	U.S. Coast Guard

Sector Miami

Admin Form 001
	EMERGENCY EVACUATION CONTACT FORM

Sector Miami


	INFORMATION REQUIRED BY THE PRIVACY ACT OF 1974

	AUTHORITY:
	Title 5, U.S.C. 5701-5742; Title 37, U.S.C. 404-427, and E.O. 9397

	PRINCIPAL PURPOSE:
	Used for reviewing, approving, accounting and disbursing for official travel, SSN is used to maintain a numerical identification system for individual claims.

	ROUTINE:
	To substantiate claims for reimbursement for official travel.

	DISCLOSURE:
	Voluntary. Failure to furnish information requested may result in total or partial denial of amount claimed.

	MEMBER INFORMATION

	Name:  
	EMPLID:

	Duty Station:       
	WkPh       
	WkCell:  

	Home Address       
	HmPh       
	Cell:       

	City:       
	State:       
	Zip:       
	County:       

	Check One:
	 FORMCHECKBOX 
Own
	 FORMCHECKBOX 
Rent
	 FORMCHECKBOX 
Gov Leased
	 FORMCHECKBOX 
Gov Owned
	 FORMCHECKBOX 
UPH

	DEPENDENT INFORMATION

	Spouse Name:       
	Employer:       

	Work Address       
	WkPh       
	Cell:       

	City:       
	State:       
	Zip:       
	County:       

	Child Name
	School/Day Care
	Phone
	Age
	Gender
	Residing w/member

	     
	     
	     
	  
	 FORMCHECKBOX 
M
	 FORMCHECKBOX 
F
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No

	     
	     
	     
	  
	 FORMCHECKBOX 
M
	 FORMCHECKBOX 
F
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No

	     
	     
	     
	  
	 FORMCHECKBOX 
M
	 FORMCHECKBOX 
F
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No

	     
	     
	     
	  
	 FORMCHECKBOX 
M
	 FORMCHECKBOX 
F
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No

	THIRD PARTY CONTACT

	Name:       
	Relationship:       
	Contact Number:       

	EVACUATION INFORMATION

	In the case of an evacuation order will you be relocating your dependents to the Coast Guard identified safe haven?  If no, please list location;
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No

	Location:                               
	Phone Number:       

	What County Do you reside in:                               
	What Evacuation Zone:       

	What Department are you in: 
	What Division:  

	Do you or your dependents have any special needs, such as wheelchair access, special medical equipment?  If so please identify:
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No

	Special Need:       

	How many dependents do you have?                       
	
	

	Do you or your have pets?  If so please identify:
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No

	Type of pets:                                                                       Large Pets:  

	Signature of Member:
	Date Submitted:


