHED 
 
 
 
BIRTH DATE: BIRTH PLACE : SEX:   HEIGHT:     WEIGHT:   EYES COLOR HAIR COLOR 
 
 
DRIVERS LICENSE NO:   STATE ISSUED EXPERATION DATE   BLOOD TYPE:  
 
 
SOCIAL SECURITY NO:  MEDICAL ID:   MEDICAL ID: EXPERATION DATE 
   
 
PROFESSION OR OCCUPATION:      
 
   
EMPLOYER’S NAME        
(If unemployed, give last employer) 
 
 
EMPLOYER’S ADDRESS      CITY  STATE   ZIP 
       
 
BUSINESS TELEPHONE:  
 
 
 
 
 
ADDITIONAL QUALIFICATIONS:      OTHER INFORMATION 
 
 
 
 
 
 
 
Give names of SPOUSE and CHILDREN.  If none give NEXT OF KIN, with relationship 
 
 
ARE YOU A    DATE OF      NATURALIZATION 
U.S. CITIZEN:    NATURALIZTION:     CERTIFICATE NO: 
            

You will be contacted to verify your enrollment and determine how can best help the county in a time of emergency or urgent need. 
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