
 
 

WESTPORT CENTER FOR SENIOR ACTIVITIES 
(Please Print and Complete in full) 

       Today’s Date: ______________ 
    

Last Name:  __________________________    First Name: ____________________________ 
 

Address: ___________________________________   Apt. Number: ____________________ 
 

City/State/Zip:  _______________________________________________________________ 
 

Phone: _______________________________   Birth date: ____________________________ 
    Month/Day/Year  

 

Cell:  _____________________________ Email: ________________________________________ 

 
EMERGENCY CONTACTS 

 

Local Physician:  _______________________________ Phone:  ___________________________ 

 

Relative/Neighbor/Friend to Contact in Case of Emergency: 
 

1. ___________________________   ____________________     ________________________ 
Name    Relationship   Phone 

        ________________________ 
Cell 

2. ___________________________   ____________________      ________________________ 
Name    Relationship   Phone 

         ________________________ 
Cell 

Please write any additional health issues and medicines you may wish to share with the staff in case of an emergency. 

(All information will be kept confidential.) 
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